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requested it. However, if you are an individual as opposed to an organisation, the 
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Official Information Act 1982. 
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Questions  
Future focus 

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

Comment: 

It is neither acceptable nor safe to believe integration of 16 professional bodies 
could effectively provide public confidence when each distinctly separate 
profession are legally bound by distinctly separate codes and rules.  It cannot 
be a “one size fits all’ model. 

 

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

Comment: 

Definition of flexible workforce required  
Overlapping scopes of practices creates blurring, ambiguity and confusion for 
both healthcare workers and the public.  Attempting to merge these is neither 
professionally or ethically robust.  Clear and well identified scopes of practice 
for each profession should not be tampered with.  

 

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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This is already in place, collaborative education and training and improved 
communication will continue to be fulfilled through the existing Act.   

 

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

 Yes 

 No 

 Not sure 

Comment: 

No, standardisation does not mean better outcomes or learning, collaboration 
and training  and learning exist without a need to standardise codes   

 

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: 

Information contained in scopes of practice should be more readily available 
for public scrutiny and for interpretation and should follow a standard 
template, each individual professions scope and boundaries are hugely diverse 
and should not be merged. 

 

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: 

No, within the Act there is a need to provide professional support however, 
professions' own peer support, trade union, collegial and clinical supervision 
and governance meet this requirement.  

 

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 
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 No 

 Not sure 

Comment: 

Yes, I feel the Act and the scope and boundaries set by the individual 
professional bodies keep the public safe. Keeping them informed could be 
improved through better engagement and public representation within the RA.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

So long as public or lay representation exists within the RA process, there 
should be no further need for additional scrutiny regarding the handling of 
complaints or the complaint process.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

No, this can easily be achieved by introducing consumer forums within the RA 
like the UK; this would serve to increase confidence in the transparency and 
impartiality of decision making and the investigative process.  

 

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. Public confidence is paramount and providing a clear line of 
communication will improve public confidence  
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Safety focus 

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

 Yes 

 No 

 Not sure 

Comment: 

Yes, this is already in place and is clearly set out as in Table 2 in appendix 3.  
Collaboration exists with the Health and Disability Commissioner Act 1994 
which protects the rights of the consumer under the code of Health and 
Disability Support Services Consumers.  

 

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: 

So long as statutory regulation of employers exists through individual 
professional bodies which ensure public safety is upheld, there is no need to 
extend this level of systems monitoring.  

 

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: 

Take a look at existing evidence based models and how effectively these engage 
with the legislative processes for example the UK who encourage closer liaison 
with consumers.  

 

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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It is clear there are several Acts and statutory instruments in place, providing 
clarity of those regulated by statute does not necessarily serve any valuable 
purpose.   The match between level of risk and level of regulation does not 
appear to be an issue.  

 

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

Comment: 

Whether practitioners operate in sole practices or not, current regulation and 
monitoring through individual professional bodies will ensure standards are 
maintained and public safety assured. Perhaps auditing could be considered 
alongside the current process. (Cornerstone accreditation, education/ training 
workshops, CNE/CME to link directly to sole practices).  

 

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: 

More clarity is required over groups of practitioners considered high risk.  Are 
these automatically sole practitioners or are they deemed to have been 
identified as those identified at risk of harm to the public? Risk profiling may in 
itself create a disproportionate representation of one group while giving the 
impression less high risk groups require less scrutiny.  

 

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 at all times consider new and cost effective models of regulation 
and balance this with upholding public safety.  

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Yes, an overarching definition can exist however it is for the individual 
professional regulatory bodies to articulate this clearly within individual codes 
and standards.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

This question has been answered - (see Q14) 

 

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: 

To an extent, the current process alongside consumer representation or a 
consumer forum would adequately address this.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

Some overseas jurisdictions have taken action to improve cost effectiveness 
(Australia, UK), however it remains to be seen whether these prudent cost 
saving measures improve public safety and public confidence.  

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Yes, consultation with all relevant stakeholders and opportunity for comment 
and feedback should not be restricted to major review of processes and 
practices but be ongoing and business as usual.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

No, furthermore seeking consultation when the review admits work is 
underway to establish a shared, consolidated secretariat that supports the 
regulatory functions of all RA’s seemed short sighted.  

 

24. What is the ideal size of RA boards? 

Comment: 

The current configuration, as prescribed by HPCA Act (section 120) which 
requires at least five board members and no more than 14 should remain.  The 
membership of the board must still include a majority of members who are 
health practitioners and either two or three lay people depending on the size of 
the board.  

 

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

• Health practitioners are currently working in teams, multidisciplinary, interdisciplinary 
and collegially  

• Integration – flexible workforce – must keep to scope of practice to ensure public safety 

• Integration - same employer, different employer as part of the team and there needs to 
be clarity of purpose i.e. an owner   

• The hand over and communication about patients is essential and could form part of 
our competency 

• Explanation of flexible work force.  Rather open ended question 
• Clarity required around people’s understanding of integrated care.  There are some 

differing opinions being bandied about, people in general are at differing levels of 
understanding, both in the professional and non professional arena 

• Communication essential for successful integration and not changes to scope of practice 

• Reduction in quality of service delivery when there is wider scope of practice as health 
professional skill levels potentially reduced 
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• Health professionals whilst having commonality in some respects have 
developed their scope to reflect the work they do and have developed 
expertise and training in specialist areas that not all health professionals 
can do hence the importance of multi and interdisciplinary teams.  It is not 
cost effective to have health professionals not working within scope of 
practice as well as being unsafe for the consumer. 

• We also need to look at the non regulatory people out in the community 
i.e. Alternative medicines practitioners/ support workers/other therapists 
etc.  Questions as to whether there needs to be regulation to protect the 
consumer. 

Scopes of practice 

• With complexity of health care more important for health professional to 
practice within a scope of practice with boundaries as consumer needs to 
know when health professionals are outside their scope of practice 

• Standardise the way scopes of practice are documents but not broaden 
them of make too loose so consumer doesn’t know the boundaries of the 
person caring for them 

• Scope of practice, if we are talking flexibility then we need to be very 
boundary focused to ensure public safety is being protected. With the 
combo factor now encroaching in the sector, we need to be aware of skill 
factors/ comfort ability on practising in the assigned roles albeit at times 
out of the individuals comfort zone, possibly leading to diluted 
interventions. 

Pastoral care 

• Mandating pastoral care not required but encouragement to have access to 
this for people who work in solo practice or where they are not able to 
access it or it is not appropriate through their workplace 

Consumer focus 

• Consumers may not always be aware to check on the status of the health 
professional who is caring for them.   

• Patient/ General public involvement, being part of decision making would 
keep the general public more aware and involved with public safety 
considerations. 

• We need to consult more broadly with relevant stake holders as 
mentioned. 

Safety focus 

• Overseas practitioner to NZ – important to have a descriptive scope of 
practice to ensure NZ health system continues to meet the beliefs and 
values of all New Zealanders 

• Independent body away from employer to regulate health professionals as 
too much variation amongst employer groups 

• Current registered professional bodies do a reasonable job of addressing 
registration process/ investigations.  Consistency is needed here so do we 
actually need another to create another to fulfil this role? 
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• Do work places have adequate safe guards in place for patients from any possible 
safety concerns? Or are our individual regulatory bodies sufficient?  We need to ask the 
patients for feedback, do they feel sufficiently safe guarded under current process?  Do 
they know the process?  Is there consistency nationally? 

• Re safety I'm not sure how sole practitioners would feel but a peer groups of them 
would be useful.  Do you legislate or encourage?  Does it have to be of the same 
profession i.e. GP plus nurse though difficulties may exist due to the employer 
employee relationship? 

 

Cost effectiveness  

• Must not compromise health professional regulations and potentially reduce public 
confidence in health professional 

• Would not like to see the number of regulatory boards reduced... we would lose our 
specialist identities, things important to the speciality groups will potentially get lost in 
the large vacuum. 

• In general I donor mind there being fewer regulating bodies but I think that the ways 
you can remain competent should be wide 
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Questions  
Future focus 

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

Comment: 

Clear guidelines should be provided for differing scopes of practice, such as 
restricted registration. This would enable overseas registered HPs who are 
only involved in clinical teaching and/or research to have a restricted 
registration reflecting this. This is in contrast to having to undertake supervised 
roles in clinical practice to obtain a full registration when the HP has no 
intention of working in a clinical practice role.  
Similarly for overseas registered HPS who have come to NZ for postgraduate 
education and research. As the scopes of practice are typically broad and 
include HPs working with patients, this may restrict the roles of such students 
for example by restricting interaction such students may have with patients 
enrolling in clinical research. 
Pharmacy technicians should also be regulated under the HPCA Act. This is 
due to the changing role of pharmacists which will in turn require a change in 
the roles performed by technicians. Until they are registered it will be difficult 
for pharmacists to step into evolving roles and have technicians increase their 
responsibilities by taking on such roles as dispensing technicians.  
 

 

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: 



4 2012 Review of the Health Practitioners Competence Assurance Act 2003 

We do not see this as being a role of the HPCA Act.  
Research into the use of inter-professional education is ongoing and while this 
continues it is not appropriate for the HPCA Act to regulate how this occurs 

 

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: 

One code of ethics for all HPs would align the different HP groups to reinforce 
to the public and to each other that we are working with the same goals in 
mind. There would be a need for an interpretation/supplement document to 
address areas specific to particular HP’s scopes of practice, however a code of 
ethics could be developed that would be a foundation for all HPs. 

 

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: 

      It is not appropriate for the RA to have a role in pastoral care. This role 
is best undertaken by professional societies/colleges. 

 

Consumer focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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      The number of laypeople should not be reduced. If the number of 
laypeople were to be increased there should still be a requirement for the 
majority of the board members to be health practitioners. 

 
 

Safety focus 

 

Cost effectiveness focus 

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

 X Yes 

 No 

 Not sure 

Comment: 

      The move to establish shared administration is the first step; however 
we feel that the professions could benefit from shared RA boards under some 
circumstances. Where the RA board would regulate more than one HP it would 
be important that similar sized groups of HPs and types of HPs be governed by 
the one board to ensure that they were represented fairly.   

 
 



 

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/


2 2012 Review of the Health Practitioners Competence Assurance Act 2003 

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) 

Pili Munoz 

Address: (street/box number) 41 Townsend Rd  

 (town/city) Rangiora 

Email: lydia@osnz.org 

Organisation (if applicable): Osteopathic Society of New Zealand (OSNZ) 

Position (if applicable): President 

 
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 
 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 3 

Your submission may be requested under the Official Information Act 1982. If this 
happens, the Ministry of Health will release your submission to the person who 
requested it. However, if you are an individual as opposed to an organisation, the 
Ministry will remove your personal details from the submission if you check the 
following box: 

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

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

 

Questions  
Future focus 

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

Comment: 

The concept of integrated care within New Zealand’s health care setting needs 
to be defined.  
 
One of the original intentions of the HPCA Act (2003) was to encourage greater 
inter-professional collaboration and increase workforce flexibility (MOH, 
2012). This is in sync with the aims of the Primary Health Care Strategy 
(PHCS) which was to promote a “collaborative, multi-disciplinary approach” as 
no single practitioner can meet people’s needs under this strategy (King, 2001).  
One way the Ministry of Health can achieve best outcomes for patients is to 
create framework and guidelines for inter-professional collaboration. This 
needs to be introduced at an undergraduate  level whereby health professionals 
are educated about what all health professionals do.  
 
Allied Primary Health Care practitioners have been trained to be integrated 
with the medical profession and other healthcare professionals. Their 
undergraduate level of training in diagnosis and management allows them to 
independently make a diagnosis and refer when appropriate.  
 
All health professionals need to learn about each other for true integrated care. 
Inter-professional collaboration will not work if it is just amongst the allied 
health profession or conversely just amongst the medical profession. This could 
easily be acheived through CPD or even in undergraduate courses, and will 
create a health workforce that is patient centred and more integrated. 
 
For the HPCA Act to promote integrated care a change to the Purposes of the 
Act beyond policing competency mechanisims would be required.  
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2. How can the HPCA Act be used to promote a more flexible workforce to meet 
emerging challenges faced by the health system? 

Comment: 

Identification and definition of emerging challenges and the skills required to 
address these challenges need to be determined before an accurate assessment 
and changes of workforce can take place. Consideration of how the current 
workforce skill set can be utilised best, as well as identifying barriers to 
integration would be of benefit. 
 
Allied Healthcare practitioners have as a whole, skills that are not being utilised 
in an integrated system within the NZ Healthcare sector.  Flexibility of the 
workforce can be looked at in two ways. One is to train workers to have many 
skills the other is to utilise those with certain skill sets in the appropriate 
situations. It may not be of benefit to diversify the skill set of all Allied health 
practitioners as this creates potential risk of specialised skills being weakened 
and therefore reduces the health benefits to the patient. However it would be of 
benefit for their current skill sets to be maximised and effectively utilised 
within the heathcare sector. 
 
An example of utilising the current workforce would be to address care within a 
hospital setting. It has been shown overseas that Osteopathy, Physiotherapy, 
Chinese medicine/Acupuncture are all able to be integrated into a hospital 
setting,  whether it be through out patient clinics or within. This allows for inter 
professional collaboration, transference of skills, improved education and a 
patient centred teamwork situation.  
 
Cost and allocation of health care services will be a continual struggle with New 
Zealands aging population with increasingly complex and chronic health 
concerns. Outcome measures of health services need to be considered across 
the board. Allied health professions are well placed to aid in improving quality 
of health for consumers as well as reducing the on-going costs related to 
chronic conditions. Contracts for funding the treatment of chronic conditions 
currently governed by DHBs is established for the medical profession and its 
processes and requirements are barriers for small to medium sized Allied 
Healthcare clinics. Addressing these barriers would allow Allied Health 
practitoners the opportunity to tender for these contracts and outcome 
measures could be assessed. 
 
Although the above issues may not be able to be directly addressed by the Act, 
they should be considered in the context and application of the Act. 

 

 

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

 No 

 Not sure 

Comment: 

 
Many allied health professions, namely Osteopathy, Chiropractic and 
Acupuncture, already work in a manner that supports consumer self-
management. These professions have a broad biopsychosocial approach to the 
patient, treating the patient as a whole. These approaches are able to be applied 
in many varied situations from chronic to acute illnesses, trauma and 
musculoskeletal conditions.  
 
Commonly these professions have been labelled ‘manual medicine’ that only 
address musculoskeletal issues, and as such have been categorised like this. 
This has occurred due to the lack of education and understanding of what these 
professions actually do, how they approach their patients, what they can work 
with and what results can be achieved. 
 
Our question is: Is it about wider focused education and training? Or would it 
be more effective to educate all health professionals about Allied therapies and 
create framework for how they can be better utilised to reduce costs, improve 
patient outcomes, and for each profession to do what they do best. 

Part six section 118 k of the Act could be expanded to encompass the education 
of all health professionals regarding Allied therapies. 

      
 

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: 

A prime example of this is the Mauri-Ora cultural competency course set up by 
Tariana Turia. Courses on ethics, cultural competency and patient rights are 
equally applicable across the health professions. The RA’s are well placed to 
organise such courses to improve common learning across health professions. 
There may also be capacity for the Act to attempt to guide Universities, tertiary 
providers and CPD providers to deliver courses designed with integrated 
models of healthcare in mind.  
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5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

 
The Osteopathic draft general scope of practice is informative and encompasses 
Osteopathy in its entirety. It allows for flexibility of practice and progression of 
practice for an Osteopath as well as adequately informing other professions and 
the public. 
 
Increase publicity via the Ministry of Health and RA’s could prove to provide 
better understanding of some regulated professions both publically and within 
the Health industry, thus improving the process of integration 

 
 

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

 Yes 

 No 

 Not sure 

Comment: 
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RA’s role in pastoral care should be one of setting the terms of pastoral care for 
the profession they regulate. However, the professional associations should 
work to implement this process with their profession rather than the RAs. For 
this to be successful it would be required for registered health practitioners to 
be a member of their professional association/society. 
 
Pastoral care should be distinct from disciplinary processes.  
 
Educational tools that would help to inform and support the individual in 
relation to common areas that affect health workers in practice could be 
recommended by the RA’s.  
 
Self-reflective processes could help practitioners determine and take 
responsibility for their own pastoral care, professional bodies could promote 
adequate pathways for this process. 
 
The Function of Authorities (s118 HPCA) could be expanded to include pastoral 
care as the overall health of the practitioner is relevant to their competency and 
therefore reflects on patient safety. 
 
 

 

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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The Health and Disability Commissioner Act along with the HPCA Act largely 
provides a good legislative framework for insurance of safety of consumers 
accessing health care services. Clinics do advertise the rights of the consumers 
and their ability to make a complaint. Once a complaint is made, if the 
appropriate process is followed, transparency is present. 
 
One concern is the lack of public knowledge in regard to the differences 
between registered practitioners and those that are not registered, and what 
this actually means for them as a consumer. The RA’s could work closer with 
professional bodies to inform their practitioners’ and the public. Further to this 
the Ministry of Health could undertake a multimedia campaign to bring 
awareness to the public. 
 
The Act could be amended to ensure that professional malpractice and personal 
indemnity insurance becomes mandatory for registered health professionals for 
the benefit of the patient as ACC no fault system does not cover all encountered 
scenarios. 

 
 

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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The OCNZ delivers this information to the Osteopathic profession via regional 
conferences, which are very informative and specific to our profession. 
However not all of the profession will attend these conferences, therefore 
further avenues need to be considered and used to inform practitioners and the 
public.  
 
The information does not appear to be readily available to the public. This 
information is available on the OCNZ website, but this does not mean that the 
public know about the Act, it purpose and the RA’s function. From the 
practitioners experience many patients do not know that Osteopaths are 
regulated and what this means for the patient, even though most Osteopaths 
will advertise that they are registered. 
 
There would be value in assessment and presentation/dissemination of 
common themes of complaints and outcomes across professions amongst all 
health professions, so that all health professionals have the opportunity to 
learn from these compliant processes in an attempt to improve patient care and 
safety across the board. 
 
 

      
 

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

 Yes 

 No 

 Not sure 

Comment: 

 
The balance of laypeople to health professionals on the RA boards is 
appropriate. However there is a question of whether a cross profession position 
would also be appropriate, for example a nurse might be a member of the 
Dental RA or an Osteopath might be a member of the Nurses RA.  
 
This could create a more robust consumer auditing process, along with the lay 
person, as health professionals are able to understand the health context and 
have patient centred perspective that may provide better balance and less bias.  

 
 

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 
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Comment: 

 
Yes this would be useful. However the matter of funding arises here.  
 
The Osteopathic professions on-going registration fees are one of the higher 
fees for such as small profession, and most Osteopaths would find it difficult to 
support further increases.  
 
Our recommendation is that funding for consumer forums should be absorbed 
by central government. This is in line with Recommendation 5 from the 2009 
Report on the Review of the HPCA Act 2003. 

 
 

Safety focus 

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

 Yes 

 No 

 Not sure 

Comment: 

 
Yes to a large extent. The Health and Disability Commissioner’s Code provides 
for patient rights and choice and the HPCA Act provides for further public 
safety relating to the individual professionals relationship with the patient.  
 

      
 

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

 Yes 

 No 

 Not sure 

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

Comment: 

The overlap of different legislation with the HPCA Act is multiple and not 
always easily understood by practitioner let alone by the public.  
 
Our recommendation would be to develop a summary document for health 
professionals of key considerations. This could assist with compliance and 
therefore improve safety of services. 

In terms of the overall safety framework HDC decisions may be inconsistent for 
guidance especially when it comes to disclosure of rare risks and there is some 
evidence that there may be inconsistencies in HPDT penalties and 
rehabilitatory measures (Diesfeld, Godbold 2010).  Auditing of these decision 
processes and improved consistency would aid how they inform best practice.  
      

 

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

 Yes 

 No 

 Not sure 

Comment: 

 
Severity of risk and statistical likelihood of risk vary from profession to 
profession. Competency requirements, and management and disclosure of risk 
level are profession specific and should be left to the individual RA’s to 
quantify.   
 

 
 

 

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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The Osteopathic Society of NZ is very aware that as a profession Osteopaths are 
commonly in sole practice and as such can be vulnerable to risks related to 
patient safety.  
Due to this we are in the process of developing a mentoring program to provide 
support for our professional members, and we currently encourage and run 
regional peer groups.  
 
We are also providers of continued professional development courses, whereby 
we seek to provide courses that inform and guide our members about safety 
and risk management; and have developed a Policy and Standards Manual for 
practitioners, that aligns with associated legislation and Standards NZ 
guidelines. 
 
To aid in informing our profession the Osteopathic Council is in the process of 
developing a reflective practice framework as part of CPD requirements. The 
Osteopathic Society supports this initiative and hopes to be able to work 
together with the Council in further development and delivery. 
 
To aid our profession in better managing risks related to clinical practice we 
would encourage Council to develop best practice guidelines and run CPD 
courses specific to this.  

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

 
This approach is definitely an option. However there will need to be some 
regulation around how this information is used and disseminated, to ensure 
that it is not taken out of context and used to marginalise or inadvertently 
affect the profession.  
 
RA produced guidelines for mitigation of high risk procedures would be an 
option.  
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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: 

 
The 2009 Report on the review  of the HPC A Act Recommendation 5 states 
“That the responsible authorities, mindful of the impact of practitioner fees on 
the health care system, try to restrain cost growth, look to ways to make 
efficiencies, minimise fee increases, and openly explain the basis for their fees 
and any increases”. 
  
The RAs should be required to consider the cost impacts and benefits to the 
profession that they regulate and be required to go through appropriate 
consultation with stakeholders. 
 
Currently RA’s have the ability to shape professions, without clear direction 
from their profession, by the way in which they interpret the Act. Projects, 
research, investigation have costs that are passed onto the profession. Projects 
can potentially be personality dependent, depending on Board makeup. The 
Act does not protect against this and appropriate consultation is not 
encouraged.  
 
This gives RA’s power which is not adequately moderated and can potentially 
over inflate costs. Limitation on the powers of RA’s are expensive especially for 
small professions.  A change in the function of the RA’s in the Act to encourage 
a collaborative approach to patient safety would assist.  
 
 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

 
Due to lack of definitions within the ACT the interpretation is made by the PCC 
and the HPDT . This may be appropriate as concept of risk and harm may be 
different from profession to profession. 
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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 it is not clear about the level of risk that needs to be regulated and this differ 
between professions 
 
Severity of risk and statistical likelihood of risk vary from profession to 
profession.  Competency requirements, and management and disclosure of risk 
level are profession specific and should be left to the individual RA’s to 
quantify.   
 
      

 

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 HDC, PCC and HPDT system is robust and appropriate.   However as a 
result one major disciplinary incident for small professions can be financially 
catastrophic. 

       

 

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

 Yes 

 No 

 Not sure 

Comment: 
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An external independent auditing process of the RA’s would be appropriate. 
 
It is difficult for the OSNZ to comment specifically about how the Osteopathic 
Council of NZ administers their functions as the HPCA Act does not require 
them to consult with stakeholders such as their professional bodies on such 
matters. 
 
Part 6 Section 118 of the Act could be expanded  to require a consultative 
relationship with the profession that they regulate. 

 
 

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

 Yes 

 No 

 Not sure 

Comment: 

 
The HPCA Act interpretation and administration is necessarily RA dependent 
and therefore potentially personality dependent which does not always serve 
the profession they regulate or the public.  
 
RA board members are appointed by the Minister and potentially become a 
closed group at a considerable distance from the profession it regulates, 
forming and imposing its own ideas on the profession. 
 
The RAs are not obligated by the Act to work with relevant stakeholder except 
on scope of practice and fee setting. This gives RA’s much power in shaping the 
profession and its direction. This is compounded by the lack of transparency 
and accountability.   
 
Transparency and accountability could be improved by change to the Act to 
require transparency and accountability between the RA and the profession. 
 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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The Australian model may be more appropriate. 

      

 

24. What is the ideal size of RA boards? 

Comment: 

If current evidence suggests 8-10 is most effective then the OSNZ would 
support this. 

      

 

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

Comment: 
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1) There must be openness and transparency in the work of RA’s. They are 
given powers by Parliament and there needs to be greater accountability for the 
use of these powers.  
 
The powers of the profession to limit the powers of RA are ineffectual as 
judicial reviews are too expensive. A change in the Act could encourage a 
collaborative/consultative approach  
 
2) There should be adequate training of the RA member for the role they are 
to fulfil. They are the means of Public accountability for minimum standards of 
competence for the professions and are not the means of shaping the 
profession to their own liking.  
 
3) There must be a much better partnership between RA’s and the 
professions they regulate.  
The Act sets the RAs and profession in opposition rather than encouraging 
collaboration for the common goal of enhancing competence to achieve patient 
safety. 
 
4) For the HPCA Act to promote integrated care beyond policing competency 
mechanisms a change to the Purposes (s3)and functions of the RA (s118)of the 
Act would be required promoting a collaborative/integrated approach to intra 
and inter professional relationships. 
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Dental Council submission in response to the  

Ministry of Health 2012 Review of the Health Practitioners 
Competence Assurance Act 2003: A discussion document 

 
 
1.0 Introduction 
 

1.01 The Dental Council welcomes the invitation from the Ministry of Health to 
participate in the public consultation process regarding 2012 Review of the Health 
Practitioners Competence Assurance Act 2003: A discussion document. Council 
has carefully considered the information set out in the discussion document and 
has focused its submission as responses to each of the specific questions included 
in the document under the four identified principals of focus – future, consumer, 
safety, and cost effectiveness. 

1.02.  Council acknowledges the 2012 review is a strategic review, seeking to assess 
how the Health Practitioners Competence Assurance Act 2003 (the “Act”) fits 
within the health system today, some nine years after the Act was introduced.  The 
Dental Council considers the current regulatory environment is, substantively, 
working well.  The Act is an example of ‘enabling’ framework legislation and as 
such, there is much that Responsible Authorities (“RAs”) constituted by it, can do, 
if they so choose, to accomplish the purpose of the Act:1  

“…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.”  

1.03. Whilst the Act provides for a consistent accountability regime for all health 
professions it allows RAs to develop their own scopes of practice for determining 
a health practitioner’s competence; and systems to ensure they do not act outside 
their scope of practice.  The Act permits RAs to develop for the professions they 
regulate, relevant policies, codes of practice, recertification programmes, 
competence programmes, and health monitoring programmes. If the legislation 
was made too prescriptive this ability to ‘self-regulate’ would be needlessly lost. 

1.04. The Dental Council supports 'framework' legislation and considers an enabling 
Act to be a positive feature of New Zealand’s health regulatory system.  RAs are 
equipped to develop and manage the detail of operational regulation.  Enabling 
legislation reinforces the perception of self-regulation whereas prescriptive 
legislation would support a, less desirable, perception of regulation by 
government. 

 
 
 
                                                 
1   Section 3(1), Health Practitioners Competence Assurance Act, 2003 
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2.0 Overview of the Dental Council 
 

2.01 The Dental Council, one of 16 RAs established by the Act, has statutory 
responsibility for regulating five separate and distinct oral health professions- 
dentistry, dental hygiene, clinical dental technology, dental technology, and dental 
therapy.  Dental specialists and orthodontic auxiliaries are included within those 
professions.  Each of the five regulated professions, which comprise 20 scopes of 
practice, undertake restricted activities and each is separately accounted for and 
managed by the Dental Council. 

2.02 The Dental Council has 13.5 full time equivalent staff members, four contracted 
professional advisors, and 10 Council members appointed by the Minister of 
Health. The Council itself is comprised of seven practitioner members - four 
dentists, one dental therapist, one dental hygienist and one clinical dental 
technician/dental technician - at least one of whom is an educationalist, and three 
lay members.  Members are appointed for a term of up to three years and may be 
reappointed for further terms but may not serve for more than nine consecutive 
years.2  Each year the Council elects a chair and a deputy chair.  Since inception, 
the chair and the deputy chair have been practitioners.  The Council is augmented 
by an Audit and Risk Management Committee chaired by an independent 
chartered accountant.3 

2.03 The Dental Council is committed to the promotion and protection of the public 
interest by ensuring that registered oral health practitioners are safe and competent 
to practise their professions.  It seeks to provide public assurance of safe delivery 
of oral health care and to provide oral health practitioners with a framework to 
deliver best practice oral health care for the public of New Zealand.  

2.04 The goals of the Dental Council are to: 

• administer the Health Practitioners Competence Assurance Act 2003 
consistently, fairly and effectively; 

• maintain an organisation that is efficient, responsive and sustainable; 
• promote and communicate Council’s functions to stakeholders and the 

public of New Zealand; and 

• promote best practice and well respected standards of oral health care. 
2.05 As at 31 March 2012, 4,553 oral health practitioners were registered with the 

Dental Council, of whom 3,771 held annual practicing certificates. These 
represent increases of 3.7 percent and 2.2 percent respectively from the previous, 
2010/11 practising year. 

2.06 The greater majority of oral health practitioners work in the private sector – 92 
percent of dentists and dental specialists; 94 percent of dental hygienists; and 92 
percent of dental technicians and clinical technicians.  The exception is dental 
therapy, in which profession 83 percent are employed by District Health Boards.  
Overall, 74 percent of oral health practitioners work in the private sector. 

2.07 During the 2011/12 financial year:  

                                                 
2   Section 121(2), Health Practitioners Act, 2003 
3   Appointed under clause 16, Schedule 3, Health Practitioners Competence Assurance Act, 2003 
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•  The cost of regulation (including disciplinary action) to the Dental Council was 
$2,989,980. 

•  Council received 44 complaints from various sources including, consumers, 
Health and Disability Commissioner, health practitioners, employers, and 
notices of conviction from the Courts. 

•  Council referred two practitioners to competence review. 
•  Council referred six practitioners to professional conduct committees for 

reasons including, fraud, notification of conviction, practising outside scope, 
and practising without an annual practising certificate. 

•  Four practitioners were referred by professional conduct committees to the 
Health Practitioners Disciplinary Tribunal. 

•  Council imposed conditions on the scope of practice of 10 practitioners for 
reasons including, competence related supervision, and the rehabilitation of a 
health-impaired practitioner.  

•  The practising certificate of one practitioner was suspended by Council. 
•  Council undertook nine public consultations on a wide range of matters 

including, the future of the specialty of oral surgery in New Zealand; budget, 
fees and disciplinary levies; a new code of practice on advertising; prescribed 
qualifications; scope of practice changes. 
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3.0 Future focus 
 

Ministry of Health Statement 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.01 Introductory statement 

The desired move to support workforce development and flexibility by shifting a 
focus on hospital services and admissions to enhanced service delivery through 
the integration of primary care and other parts of the health service, appears 
geared towards the public sector environment. The vast majority of oral health 
practitioners regulated by the Dental Council do not work in the public sector and 
the majority of oral health care is currently delivered in the primary oral health 
care environments of private dental practice and community dental services.  The 
Ministry must be alert not to narrow its focus – are the issues of the publicly 
funded health sector and particularly the issues of the delivery of primary and 
secondary medical services, necessarily relevant to health professional regulation 
for  the privately funded and associated sectors of health, such as oral health? 

Shaping the workforce in a changing sector is a role of education providers 
working in consultation with the health sector and government. Scopes of practice 

“To sustain our health service New Zealand needs to be able to attract and 
retain a workforce that delivers services within a lower growth funding path, in 
the context of an ageing workforce and significant numbers leaving for 
overseas in any one year. Our current services are mainly configured around 
historical patterns of population demand and traditional models of care that 
are labour intensive and expensive to sustain.  
 
To meet these challenges we need to move away from a focus on hospital 
services and admissions and towards better, sooner, more convenient 
service delivery through the integration of primary care and other parts of the 
health service. The core safety function of the HPCA Act needs to be 
balanced against ensuring that its indirect (but strong) influence on the shape 
of the workforce matches the needs of a changing sector.  
 
In line with usual regulatory governance structures, responsible authorities 
(RAs) are set up to work independently, and yet the requirements they place 
on health practitioners shape how they practise in order to remain within their 
professional and legal requirements. This document looks at how RAs can 
ensure that their requirements for health practitioners keep pace with what 
the sector needs in an environment that is undergoing transformational 
change.  
 
Although regulation is generally managed along professional boundaries, 
these boundaries are increasingly shifting and becoming less distinct in 
complex clinical environments. Consumer care and the protection of 
consumer safety are increasingly dependent on how multidisciplinary teams 
and clinical networks operate.  
 
The key value underpinning the HPCA Act is the accountability of individual 
health practitioners for their own clinical practice and application of 
professional judgement in their clinical practice. The Challenge is to ensure 
this key value operates effectively in a changing environment.  
 
The Act needs to balance its core function of protecting the safety of 
the public with its ability to influence the shape of the workforce and 
meet the needs of a changing sector.” 
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set by RAs are not the key barrier to enhancing integrated care. Funding 
pathways, the structural design of health services and systems, and genuine safety 
concerns are greater barriers to integrated care than the Act or scopes of practice. 
Caution must be exercised if legislation is to be amended in the hope that such 
amendment will be the catalyst for enhancing integrated care. 

The Act is enabling; RAs may do ‘more’ to address the needs of the workforce in 
a changing sector. However, there are restraints on the way RAs operationalise the 
Act given the existence of the non-alignment of the objectives of Health 
Workforce New Zealand, the service providers, and the education providers. 
Greater guidance and disclosure from government agencies will be more useful 
than changing the current legislation. 

The Dental Council does provide some care to its practitioners to support their 
health and competence. However, the Dental Council does not support a 
mandated pastoral care role for RAs. Introducing a statutory duty for RAs to 
undertake pastoral care of practitioners fundamentally conflicts with the RAs 
primary role as regulators.  

The consolidation of RA secretariats would serve to support integrated care that 
will achieve best outcomes for the public. A degree of standardisation of codes of 
conduct, ethics and, in some areas, common learning across health professionals 
could be achieved by RAs working collectively in a single secretariat. 
 

Question 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 Act improve this?  
3.02 The Act provides a framework within which RAs are tasked with protecting the 

health and safety of the public by providing mechanisms to ensure practitioners 
are competent and fit to practise.4  Beyond the bounds of individual practitioner 
competence and fitness to practise, and the mechanisms established by RAs for 
that purpose, the Act as it is currently drafted has no role in regulating service 
delivery, whether integrated or otherwise. 

3.03 The fundamental problem of improving care and service models does not lie with 
the Act.  It is a far larger issue concerning the overall structure of the health 
system, including funding and education.  RAs cannot address the wider system 
issues, their focus being on the competence and fitness of individual practitioners 
not the structure and operation of the system which delivers services; that is the 
role of government.  Health Work Force New Zealand (“HWNZ”) is the crucial 
link between the delivery of services and a health workforce that is fit for purpose. 

3.04 It is not the role of RAs to produce a ‘fit for purpose’ workforce by prescribing 
courses of education or learning that meet the forecast service delivery needs of 
HWNZ.   This is the role of the education providers, working in consultation with 
the health sector including HWNZ.  

3.05 RAs are required by the Act5 - to promote education and training in the 
profession; to prescribe the qualifications required for scopes of practice within 
the profession, and for that purpose, to accredit and monitor educational 

                                                 
4   Section 3(1), Health Practitioners Competence Assurance Act, 2003 
5   Section 118,  Health Practitioners Competence Assurance Act, 2003 
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institutions and degrees, courses of studies and programmes; and, to recognise, 
accredit and set programmes to ensure the ongoing competence of health 
practitioners.  

3.06 The Discussion Document notes that “…RAs influence the shape of the workforce 
through how they set qualifications [and] scopes of practice…”  The setting of 
prescribed qualifications for scopes of practice is to a very large degree dependent 
upon what qualifications are offered by education providers to sensibly underpin 
those scopes of practice.  RAs have little, if any, ability to influence education 
providers in determining the courses of study they offer; they being geared to 
meet their own objectives, which are not necessarily aligned with those of either 
the RAs or the Ministry of Health.  Accordingly, course development by 
education providers, frequently dictates the shape of scopes of practice – not vice 
versa.  The ‘drivers’ for course delivery need to be revised to ensure workforce 
service delivery requirements dictate the development and offering of courses by 
education providers. 

3.07 RAs can have some influence on the achievement of best outcomes for patients 
through integrated care by the establishment of broadly drafted scopes of practice 
that permit the flexibility to enable service delivery requirements to be met.  This 
ability currently exists under the Act and accordingly no amendment is required.    

 
Question 2 
How can the Act be used to promote a more flexible workforce to meet emerging 
challenges faced by the health system? 
3.08 The Discussion Document notes that one of the original objectives of the Act was 

to encourage greater inter-professional collaboration and increased workforce 
flexibility.  It was anticipated that the use of overlapping scopes would contribute 
to this, and a mechanism for resolving scope of practice disputes between RAs 
was provided. 

3.09 The term ‘Scope of Practice’ is used internationally by national and 
state/provincial registration and licensing boards for various professions to define 
the procedures, actions and processes that are permitted for the registered/licensed 
practitioner. A scope of practice is limited to that which the law allows for 
specific education and experience, and specific demonstrated competence. Each 
jurisdiction has laws, registration or licensing bodies, and regulations that describe 
requirements for education and training, and define scopes of practice. 

3.10 It is generally accepted that scopes of practice can be easily identified by three 
categories. If requirements for practising the skills of a profession satisfy all three 
requirements then it is within a practitioner’s scope of practice:  

• Education and training – has the practitioner been educated academically 
or on-the-job and does the practitioner have documentation proving 
education to perform the procedure in question? 

• Regulating body – does the regulatory body that oversees the skill or 
profession allow (or explicitly disallow) the procedure in question?  

• Institution – does the institution allow a person or their profession to 
perform the procedure in question? 
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3.11 The Dental Council regulates five oral health professions which are very much 
vertically integrated, with scopes of practice overlapping, a number of them quite 
significantly.  Scope overlap also exists between the oral health professions and 
other health professions – for example, the Oral and Maxillofacial Surgery scope 
of practice overlaps with the medical scopes of Plastic Surgery and Ear Nose and 
Throat specialisation.6  There has been no cause to invoke the dispute resolution 
provisions of the Act, as RAs have been able to satisfactorily negotiate 
overlapping scopes without difficulty.  The real issue with overlapping scopes of 
practice is not that they do not overlap or are not complementary, but the inherent 
‘patch protection’ that practitioner groups seek to assert to protect or reinforce 
their professional and market pre-eminence.  This is very evident not only 
between some oral health scopes of practice, but also between certain oral health 
scopes of practice and those of other health professions.  The professional friction 
generated by overlapping scopes of practice gives rise to a substantial number of 
complaints, all of which must be investigated in accordance with the Act, at 
considerable cost.  Such issues led to protracted and expensive litigation when the 
Dental Council recently sought to clarify a specialist scope of practice.  

3.12 With 92 percent of dentists in private practice, the Dental Council is of the view 
that whilst an increase in the degree of commonality and standardisation across 
professional groupings would facilitate professional flexibility, it may also 
increase professional tensions and animosities as professional groups seek to 
assert themselves.   

3.13 In its current form, the Act permits RAs to address the needs of the workforce and 
its changing face through their ability to develop scopes of practice as considered 
necessary.  Change in that regard, is not needed.  However, from a practical 
perspective, RAs do not have the ability to do so, because scopes of practice are 
essentially dictated by the courses of study offered by education providers.  To 
address the needs of the workforce and its changing face, the drivers of education 
need to be changed to ensure that the health needs of the community and the 
consequent workforce requirements dictate the nature of the courses of education 
being offered.  It is important to recognise that RAs neither forecast nor direct the 
utilisation of the workforce – those responsibilities lie with HWNZ and with the 
service providers (whether institutional, corporate or private practices).  Nor is it 
the responsibility of RAs to plan and offer courses of education – that is the 
responsibility of tertiary education providers.  Until there is an alignment of the 
objectives of HWNZ, service providers and the education providers, the ability of 
RAs to practically address the needs of the workforce and its changing face by 
developing appropriate scopes of practice, will remain largely illusory.  This is not 
a matter that can sensibly be addressed by the Act. 

 

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

                                                 
6     Oral and Maxillofacial Surgeons, being both oral health specialists and medical specialists hold dual registration with the 

Dental Council and the Medical Council of New Zealand 
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3.14 The promotion of education with a wider focus is not a matter that sits within the 
ambit of the Act, and nor should it.  Such promotion sits elsewhere within the 
structures of the wider health system. In the oral health sector a significant 
separation exists between the training, regulation and service delivery 
environments. To illustrate for example, the Dental Council as a single RA 
regulates multiple professional groups.  Although the training of dentists, dental 
specialists, therapists, hygienists, clinical dental technicians and dental technicians 
is principally provided by one education provider, there has been no noticeable 
improvement in teamwork across the distinct professions. The barriers between 
them appear to be a consequence of entrenched professional attitudes existing not 
only within the education sector, but also within practitioner and service delivery 
environments.   

3.15 Whilst most oral health professionals have not, and are most unlikely to, ever 
work in the sort of team environment alluded to in the Discussion Document, 
there is a very limited number of general dentists and dental specialists employed 
by, or consulting to DHBs, who do.  The Act currently focuses on individual 
practitioner competence and accountability, and as such does encompass the 
practitioner’s professional working relationship with his or her colleagues of other 
professions.7   

3.16 In an effort to broaden the focus of the education and training it offers, an 
education provider introduced a degree course (Bachelor of Oral Health) 
encompassing two separate professions – dental therapy and dental hygiene.  
Unfortunately this has not proved to be a combination of skills required by or 
embraced by the sector.  Hygienists currently have limited application in the 
public health environment and dentists in the private sector have limited scope to 
employ dental therapists.  Neither sector has embraced the dual qualified ‘dental 
therapist-dental hygienist’ graduates, and accordingly most are only able to find 
employment in one scope.  As a consequence of being unable to practise in both 
scopes, recency of practice constraints will result in them having to relinquish one 
of them.  In theory these dual scope practitioners could help meet the oral health 
needs of a changing New Zealand population and application of their skills has 
not been constrained by the Act and its provisions.  Rather professional 
boundaries, service models and funding streams have been greater limiting 
factors. Clearly there needs to be a dialogue between the HWNZ, service 
providers and educators to achieve the right balance for meeting workforce needs 
and with professional groups and stakeholders to address the professional and 
inter-professional barriers that exist. 

3.17 The introduction of the Bachelor of Oral Health has provided one positive.  Each 
of the two scopes of practice it encompasses has as a result of the introduction of 
degree courses for dental hygiene and dental therapy,  been ‘upgraded’ to include 
a number of procedures that were previously only available as separate courses of 
study and recognised as ‘add-ons’ to each of the principal scopes. The principal 
scope in each of the two professions has now been set to incorporate all of the 
‘add-ons’, with restrictions being recorded where a practitioner has not completed 
the requisite training to merit the full scope.  This has proved to be a positive 
incentive for those practitioners with restrictions on their scope of practice, to up-
skill.   

                                                 
7    With the exception of dental hygiene and dental therapy, each of which have Professional Agreements with dentists to define 

and govern their working relationships 
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Question 4 
Is there scope for the Act to better address the standardisation of codes of conduct, 
ethics and common learning across health professionals? 
3.18 Codes of conduct are in effect the minimum standards of conduct that are 

acceptable to a particular profession. In each case there will be commonality; 
however there will likewise be differing standards applicable to different 
professions. This is made particularly apparent by decisions of the Health 
Practitioners Disciplinary Tribunal under section 100(1), subsections (a) and (b) 
of the Act, relating to misconduct amounting to malpractice or negligence, or 
misconduct that has or is likely to bring discredit to the profession.  Whilst the 
Tribunal does take into account the Codes of Practice of the relevant profession, it 
does apply its own thinking and, for example, will view a charge of fraud or 
assault against a dental specialist or doctor differently than if the same charges 
were being considered against a dental technician or a laboratory technician.  
Because of their trusted position in the community, a higher standard of care is 
applied to the former.  Such a differentiation is one of a number of factors taken 
into account by the Tribunal.  It is considered that because of such factors a 
universal codification of minimum standards of conduct is neither practical nor 
desirable. 

3.19 Is it appropriate that the same ethical standards are applied to health practitioners 
who are not directly dealing with the public or working in a team environment 
(for example dental technicians or laboratory technicians), as may be applied to 
those front line professionals working in teams, and/or dealing directly with 
consumers?  Whilst it may be possible to achieve some commonality, universal 
ethical standards and codes of conduct, would be unduly harsh on some 
professions. 

3.20 Many of the health professions have very little learning in common with other 
professions, if any.  There is limited commonality amongst some, for example, 
dentistry and dental therapy, where the differentiation is the degree and the extent 
of learning.   There is also commonality in courses that oral health professionals 
are required to undertake on a regular basis, for example resuscitation. 

3.21 Improved standardisation could be gained through a consolidation of RA 
secretariats.  A single secretariat would of necessity focus on the development of 
best practice across all standards and codes.  

 
 
Question 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?   
3.22 On one hand we have broad scopes of practice set by RAs to understand the range 

of health services a registered health practitioner may provide. On the other hand 
the Health and Disability Commissioner has a code of rights serving as a 
mechanism to inform the public what they can expect from health service 
delivery. These features together offer a balance for public expectation 
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3.23 On the other hand, a natural tension exists between the competing objectives of 
scopes of practice, which has led to diametrically opposed approaches to their 
definition – the prescriptive versus the broad or principles based approach. 
Prescriptive scopes of practice are defined often by reference to commonly 
performed tasks or patient conditions so as to enable clear unequivocal boundaries 
to be established.  With clear boundaries, issues of competence can be more easily 
determined; there can be no excuse for practising outside of a scope and, 
consumers can have more confidence in practitioners’ competence because they 
practise within clearly defined parameters.  Conversely, prescriptive scopes may 
be seen as inhibiting practitioners, and therefore workforce flexibility; and may be 
viewed as too rigid and at risk of becoming out of date. 

3.24 Broad or principles-based scopes of practice, may on the other hand bring service 
delivery flexibility, but at the same time inhibit consumer confidence, providing 
insufficient clarity for the consumer to be assured of a practitioner’s competence.    

3.25 The most commonly adopted approach for creating the parameters of a broadly 
drafted scope of practice is, to define the scope by reference to the practitioner’s 
education and learning. 

3.26 The Dental Council has twenty scopes of practice relating to dentistry (1), dental 
specialties (12), dental therapy (2), dental hygiene (2), clinical dental technology 
(2) and dental technology (1).  The scopes for general dentistry and the dental 
specialties are generally broad-based and permissive, whilst those for therapy and 
hygiene are prescriptive, reflecting that they are subsets of dentistry.  The scopes 
of practice for hygiene and therapy comprise a general statement of the scope 
followed by detailed description which is boundary rather than competence based, 
and restrictive in nature.   

3.27 The Dental Council provides extensive information to consumers on its website8 
including information on “Confidence in your Practitioner”, “Concerns and 
Complaints”, “Consumer Rights”, “Oral Health Education”, “Definitions” and 
“Frequently asked Questions”.  The Council website also includes a search engine 
to enable consumers to “Locate a Practitioner”, a service which lists practitioners 
by name, address and scope of practice giving the following information: 

 
Name:  Goodhew, Peter Mark  

Address: 50 Church Street 
Timaru 7910  

Contact: Phone: 03 684 3451 
Fax: 03 684 6034 
Email: timarudentalcare@xtra.co.nz  

Qualifications: BDS 1984 Otago  

Scopes of Practice: General Dental Practice  

Conditions on Practice: No  

First Registered: 18 April 1985  

Reg Number: DD2177  

HPI Number: 10BALG  

                                                 
8   http://www.dentalcouncil.org.nz  

http://www.dentalcouncil.org.nz/
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Practising Status: May practise in registered active scope(s) of 
Dentistry subject to current APC  

APC Status: Dentistry - Current APC held - Valid from 01 
October 2012 to 30 September 2013  

 
There is, however, some scepticism as to how extensively these services are 
utilised by the public.  

 
 
Question 6 
Could RAs have a mandated role in health professionals’ pastoral care? If so, how 
can they carry this out?  
3.28 There is a philosophical question of whether ‘pastoral care’ is an appropriate 

function of a regulatory body which has as its primary objective the safety of the 
consumer.  There is a very significant tension, to the extent of being a 
fundamental contradiction, between the concepts of professional regulation and 
that of the regulator providing pastoral care to the practitioners it regulates.  Such 
a proposal is in fundamental conflict with the primary function of the regulator to 
ensure the safety of the consumer, and must be distinguished from the ‘duty of 
care’ that RAs may owe practitioners, which is quite different to the concept of 
providing pastoral care. Where does the primary responsibility lie – to the 
consumer or the practitioner?  Where the interests are in conflict, the public safety 
interest must prevail. 

3.29 When dealing with practitioners, RAs owe them a duty of care to act appropriately 
and fairly.  ‘Appropriateness’ may entail guiding or referring a practitioner to an 
organisation or individual who can provide the level of personal or professional 
support commensurate to size and the nature of the problem that the practitioner is 
facing. The Dental Council takes such a duty extremely seriously, but is acutely 
aware that in common with other RAs, it has neither the expertise nor the capacity 
to provide personal or professional support to practitioners.    

3.30 As a function of protecting the health and safety of the public, RAs can and do 
play an active role in ‘pastoral’ care. This can best illustrated in the manner in 
which the Dental Council manages the cases of practitioners who are or have been 
suffering from illness, or a physical or mental incapacity. In all but the most 
extreme cases Council utilises a Voluntary Agreement process to support and 
manage a practitioner’s ability to safely remain practising or their safe return to 
practice.  Under a Voluntarily Agreement a practitioner may be required to abstain 
from or to do certain things, including for example: working limited hours; 
practicing under clinical supervision; undertaking regular medical consultation 
with an approved medical practitioner; undertaking a blood or urine screening 
programme; providing psychiatric reports. 

3.31 Currently 90 percent of the practitioner health issues that come to the attention of 
Council are managed outside the statutory regime, primarily via Voluntary 
Agreements with the practitioner. The objective is to assist the practitioner to 
practise safely whilst they return to full health; allowing them to retain their 
dignity free of the implied threat of statutory action being initiated, and without 
the necessity of imposing conditions on their scope of practice and the adverse 
‘publicity’ that can result. 
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3.32 The Dental Council sees no benefit in codifying the Voluntary Agreement 
practice as to do so would remove inherent and necessary flexibility.  Compulsion 
would adversely impact on practitioners' dignity in Council’s view unnecessarily, 
at a time when their self-confidence is generally very low.  Developing carefully 
considered principles-based policies may assist some RAs management of 
practitioner care matters.  

3.33 In addition to the Voluntary Agreement regime, Council endeavours to support 
isolated practitioners, as they are a sector of the Workforce identified as more at 
risk than others, through its compulsory recertification programme. This it does 
by requiring all practitioners to meet a prescribed level of peer contacts over each 
Continuing Professional Development cycle.  This is of primary benefit to sole 
practitioners, particularly those who are geographically isolated.  Those 
practitioners who are in group practices or are employed tend to have collegial 
support available. 

3.34 A proposal that RAs undertake practitioner pastoral care assumes that practical 
statutory mechanisms to require the RAs to be alerted to the need for pastoral care 
intervention could be satisfactorily devised and implemented.  Council is aware 
that it has a low visibility of such needs, because Council is seen by practitioners 
as a regulatory body to which the admission of personal issues by practitioners is 
to be avoided rather than embraced: not as a professional association, where such 
matters are better managed. 

3.35 The Dental Council is of the view that a statutory duty to undertake practitioner 
pastoral care would be fundamentally incompatible with an RAs primary 
obligation of protecting the health and safety of the public.   In addition, because 
RAs do not having the necessary expertise or capacity to engage in pastoral care 
activities, such a proposal would require the engagement of additional, trained 
staff at significant cost.   
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4.0 Consumer focus 
 

Ministry of Health Statement 
 

 
4.01  Introductory statement 

Consumers do have involvement in decision-making to varying degrees under the 
current legislative framework.  However, it is the experience of the Dental 
Council that consumer ‘up-take’ of involvement in decision-making is at a 
negligible level. In general, the public does not exercise its right to be involved in 
the regulatory regime other than at a low level. The establishment of consumer 
forums may address the deficiency. However, the issues of cost and scale – 
having enough work to keep an informed trained consumer group occupied - may 
counter any benefit to be gained. 

It is vitally important, when considering the balance of lay people to health 
professionals in the governance structure of RAs, that the focus is on the level and 
balance of skills of representatives, rather than a simple numerical ratio. The focus 
must be bringing together a combination of skills to ensure unbiased decision-
making, focus on patient safety and maintaining confidence in regulation. 

The Act operates effectively to keep the public safe and there is good access to 
necessary information to enhance the safety of the public. There are some areas 
where there could be an improvement of transparency of information to the 
public, for example, a complaint made by a consumer that is directed to the 
competence regime. In that case, in the interest of not breaching a practitioner’s 
right to privacy, the public’s ability to access certain information has been 
compromised. Enhanced consistency as to what information can be released to 
consumers under the Act may be achieved by a consolidated single secretariat for 
all 16 RAs. 

 
Question 7 
Does the Act keep the public safe, involve consumers appropriately in decision-
making and assist in keeping the public informed?  
4.02  There are three elements to this question. The first element for consideration is: 

Does the Act keep the public safe? In the view of the Dental Council the answer is 
yes.  The Act is proactive and operates successfully to protect the health and 
safety of the public. It provides mechanisms to ensure that practitioners are 
competent and fit to practise. It provides the framework to enable regulatory 
authorities to establish a consistent accountability regime through registration, 
recertification and the establishment of standards by mandating the establishment 

“The views of consumers and the public generally will be an important input into 
this review, particularly views on how confidence in the safety of health and 
disability services can be maintained and enhanced and whether consumers have 
access to the necessary information to make good decisions about health 
practitioner. A consumer focus requires transparency of information and 
processes, and appropriate representation in the regulatory processes.  
 
The Act needs to balance health professional expertise in managing risk of 
harm to the public with the public’s rights to be well informed and involved 
in how the Act operates”.  



 14 

of scopes of practice within which practitioners remain up to date; and by assuring 
the quality of professional education and qualifications.  

4.03 The Act also keeps the public safe by empowering regulatory authorities to review 
and determine whether a practitioner’s competence meets the required standard 
and where necessary, to enforce remediation; and to retrospectively initiate 
disciplinary action where practitioner conduct or performance warrants it. 

4.04  Public safety may be further enhanced by tighter controls on registration 
requirements. For example, requiring a pre-registration year of practical 
experience for new registrants to minimise potential issues that emerge when new 
registrants go into unsupported practices and competence concerns arise due to 
clinical inexperience. However, the current Act already allows regulatory 
authorities to develop their own policies to address such issues and therefore, 
tighter legislative control is not needed to enhance public safety.  

4.05. There are a number of areas, however, where the Act could be significantly 
streamlined without impinging on practitioners’ rights, whilst saving both time 
and costs. 

4.06. The second element to be considered is: Does the Act involve consumers 
appropriately in decision making?  

4.07 Having made a complaint which is directed to a competence consideration, the 
complainant has no further part to play. The process of a competence inquiry 
under the Act is not a judicial hearing but rather, a process focused on identifying 
whether there are any gaps in the practitioner’s knowledge or clinical 
performance. It would be appropriate to involve the complainant if competence 
was managed in a judicial manner with particularised charges, each of which was 
required to be proved by the regulatory authority. However, that approach is 
fundamentally at odds with the concept of the competence regime.  Accordingly, 
it is entirely appropriate that the complainant does not participate in competence 
inquiries or determinations, but should, however, be informed of the outcome.  

4.08 Having made a complaint which is directed to a professional conduct committee 
(“PCC”), the complainant may be called upon by the PCC to supplement the 
evidence provided in the complaint, and is advised of the outcome by the PCC.  In 
the event the PCC lays charges against the practitioner before the Health 
Practitioners Disciplinary Tribunal (“HPDT”), the complainant may have the 
opportunity to give evidence before the Tribunal, and is advised of the outcome.  
In short, the complainant has the same level of involvement that a victim could be 
expected to have in a criminal proceedings.  

4.09 Consumer input in the decision making process is incorporated at a wider level 
through the Dental Council’s consultation processes. It is also open to the public 
to communicate with RAs on matters which concern them, specifically or 
generally, and therefore, to varying degrees consumers are involved in aspects of 
decision making.  It is the experience of the Dental Council however, that it is 
practitioners and professional associations who respond to consultations – not the 
public.  

4.10 The Dental Council recognises that consumers can make contributions to health 
systems and processes; and as ‘consumers’ they should have the right to do so. 
Under the current legislative framework consumers do have involvement in 
decision making.  It is also to be recognised that the public is not as informed as it 
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should be on matters concerning health and safety which affects their ability to 
provide erudite input into decision making. The Dental Council does not support a 
legislative requirement for a high level of public consultation where there is 
significant risk of contributions being ill-informed and therefore, of limited 
usefulness.  This is particularly so because RA Councils and Boards have a 
‘consumer’ membership component of between 25% and 33% 

4.11 The third element to be considered is: Does the Act assist in keeping the public 
informed?  Mechanisms to keep the public informed are provided for in the Act 
but the degree of effectiveness is debatable. 

4.12 Complainants are generally not advised of the outcome of their complaints unless 
they participate in a PCC or there is a Tribunal hearing.  The reason for this is the 
privacy of the practitioner. However, the validity of this is moot. The challenge 
faced by regulatory authorities is the level of information that can be revealed to a 
complainant without compromising the integrity of the process or otherwise 
breaching the rights of a practitioner involved in the particular circumstances.  
RAs are also acutely aware that the fact of a competence review can be potentially 
more damaging to a practitioner’s professional reputation than an adverse 
determination by a PCC or the HPDT.  This is because many practitioners facing 
competence reviews feel they are legally disadvantaged because particularised 
charges are not laid which they can defend.  They see it as a breach of natural 
justice that there can be an inquiry into their competence, to which there is no 
means of defence.  Council is aware that that there is a will within the legal 
profession to judicially test the efficacy of the competence regime.  

4.13 The Act does not require RAs to provide the consumer with details of the outcome 
of a complaint or the reasons for it.  Competing interests exist for RAs between 
respecting the reputation of the practitioner; the consumer’s interest to be 
informed; and RA efficiency. If there is a desire to keep consumers better 
informed of the outcomes of their complaints, the Dental Council suggests the 
HDC may be better placed as a ‘one stop shop’ to notify consumers of the 
outcome of their complaint about a health practitioner.   

4.14 In terms of disciplinary outcomes, the results are posted on the Dental Council 
website; and with competence, where the practitioner’s scope of practice is altered 
by the imposition of conditions this is recorded on the publically available register 
on Council’s website. HPDT decisions are published and the practitioner named 
unless there is a suppression order. Disciplinary outcomes are also published in 
the Dental Council newsletter. 

4.15 The overall experience of the Dental Council is of a low level of consumer 
interest and participation, through consultation responses; direct contact from 
consumers concerning personal and wider industry issues; or, lobbying by 
interested group. The Act provides mechanisms for involving consumers in 
decision making to variable degrees.  Current legislation does not prevent RAs 
from seeking greater involvement of individuals in the progress and outcomes for 
practitioner issues.   

4.16 Council acknowledges there is room for improvement with regard to keeping 
complainants informed and across the spectrum of information disclosure. 
However, such improvements do not require legislative reform as they are 
operational matters which may be addressed within the framework of the current 
Act. 
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Question 8  
Is information from RAs readily available, particularly as it relates to practitioners 
and the transparency of complaints and complaint process? If so, is this information 
made good use of by the public?  
4.17 The Dental Council website is a key source of information for the public.  General 

information targeted to consumers includes, information about the Act and the 
benefits to consumers; help and advice for dissatisfied consumers and the 
complaints process; information about consumer rights, special topics, and oral 
health education; definitions; and frequently asked questions.  Consumers can also 
look up registered practitioners on the website and find out whether they hold a 
current practising certificate; their scope of practice and any conditions on their 
scope.  There is no public record advising a practitioner is the subject of a 
complaint or under investigation.  If conditions are imposed on a practitioner’s 
scope as a competence measure or for any other reason, the condition is made 
public but not the reason for its imposition, although this may be apparent from 
the nature of the condition.   As already noted in the response to question 7 above, 
disciplinary outcomes are published on Council’s website and newsletter.  A 
statistical overview of complaints and discipline is included in the publically 
available Dental Council annual report. 

4.18 Council has no substantive knowledge whether the information it publishes is put 
to good use by the public or whether it is utilised at all. The only evidence of the 
use of Council published information is occasional reference to it by the media.  

4.19 More could be done by way of a public campaign to alert the public to Council’s 
website and the ability to search a practitioner on the publicly available register to 
verify his or her suitability.  The public could be encouraged to be better informed 
when selecting a health practitioner. A public marketing campaign would, 
however, result in a significant cost to the regulating authorities, and consequently 
to practitioners.  The Dental Council considers such campaigns may best be 
promoted by the Ministry of Health, alerting the public to the available 
information provided by RAs concerning health practitioners. 

4.20 The transparency of complaints and the complaints process is discussed in 
paragraphs 4.07 – 4.16. 

 
 
Question 9 
Do we have the right balance of laypeople to health professionals on RA boards? 
4.21 The United Kingdom practice suggests parity of public membership on Councils 

and its committees is important in ensuring unbiased decision making, focus on 
patient safety and maintaining public confidence in regulation. Greater lay 
representation on Councils sends a message that the regulators’ priority is public 
protection, not professional protection.  The move in the United Kingdom has 
been to both reduce the size of the Councils (General Dental Council down from 
24 to 12 and similarly with the General Medical Council) and to introduce lay 
chairs who are appropriately qualified/recognised business people. It has been 
recognised to a limited degree in the United Kingdom that it is fundamental to the 
achievement of efficiencies that the appropriate skill sets be brought to bear. 
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4.22 In terms of the ratio of lay representatives to clinical members, currently 
established by section 120(2) of the Act as between 25 percent and 33 percent; 
that is probably appropriate. It is noteworthy, however, that the Dental Council is 
in a somewhat unique position in that 10 Council members regulate five distinct 
professions under the Act. Seven of the Council members are clinical members 
drawn from each of the five regulated professions, and three are lay members. 
Council functions very efficiently which suggests that other regulatory authorities 
with a similar number of members, but regulating only one profession may be 
over endowed.  It is also worthy of note that upon the inception of the Act, 14 
members were appointed to Council, a number that has with the agreement of the 
Minister of Health been progressively reduced to the current number of 
Councillors, which Council now considers optimum for the current level of 
business before it.  

4.23 Council considers it is the level and balance of skills that lay members bring to the 
table, rather than the application of a simple ratio formula that is critical to the 
success of a Council or Board. Lay membership should provide considerably 
more than being a bare community conscience. Business, legal, accounting and 
recognised community leadership skills should be prominent in the mix to balance 
those appointed because of their clinical backgrounds. Likewise an ethnic and 
gender balance is and should continue to be a consideration of the appointments 
process.  Appropriately qualified or experienced lay members are quite capable of 
providing the necessary social conscience, gender and ethnic balance whilst at the 
same time bringing their qualifications and experience to bear on Council’s 
business. It must not be overlooked that whilst authorities regulate the 
professions, they are also not for profit businesses, exhorted by the Government to 
regulate to the required standard at the lowest possible cost.  Being funded by 
their professions, regulatory authority Councils or Boards have a fiduciary duty to 
registered practitioners. Accordingly, the appropriate skill set in lay 
representatives on Councils and Boards is essential. Greater organisational 
diversity and equality is desirable in the governance structure of regulating 
authorities. 

4.24 RAs must assert their independence of the profession(s) they regulate and 
accordingly any perception that they have been ‘captured’ by, or in any way 
tainted by any particular professional or lobby group carries with it perception of 
cronyism and industry representation and must be avoided.    

4.25 One question that hasn’t been posed, but is fundamental to any review of Boards 
and their structure, is what the function of the Board is?  In noting that the size of 
UK boards has been halved, what has to be taken into account is that the UK 
Boards, like their counterparts in Australia undertake a purely governance 
function.   Accordingly it is important to recognise, that the United Kingdom and 
Australian examples are not entirely relevant to the New Zealand situation and 
thus, must be treated with caution.   Practitioner numbers in New Zealand dictate 
that the composition of RA Councils and Boards include sufficient practitioners to 
not only undertake a governance role, but to also undertake an ‘operational’ role 
in the consideration and determination of registrant and practitioner issues.  If 
sufficient practitioner Council members were not available to undertake such 
‘operational’ decision making, then appropriately qualified and experienced 
practitioners would have to be employed, at significant additional cost.  Most RA 
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Boards in New Zealand undertake both governance and operational activities, 
with more than 50 percent of their working time engaged in the latter.  

4.26 Whilst the function of RA Councils and Boards is driven by practitioner numbers 
in New Zealand and the resultant small, cost contained RAs, an amalgamation of 
secretariats will not result in Boards or Councils relinquishing the operational role 
they currently undertake.  This is because the cost of employing the number of 
appropriately qualified and experienced practitioners to undertake that operational 
work would be prohibitive, severely impacting any savings achieved by 
amalgamation.   

 
Question 10 
Should New Zealand consider introducing consumer forums, where the public can 
communicate with RAs on matters that concern them, as in the UK? 
4.27 In the United Kingdom, the Council for Health Regulatory Excellence (CHRE) 

established a public stakeholder network in 2009 as a free virtual network of users 
of health and social care services and the public.  Its purpose was to help the 
CHRE promote excellence in the way regulatory authorities are regulated. In 
endeavouring to attract membership and participation they offered training and 
support, and financial assistance to members to attend meetings. A series of 
meetings of the stakeholder network were held in 2010 attended by 170 
participants principally representing patient and human rights groups. The 
proposals to come out of these meetings focused primarily on complaints systems, 
and its lack of transparency leading the CHRE to announce it would:  

• work with regulatory authorities to design a common data set to make it 
easier to measure and where appropriate, to compare RA performance, 
including complaint statistics;  

• invite regulatory authorities to work with the CHRE to identify ways they 
could work together or share information to make regulation more efficient 
and cost effective; and  

• investigate the feasibility of establishing a single portal for complaints, 
including how to navigate the complaints process, how to set out a complaint, 
and sources of support.  

4.28 The English health and regulatory system operates in quite a different 
environment to that of New Zealand, and the question must be whether the costs 
of the establishment and servicing of such a forum would achieve anything that is 
not already achieved?  It is also suggested that an examination of membership of 
the CHRE stakeholder group reveals that it is not truly representative of the public 
interest, but is a collection of representatives of particular interest and lobby 
groups. 

4.29 The matters raised as concerns by the CHRE consumer network, are amongst the 
questions raised for discussion in the Ministry’s current discussion document – 
particularly those relating to the transparency of regulatory authorities’ complaints 
processes and the desirability of a common dataset.  

4.30 Consumer forums or councils are also utilised in Australia. There is some 
evidence indicating Australia is better than New Zealand in having structures in 
place to ensure consumer input into health systems and processes, and like the 
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CHRE stakeholder group, they provide training and resources to consumers to 
facilitate their strong and informed participation.  

4.31 Whilst there may be some value gained in New Zealand from a consumer 
reference forum, the challenge would be how to structurally implement one.  
Barriers include the likely high cost and that there would be insufficient substance 
in oral health regulation to keep a consumer reference group constructively 
occupied.  To have a consumer reference group convene infrequently would be 
counterproductive, because significant time would be required at each meeting in 
‘re-educating’ the group.   

4.32 Bearing in mind that the Act focuses upon individual practitioners, if consumer 
feedback on the operation of the health system is what is desired, then that would 
sit outside the proper function and ambit of RAs. Consumer advocacy would sit 
better with an organisation such as Ministry of Consumer Affairs.  Alternative 
options might include the broadening the mandate of the existing HDC Consumer 
Forum; the strengthening the existing DHB system of advisory committees (albeit 
community care focussed); or the establishment and funding of an appropriate 
consumer forum by the Ministry of Health.  

4.33 If the establishment of a consumer reference group was seen as being both a 
valuable and cost effective tool to inform policy, it must logically fall to the 
Ministry of Health as the agency having oversight of the regulatory authorities, to 
‘own’ both the cost and the relationship.   

4.34 Council is of the view that it is difficult to see that if the questions raised by this 
Discussion Paper are addressed by the Ministry’s fundamental review of the Act, 
there is little to be gained from the establishment of one or more consumer 
reference groups, other than considerable additional cost to borne by practitioners. 
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5.0 Safety focus 
 

Ministry of Health Statement 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.01  Introductory statement 

A greater reliance on employer-based risk management requires considerable 
caution. It is predicated on a large employer scenario where in fact only a portion 
of the health workforce is positioned. The majority of oral health practitioners 
work in a private environment; either for a small employer or they are self-
employed. Statutory regulation provides a consistent framework of equal 
application to all registered health practitioners irrespective of their employment 
environment and thereby serves to engender public confidence in the competence 
of practitioners.  

The overall quality and safety of services could be improved by addressing the 
gaps in the relationship and strategic alignment of HWNZ and the education 
providers. 

RAs have managed to develop appropriate thresholds of meaning for “risk of 
harm” and “serious risk of harm” mindful of the degree of flexibility necessary to 
respond to evolving professions and nature of risk; these terms do not require 
statutory definition. 

 
Question 11 
Do we currently make the best use of legislation to keep the public safe from harm 
when accessing health and disability services?  
5.02 In terms of outcomes, yes; in terms of the cost to achieve those outcomes, no – 

significant cost savings could be achieved through a streamlining of the Act and 
the clothing of RA’s with greater discretionary powers – for example section 
68(2) which requires RAs to refer any practitioner to a PCC who has been 
convicted of an offence punishable by three or more months imprisonment.  Such 
a provision catches any conviction for a drink driving offence, no matter how far 
over the legal limit the practitioner was.  PCCs for investigating such offences 

“The core function of the HPCA Act is to provide a mechanism to regulate 
occupational groups to ensure that the safety of the public. However, other 
legislative mechanisms are also concerned with public safety, so it is necessary 
to consider how the HPCA Act contributes to the overall system of government 
regulation, and whether the role of professional regulation in safeguarding the 
public is supported and complemented by the responsibilities of employing 
organisations.  
 
It is therefore necessary to consider whether there is an appropriate balance 
between the safety concerns of employers and the requirements of government 
regulation. For example, if employers already have all the systems in place for 
groups of health professionals to keep the public safe from harm, what 
additional value does statutory regulation have in this situation?  
 
The Health Practitioners Competence Assurance Act 2003 is one 
(important) mechanism used to protect the public from harm. “ 
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cost Council on average $2,5009 and the cost of legal representation for a 
practitioner, a similar amount.  The usual outcome where it was the practitioner’s 
first offence and the offending was at the low end of the scale offence is an 
admonishment by the PCC  

5.03 There are multiple facets to the health system concerned with protecting the 
consumer including health and safety legislation and that relating to ACC, and 
accordingly the ability exists to use legislation other than the Act to address public 
safety in health. However, it is highly questionable whether the necessary funding 
and resourcing exists to support the effective use of such legislation.  

 
Question 12 
Can we make better use of other legislation or employer-based risk management 
systems and reduce reliance on statutory regulation?  
5.04 This question is predicated on the assumption that all practitioners are employed 

by large employers with risk management systems – they are not. The use of 
employer-based risk management systems as a means of reducing reliance on 
statutory regulation is viewed as being an extraordinarily high risk strategy.   

5.05 To utilise employer based systems risk management to reduce reliance on 
statutory provisions, by definition first requires that practitioners are in an 
employment relationship.  Eighty-six percent of dentists are self-employed or 
employed in small businesses.  The employer-based risk management systems of 
large organisations such as District Health Boards or corporates owning dental 
practices are not utilised by nor are appropriate to the self-employed or to small 
business.  Nor is there a uniformity of risk management strategies employed by 
District Health Boards or corporates.  In addition, differing risk management 
strategies are applied to different professional groups, for example District Heath 
Boards credential dentists, but not dental therapists, relying in the latter case upon 
practitioner audit to identify practitioner or systemic issues. 

5.06 It would be possible to use employer-based risk management systems together 
with employment law to manage competence and discipline issues within a large 
institutional or corporate employer in substitution for the current statutory regime; 
however, because such a regime could not apply to those practitioners who were 
self-employed or employees of small business, a two tier system of regulation 
would be created. Inevitably an inequality of regulation must result. 

5.07 Different responses to performance issues whether competence and conduct based 
must result in a perception of different quality standards of practitioners 
depending on whether they work in the public or private sectors. There are already 
disturbing examples of some large institutional employers ‘resolving’ competence 
issues by utilising employment law to terminate a practitioner’s employment 
rather than incur the cost of supporting the practitioner through a competence 
review and remedial action. Statutory regulation should provide an equitable 
regime, applicable to all practitioners irrespective of their work setting. Public 
confidence is engendered in the competence of practitioners through the structure 
and the consistency of regulation of all registered health practitioners. 

 

                                                 
9    PCC costs range from $2,000 to in excess of $50,000 depending on the nature of the offence and the complexity of the PCCs 

investigation 
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Question 13 
What needs to be done to address gaps or overlaps in legislation that could improve 
the overall quality and safety of services?  
5.08 This is an issue more concerned about addressing relationships than about the Act 

itself.  An example of such an improvement was the move by ACC away from the 
medical misadventure route to a treatment injury regime.  Previously ACC claims 
were identified either as medical mishap (no fault) or medical error.  In the case of 
the latter there developed a reluctance to report medical misadventure because of 
the risk of a practitioner being found to be at fault and referred to the relevant RA 
for consideration.  This change has meant that the focus is no longer on finding 
fault with the treatment provided by the practitioner, but on injury itself.  By 
adopting such an approach, ACC has removed the confrontational aspect of its 
assessment, whilst retaining the ability to refer practitioners to their RAs where a 
pattern of treatment injury becomes apparent.  

5.09. Council is of the view that there are no significant gaps or overlaps in legislation 
that could be addressed to improve the overall quality and safety of services.  
There do, however, appear to be gaps in the relationship and the strategic 
alignment of HWNZ and the education providers, there being no apparent 
commonality of purpose to provide courses of education and training geared to 
meet future workforce service delivery requirements. 

 
 
Question 14 
Is the Act clear about the level of risk that needs to be regulated by statute? If not, 
what would help improve the match between level of risk and level of regulation?  
5.10 This is a question that raises two fundamental, but quite different issues.  First is 

the issue of whether the inherent risk of harm posed by the practice of each of the 
professions regulated under the Act is comparable, and if not, are some subject to 
‘over regulation’?  And secondly, should the Act define what is meant by the 
phrases “risk of harm”10 and “risk of serious harm”11? 

5.11 Whether each of the professions regulated by the Act presents the same or a 
similar risk of harm to the public is a moot point.  Certainly the practice of a 
dental speciality such as Oral and Maxillofacial surgery carries a risk of a greater 
degree of harm being suffered by a consumer, than does that associated with the 
practice of dental technology.  In the former case, complex, often irreversible 
procedures are routinely performed, the consequences of which if errors occur 
could potentially be life changing if not life threatening.  By contrast, the practice 
of dental technology is largely focused upon the manufacture of dental and oral 
prosthetics to prescription.  Where mistakes are made in dental technology 
practice, the consequences would be likely to be very significantly less traumatic 
and threatening, than in those suffered by a patient of an Oral and Maxillofacial 
Surgeon. 

                                                 
10    Section 35, Health Practitioners Competence Assurance Act, 2003 
11    Section 39, Health Practitioners Competence Assurance Act, 2003 
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5.12 This begs the question of whether Oral and Maxillofacial Surgeons and Dental 
Technicians should be subject to the same level of risk regulation – i.e. is the 
same level of regulation necessary for all regulated professions? 

5.13 It can be argued that because the phrases “risk of harm” and “risk of serious 
harm” are not defined by the Act, RAs have the ability through policy to define 
them by reference to particular professions and accordingly have profession 
specific thresholds.  Alternatively it can be argued, that if the risk of harm posed 
by a particular profession to the public is minimal, then the cost of regulation 
outweighs the benefits and either the profession should cease to be regulated or a 
lesser degree of regulation, more commensurate with the level of risk, be adopted.  

5.14 Whilst regulation does promote the maintenance of uniform minimum standards 
and affords title protection, this can be achieved at far less cost than is currently 
the case. Where a profession does not undertake restricted activities, the risk of 
harm or serious harm to members of the public is correspondingly diminished and 
it would be entirely appropriate if the impact of regulation upon them was 
correspondingly lighter. Is annual recertification or a competence regime 
necessary for all professions? 

5.15 The second issue raised by Question 14, is whether the Act should define the 
terms “risk of harm” and “serious risk of harm”?  It is the view of the Dental 
Council that neither of these terms requires statutory definition.   

5.16 RAs have developed and adopted clear and concise policies defining both “risk of 
harm” and “serious risk of harm” which have proved to be practical, easy to 
understand and appropriate to the regulated professions.  It is entirely appropriate 
in framework legislation that the definition of such terms are left to individual 
RAs policy, providing the flexibility necessary to cope with the evolution of the 
professions, and permitting different thresholds for different professions, 
calculated by reference to the perceived level of risk.  RAs are conscious that the 
level of risk requiring regulation has evolved since the implementation of the Act 
and will likely continue to evolve. Enshrining definitions of “harm” and “serious 
harm” in the Act would prohibit RAs from recognising and appropriately 
managing the evolving nature of risk.  

 
 

Question 15 
Do you have any suggestions on how those in sole practice can better manage risk 
related to their clinical practice?  
 

5.17 It is the experience of the Dental Council that those practitioners at greatest risk 
are those practising in isolation.  This does not necessarily mean they are sole 
practitioners, but identifies older practitioners and practitioners who are 
professionally isolated from their peers, as being potentially high risk.   

5.18 As an integral part of Council’s Continuing Professional Development (“CPD”) 
programme established for all practitioners under section 43 of the Act, Council 
requires each practitioner to complete a prescribed number of Peer Contact 
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activities during each CPD cycle.  Peer contact activities have been defined by 
Council as:12 

“…interactive contact with peers with the specific objective of professional 
development. The activities should be outcome-oriented and promote 
reflective practice. Depending on the nature of the activity, peer contact 
activities can be verifiable if they meet the criteria in paragraph 6 above. 
Peer contact activities are not restricted to practitioners in the same scope of 
practice. Examples of peer group activities include: 

•  participation in study groups (see Appendix 2 for guidelines on setting 
up a study group) 

•  hands-on clinical courses 
•  professional association branch meetings where peer interaction and 

collective 
 participation comprises part of, or the entire, meeting 
•  attendance at in-service training formal presentations, lectures and 

conferences where group discussion and/or a question and answer 
session comprises part of the session 

•  peer discussion and review activities within a group dental practice 
•  joint treatment planning/patient management sessions 
•  practice appraisal including clinical audit and peer review activities 
•  providing or receiving mentoring or supervision.” 

5.19 All practitioners are required to meet their CPD obligations, including Peer 
Contact Activities by the end of each four year cycle. 

5.20 The objective of the Peer Contact activities concept is to ensure that those 
practitioners who may be professionally isolated develop some interactive 
professional contact with others of their profession.  In order to facilitate regular 
and ongoing peer contact Council’s Continuing Professional Development Policy 
encourages practitioners to establish or to join an established Study Group.  Study 
Groups were conceived not only provide a peer forum for professional 
development activities, but also serve as network to provide both professional and 
personal support.   

5.21 There is an increasing trend both internationally and now in New Zealand for RAs 
to conduct clinical audits of a percentage of its practitioners each year, with the 
objective of having audited all of them over a specified period.   

5.22 Currently the Dental Council randomly selects 10 percent of the practitioners 
from each of the professions it regulates, to complete a self-audit of their clinical 
practice.  The audit is based upon Council’s Codes of Practice – in effect 
minimum clinical practice standards.  Upon receipt and assessment of the 
completed self-audits, a small number of these practitioners are selected for a 
practice visit to audit their compliance.  Appropriate remedial action is taken 
where necessary. 

5.23 For a variety of reasons, there is considerable practitioner resistance to extending 
practitioner auditing both in terms of the scope of the audit and number of 
practitioners to be audited.   

5.24 Council established a Working Party comprised of practitioners, educationalists 
and the Director of Professional Development for the Society of Accountants in 

                                                 
12    Policy on Continuing Professional Development Dental Council , last updated 8 August 2011 
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the first quarter of 2012, to develop a proposal for Council to consider.  The 
Working Party is yet to report to Council.  

5.25 Council considers it would be useful for the Ministry of Health to provide advice 
upon its expectations of RAs in this regard.  

 
Question 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?  
 
5.26 The Dental Council undertakes risk profiling to a limited degree through an 

observation of patterns of practitioner behaviour particularly in relation to 
compliance, consumer complaints and notifications from the HDC.  However no 
formal risk profiling methodology is used.  Given the limited number of 
practitioners involved spread across five professions and the cost of implementing 
a formal risk profiling methodology, Council is of the opinion that no significant 
additional benefit would be obtained.  Accordingly, Council is of the view that 
risk profiling should not be statutorily mandated, but remain as an individual RA 
operational option. 
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6.0 Cost effectiveness focus 
 

Ministry of Health Statement 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
6.01  Introductory statement 

A shared consolidated secretariat across the 16 RAs would improve the cost 
effectiveness of regulation under the Act. Consolidation of the RAs would result 
in actual cost savings and other benefits from sharing of services, expertise and 
resources; on the whole, resulting in a more streamlined system, increased 
standardisation across all health professionals, better value for money, quality 
assurance and enhanced consumer protection from harm.  

RAs do consider the costs of their actions. Legislating for ‘cost-consideration’ is 
unnecessary and would be impractical. The establishment of clear ministerial 
guidelines and expectations would be more useful for RAs balancing the cost 
impacts and benefits of their regulatory actions. 

In the main, statutory regulation remains the most appropriate way to regulate the 
health professions. However, there is scope for introducing ‘degrees’ of regulation 
for different professions balanced against the perceived risk of harm, and the cost 
of protecting the public from that risk of harm. Such an undertaking, along with 
the establishment of a consolidated secretariat for the RAs, would be a means of 
cost reduction within the risk management framework. 

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

6.02 At the very forefront of an RAs business is the balance that must be maintained 
between complying with its statutory obligations under the Act to protect the 
health and safety of the public, and the resultant cost to the practitioners it 
regulates, consumers and to the health system.   

6.03 RAs give very serious consideration to the cost impacts of their decisions on a 
number of levels.  First, the very significant cost impact on annual practising fees 
resulting from capital investment such as IT systems and restructuring proposals; 

Safety in health and disability service is a critical element, but it comes at a 
cost. The more that professions are regulated, the greater the potential for 
regulation to affect the volume and cost of services available to meet the 
needs of the public. It is therefore necessary to consider the trade-offs 
required and whether the balance is appropriate.  
 
As part of this discussion there are consideration around which professions 
need to be regulated, whether a graduated risk-based regulatory regime 
should be considered, whether there are efficiencies that can be gained by 
review the regulatory processes, and how the collection of data can 
contribute to risk management efforts.  
 
The costs and benefits of the regulation of health practitioners need to 
be kept in balance, and ways explored to reduce costs.  
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second, the cost to practitioners of competence reviews; third, the cost to 
practitioners via the disciplinary levy and to individual practitioners of 
disciplinary action; and fourthly, the huge cost of litigation which is becoming 
increasingly commonplace as practitioners and professional associations dispute 
Council determinations.13  

6.04 Cost to the practitioner balanced against the forecast benefit to consumers is a key 
consideration when considering whether or not to require practitioners to bear the 
cost of any regulatory initiative. Such was the case when Council decided to 
review its practitioner clinical audit requirements.  To ensure that all relevant 
considerations were taken into account, Council appointed an independent 
Working Group comprised of practitioners, lay people and educationalists to 
examine whether change was required; if so, to make a proposal to Council for 
consideration including a cost benefit analysis of the impact of any such proposal.  
If the Working Group does bring forward a proposal which is acceptable to 
Council, it would then go to public consultation, where the cost benefit impact 
would be subject to further scrutiny.  

6.05 The Dental Council is extremely cost conscious and takes its fiduciary duty to 
practitioners and its statutory responsibility to the public extremely seriously. It 
has as the Chair of its Audit and Risk Management Committee an independent 
chartered accountant, a senior partner in an international accounting practice who 
is a specialist in the not-for-profit sector. It has developed a cost allocation 
methodology to ensure that the costs incurred14 in respect of each of the five 
professions it regulates are separately accounted for by profession, to ensure that 
no cross-subsidisation can occur; and it employs a risk management framework to 
identify, track and manage financial, statutory and operational risk. 

6.06 Being mindful of the cost of regulation, the Dental Council adopted a leadership 
role in the development of an initial business case for a shared secretariat, 
following the publication by the Ministry of Health of its discussion paper 
“Proposal for a shared secretariat and office function for all health-related 
regulatory authorities together with a reduction in the number of regulatory 
authority board members” in February 2011.  It has remained at the forefront of 
that initiative, and as an interim measure, led the relocation of six RAs into shared 
premises. Not only has this resulted in cost savings to the participating RAs, but to 
an increasing commitment to share services, expertise and resources.  

6.07 As noted in paragraph 5.02, the cost of regulation could be reduced by removing 
some of the prescriptive provisions of the Act and replacing them with RA 
discretionary powers15 and by a streamlining of process. 

6.08 There is no provision in the Act, requiring RAs to take into account the cost 
benefit impact of making any decision, nor in Council’s opinion should there be.  
Enshrining ‘cost-consideration’ in the Act would create a statutory tension 
between the obligation to protect the health and safety of the public and the cost 
of doing so, which would render the practical operation of the Act unmanageable.  
Whilst RAs are subject to normal financial and reporting requirements, and to 
audit by the Office of the Auditor General, the Dental Council is acutely aware 

                                                 
13   Judicial Review proceedings were brought against Council by a professional association over Council’s decision to consult on 

an existing scope of practice.  Whilst the proceedings were withdrawn shortly before the scheduled hearing date, very 
substantial costs were incurred. 

14    Including time-costed resource allocation 
15    For example section 68(2), Health Practitioners Competence Assurance Act, 2003 – mandatory requirement to refer to PCC 
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that the health system is operating in a constrained funding environment in which 
the cost impact of decisions and cost benefits of regulation are under constant 
scrutiny.  If government perceives a need to emphasise a need for RAs to better 
balance the cost impacts of their decisions and the cost of regulation, it is 
suggested that greater non-statutory guidance could be effective, for example, a 
published guideline of ministerial expectations to augment the guidelines 
published by the Office of the Auditor-General.  

 
 

Question 18 
Should the Act define harm or serious harm?  
 

6.09 This question has been discussed in paragraphs 5.15 and 5.16.  It is the view of 
the Dental Council that neither of these terms requires statutory definition.   

6.10 Whilst some greater clarity may be an advantage to consumers Council would be 
concerned by what it views as an overly prescriptive proposal.  The threshold is 
one that has been carefully balanced by both the HPDT and the Courts and 
accepted as appropriate.  Being policy based definitions, means that if the HPDT 
or the Courts determine they are no longer appropriate or have failed to keep pace 
with evolution of practice and procedures, the HPDT or the Courts, not being 
constrained by statutory definitions, will impose new standards or thresholds.   

 
 
Question 19 
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?  
6.11 As was noted in paragraphs 5.01 and 5.11, whether each of the professions 

regulated by the Act presents the same or a similar risk of harm to the public is a 
moot point.  Certainly the practice of a dental speciality such as Oral and 
Maxillofacial surgery carries a risk of a greater degree of harm being suffered by a 
consumer, than does that associated with the practice of dental technology.  In the 
former case, complex, often irreversible procedures are routinely performed; the 
consequences of errors could be potentially life changing if not life threatening.  
By contrast, the practice of dental technology is largely focused upon the 
manufacture of dental and oral prosthetics to prescription.  Where mistakes are 
made in dental technology practice, the consequences are likely to be very 
significantly less traumatic and threatening, than those suffered by a patient of an 
Oral and Maxillofacial Surgeon. 

6.12 This begs the question of whether Oral and Maxillofacial Surgeons and Dental 
Technicians should be subject to same level of risk regulation – i.e. is the same 
level of regulation necessary for all regulated professions? 

6.13 The Dental Council is of the view that the same level of regulation is not 
necessary, nor when cost is considered, desirable for all regulated professions.  
The level of regulation should be commensurate with the perceived risk; and 
balanced against the cost of protecting the health and safety of consumers from 
that risk.   
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6.14 As set out in Appendix 4 of the Discussion Document, a number of options are 
available to provide an appropriate level of protection to consumers, whilst 
imposing less burdensome and costly compliance obligations on the appropriate 
professions.  It would be appropriate for two tier regulation to be considered – the 
current licensure regime for those professions undertaking restricted activities; 
and a less onerous and costly regime for those professions which do not. 

 

Question 20  
Is the right set of regulatory options being applied to manage the risk of harm to the 
public that different health professions might pose?  
 
6.15 The Dental Council is of the view that subject to its comments in paragraphs 6.11 

- 6.14, the options currently available to and being applied by RAs to manage the 
risk of harm that the different health professions may pose to the public, are both 
appropriate and largely effective. 

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

6.16 The primary barrier to the improvement of RA efficiency is cost.  The prime 
driver of the cost of health practitioner regulation in New Zealand is that the 
practitioner base of each profession is comparatively small.  Because the cost of 
regulation per practitioner is directly proportional to the number of registered 
practitioners of a profession, the smaller the number, the greater the individual 
cost.  In addition, the individual cost per practitioner is increased proportionately 
by such considerations as the complexity of the profession, the number of scopes 
of practice to be administered, the breadth and complexity of recertification 
requirements, and the number of practitioner health issues, competence reviews 
and disciplinary cases to be managed.   

6.17 As a consequence of the high cost of regulation per practitioner and the 
constraints dictated by the need to reduce the cost of regulation, the greater 
majority of RAs are severely under resourced.  In short, because of such low 
registrant numbers, most RAs cannot aspire to achieve the critical mass necessary 
to afford the resources necessary to fully and efficiently carry out their statutory 
functions whilst reducing the cost of regulation. 

6.18 Currently 22 health professions are regulated under the Act by 16 RAs, each of 
which has the same statutory functions and processes. Each RA has ‘back-office’ 
functions and operates an IT system and data base to support its functions. 

6.19 The administration of RA functions could very significantly be improved and the 
cost of regulation substantially reduced by the amalgamation of the 16 RA 
secretariats and the adoption of a single IT system and database.  

6.20 If, however the breadth of RA regulatory delivery is to be enlarged by, for 
example, a requirement to establish and fund consumer forums, or a statutory 
requirement to provide practitioner pastoral care, the forecast cost saving from a 
consolidated secretariat would necessarily reduce.  Any additional costs incurred 
by RAs would fundamentally change the underlying assumptions upon which the 
business model to support proposed amalgamation of RA secretariats was based.  
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Question 22 
Should RAs be required to consult more broadly with relevant stakeholders?  
 

6.21 The Dental Council consults on fees, scopes of practice and codes of practice. 
Each consultation has a significant cost which impacts upon the relevant 
profession. When consulting, Council sends consultation documents to all 
relevant stakeholders, including practitioners, professional associations, the 
Ministry of Health, other RAs, the Australian Dental Council, the Dental Board of 
Australia, accrediting bodies in New Zealand and Australia, universities, and any 
other stakeholders identified as having an interest. In addition consultation 
documents are posted on Council’s website and available to the public, who are 
invited to comment. 

6.22 During the year ended 31 March 2012, Council undertook 9 public consultations 
at an average cost of approximately $5,000 per consultation, excluding secretariat 
staff costs.  

6.23 In addition to consultation, both fees and scopes of practice must be gazetted, and 
accordingly are subject to scrutiny by the Regulations Review Committee of 
Parliament as ‘deemed regulations’ under the Regulations (Disallowance) Act 
1989. 

6.24 The Dental Council considers that it consults broadly with all relevant 
stakeholders.  The suggestion that Consumer Reference Groups be established to 
better inform and involve the public in decision making was discussed in 
paragraphs 4.27 – 4.34.  It was concluded  there was little to be gained from the 
establishment of one or more consumer reference groups, other than considerable 
additional cost to be borne by practitioners. 

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

6.25 The Dental Council regulates five distinct professions under the Act, and has at 
least one member of each sitting as a Council member.  Whilst each is a separate 
and distinct profession, they are all oral health professions, providing a continuum 
within the oral health ‘team’ environment.  They provide complementary and 
overlapping services and the greater proportion of them are employed in the 
private sector.  Accordingly it appropriate that their regulation is administered by 
a common body. 

6.26. The Dental Council does not feel it is appropriate to comment on what should or 
should not happen with individual RAs, other than to note that it has in paragraphs 
6.06, 6.16 – 6.20 made its position on the proposal to amalgamate all RAs quite 
clear.   

 
 
Question 24 
What is the ideal size of RA boards? 
 

6.27 This question has been largely addressed in paragraphs 4.21 – 4.26.   
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6.28 When created by the Act in 2003, the Dental Council was comprised of 14 
Council members administering 5 professions.  Since inception Council member 
numbers have, with the agreement of the Minister of Health been reduced to 10, 
comprised of seven practitioner members (at least one of whom is an 
educationalist) drawn from each of the five regulated professions, and three lay 
members. Council is of the view, that this is the optimum size for the Dental 
Council to regulate 4,500 registrants from 5 professions, encompassing 20 scopes 
of practice. 

6.29 Unlike a number of other jurisdictions, RA Boards in New Zealand are of 
necessity required not only to discharge their governance function, but to spend 
significant time making decisions about individual applicants, registrants and 
practitioners.    The volume and complexity of that ‘operational’ component of a 
Boards business will have a direct bearing on the number of practitioner members 
required.  

6.30 The optimum size of an RA Board is the product of a number of factors, including 
the number of the practitioner members needed to efficiently transact the volume 
of ‘operational’ business before it; the appropriate number of lay members to at 
least fulfil the statutory criteria; the expertise and experience of each of the Board 
members, both clinical and lay; and, the volume of governance business that the 
Board is required to address.  The answer will differ from RA to RA. 

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

6.31 The Dental Council, in concert with other RAs, is acutely aware that the health 
sector is operating under severe funding constraints; that RAs have been exhorted 
by the Minister of Health to reduce the cost of regulation, and that RAs are 
resource constrained.  

6.32 The amalgamation of RAs appears imminent and will not only involve significant 
expenditure to implement, but very significant change for RA staff.   

6.33 The implementation and bedding down of the Act took some three to four years to 
achieve, and has been followed by a continuous process of evolution and 
improvement in a resource and cost constrained environment.  

6.34 Council accordingly urges the Ministry of Health to very carefully consider how 
much change RAs can realistically absorb and manage in the short to medium 
term future and, the impact of any proposed change on the cost of regulation.  If 
the cost of regulation is to be increased and/or the level of change is significant, 
there is not only a risk that RAs may have difficulty meeting their obligations, but 
also a risk of a loss of public confidence.  Accordingly, if change is required, 
Council would prefer it to be in the form of incremental improvement. 

 
 
Conclusion 
 
The Dental Council thanks the Ministry of Health for the opportunity to participate in 
the consultation process on the 2012 fundamental review of the Act.  Council is happy 
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to answer any queries the Ministry may have about its submission.  Queries should be 
directed to the Registrar, Mark Rodgers, who can be contacted at: 

ddi:   (04) 494 8295 
email: mark.rodgers@dcnz.org.nz  

mailto:mark.rodgers@dcnz.org.nz
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2012 Review of the Health Practitioners Competence Assurance Act 2003 
 
Thank you for the opportunity to comment on this review. 
 
The New Zealand Society of Anaesthetists Inc., (NZSA) is a professional medical 
education society established in 1948.  It represents some 485 medical anaesthetists in 
New Zealand and works to foster education and research into anaesthesia and support 
the professional interests of its members.  Members include specialist and GP 
anaesthetists, those in training and honorary and associate members.  NZSA is a 
member society of the World Federation of Societies of Anaesthesiologists (WFSA) and 
is represented at Executive level of the WFSA. 
 
We note that you have four underlying foci to guide this review, these being 
 

• Future focus; A health occupational regulatory framework that supports 
workforce flexibility, working in multidisciplinary teams and clinically 
networked environments 

• Consumer focus; The HPCA Act operates in a way that is accessible and 
transparent for consumers 

• Safety focus; A systems perspective that balances individual accountability with 
team and organisational accountabilities for the management of consumer 
safety, and 

• 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. 

 
We respond to each in turn. 
 

1. Future focus 
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Section 3 of Health Practitioners Competence Assurance Act 2003 (the Act) states that 
the principle purpose of the Act “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”.  The review suggests that this focus could be changed to 
 

a) require Responsible Authorities (RAs) to include mechanisms that better 
recognise the complex environment that health practitioners work in, 

b) improve teamwork, 
c) support workforce flexibility, and 
d) make it easier for overseas trained health professionals to practice their 

profession in New Zealand. 
 
There is no evidence provided that suggests either 
 

• that the current Act is failing in some respect, or 
• that the proposed changes are necessary and/or that they will work. 
 

Moreover, if changes of this nature were to be made they would represent a 
fundamental change to the nature of the Act as it will refocus the RAs away from solely 
focusing on the health and safety of the public to also include workforce obligations.   
 

a) Refocusing the Act 
 
Unfortunately there is a clear conflict between the two and we do not think the 
Act can be refocused in this way without undermining health and safety.  To 
give an obvious example, should the Medical Council of New Zealand (MCNZ) 
be required to focus equally on the need to increase the number of doctors in 
the medical workforce as it does on maintaining health and safety by 
monitoring competence standards, it could be persuaded that lower standards 
are acceptable with the result that this leads to a higher medical error rate.  It 
also goes without saying that public confidence in the doctors’ fitness to 
practice will be undermined. 

 
Underlying this proposal appears to be the suggestion that the standards set 
for entry into certain health professions are set unnecessarily high.  While we 
cannot comment on the standards set for other professions we believe that the 
standard set by the medical council for doctors is appropriate given the nature 
of medical practice in New Zealand.  That is, that unlike the United States and 
certain other countries which operate under a specialist model, in New Zealand 
we favour the generalist model.  While this requires a greater breadth of 
knowledge than other countries require, it also makes our doctors more 
adaptable to other medical roles. 

 
If however, the government is concerned that the standard is too high, then this 
issue can be addressed without needing to change the focus of the Act.  Section 
124 of the Act allows for the Minister to conduct an audit of the RA should he 
feel that the Authority is not complying with the Act – or in particular, has set 
standards that “unduly restrict the registration of persons as health 
practitioners” (section 13(b)). 
 
We note that the consultation refers to the need for the Act to balance the need 
to protect health and safety with workforce requirements.  We believe this is 
misguided.  Rather we believe that the RAs and the Act with their focus on 
health and safety provide the check to the pressures placed by the government 



and employers to increase workforce productivity, thereby keeping both in 
balance.   

 
b) Teamwork and flexibility 

 
It is suggested that changes to the Act are needed to improve teamwork and 
workforce flexibility.  We think these are issues of policy best addressed by 
Health Workforce New Zealand (HWNZ) and the employers.  Effective multi-
disciplinary teams and flexibility cannot be regulated for by statute.  Health 
teams are diverse in size, functions and structure and are dependent on the 
specific health setting and the employment situation.  Good teams function 
where there is the right environment and culture supported by management - 
not because of legislative requirements.  

 
In any event we note that the greatest strides in teamwork and workforce 
flexibility have occurred in the last decade or since the Act has been in force.   It 
is therefore hard to see how the Act as currently written has impeded this. 

 
c) Scopes of practise 

 
In terms of medicine at least, scopes of practice are broad and allow for 
significant flexibility.  We note that other RAs are looking at creating extended 
scopes of practice – e.g. the Pharmacy Council of New Zealand and the 
Physiotherapy Council of New Zealand.  Again we are not aware that the Act in 
any way impedes this move but would support the RAs undertaking a review of 
all scopes of practice subsequent to this review and pursuant to guidelines 
prepared by the Ministry of Health.  If, during this review, there is evidence of 
wide spread restrictive practice then the RAs should be required to address 
this using the mechanism under Section 127. 

 
d) Inter-professional communication and collegiality 

 
We agree with the suggestion made by the Council of Medical Colleges (CMC) 
that a more explicit focus on inter-professional communication and 
collaboration could be introduced into the HPCA Act.  In particular this could 
be done by adding to the functions of the RAs in Section 118(j) in requiring RAs 
”to liaise with other authorities appointed under this Act about matters of 
common interest including setting scopes of practice that do not limit integrated 
care models or intra-professional cooperation and that encourage team work”. 

 
e) Pastoral care 

 
The document considers the possibility that changes in the Act could lead to 
improvements in pastoral care.   
 
We strongly support any attempts made to improve pastoral care, particularly 
given the vulnerability of the anaesthesia workforce and the relatively high 
suicide rate within this workforce compared with other medical disciplines.   
We are particularly concerned at the vulnerability of Anaesthetists at initial 
presentation/notification to the Medical Council, and would welcome steps to 
ensure their safety at this critical time. However, we do not believe that 
changes to the Act are needed. We already have some entities that provide 
pastoral care (E.g. The Doctors Health Advisory Service, the Medical Protection 



Society and the Medical Benevolent Fund).  What limits the activities of these 
entities is a lack of resources; not legislative restrictions.   

 
Alternatively, if the Ministry is not content to simply resource existing bodies 
to provide this function then there are several non-statutory forms the 
Ministry could look into further.   For example, one form of this  operates 
in several States of the United States, and works on a confidential basis to assist 
doctors. The non-statutory body only reports to the regulator when a matter is 
likely to impact on public safety.  The principle behind this is that “sick” doctors 
are more likely to self-refer or be referred by peers or family if there is no fear 
of losing the right to practice.  The argument is that this will increase referrals 
and improve the possibility of rehabilitation, so that in turn the public is 
protected.   
 
Such a group, if operated in New Zealand, could assist all groups of health 
professionals covered by the HPCA Act and could also work with other 
professionals where health may impair practice such as airline pilots, lawyers, 
accountants and engineers. 
 
Another approach is to set up an arm’s length group such as in the United 
Kingdom with the National Clinical Assessment Service which helps improve 
patient safety by helping to resolve concerns about the professional practice of 
doctors, dentists and pharmacists in the UK and overseas. 

 
2. Consumer focus 

 
While we agree that efforts could – and should - be made to improve consumer 
involvement and transparency we note that the consultation document appears to 
confuse increasing the number of lay people on a Council with increased consumer 
participation.  Increasing the number of lay people on a Council may improve consumer 
participation.  Equally however, it may not as it depends whether the lay person 
appointed has links back to the community (e.g. by representing a consumer 
organisation), and whether she or he both receives and disseminates information with 
that community.  A lay person with no such links is likely to improve his or her 
understanding of what activities the Council engages in and can share his thoughts with 
the Council; s/he does not represent any other consumers. 
 
In respect of lay representation on RAs however, we do think that RA governance could 
be enhanced by all RA Council members being selected on the basis of skills and 
experience.  This matter was to be addressed following the 2008 review but as yet, little 
has a happened.  Work has taken place in the United Kingdom on these matters which 
we ask HWNZ to consider.  
 
We would also note that that while an increased consumer focus is a good thing it is not 
a matter for this review per se as consumer representation on all bodies could be 
improved.  In respect of this we note that several Colleges and the Medical Council are 
already involving the public in their decision making and policy development.  This 
work could be enhanced by the development of a community health forum1 such as that 

                                                        
1 Community Health Forum of Australia is the peak organisation providing leadership in 
representing the interests of Australian healthcare consumers working to achieve safe, good 



developed in Australia so that there is an informed group of people (rather than 
representative groups centred on single health issue) who can ensure public interest is 
considered by RAs and others in the sector.  
 
The Forum could then also facilitate lay/community representation on a range of groups 
such as DHB credentialing committees, College committees and RA professional conduct 
and competence review committees.  The Forum could also enhance training of, and 
broaden the understanding of, the role of community/lay people in the health sector.   
 
Finally, we note that there is a suggestion that change to the Act is needed so that the 
government can get better workforce data. We wonder how changing the Act will 
improve health workforce data. Before making changes to the Act, we suggest that 
HWNZ makes known to the RAs what data it wants that it currently isn’t getting.  In 
respect of this we understand that every year when the Medical Council produces its 
annual workforce report it has asked HWNZ what data it would like collected.  To date 
however, while both HWNZ – and prior to that the Ministry of Health – have indicated 
they wish to follow up on this, neither has in fact ever set out what data they want and 
therefore the Medical Council has continued to provide the data that it currently 
provides. 
 

3. Safety focus 
 
In respect of this issue we make two comments: 
 

a) Improvements could be made by improving the linkages between this Act and 
the setting of standards through Standards New Zealand.  To do so however 
changes need to be made to the way Standards New Zealand seeks input.  The 
way this is done currently (requiring independent organisations to fund a 
representative to sit on the committee) means that most health practitioners 
and health related NGOs cannot afford to participate.  And having standards for 
the health sector set without input from health practitioners can only lead to a 
poor result. 
 

b) The consultation document refers to safety concerns about sole practitioners.  
We think the document should instead  consider isolated practitioners as there 
will be some sole practitioners who have sufficient links with other health 
professionals to alleviate any concerns just as there will be some practitioners in 
larger practices who despite this practice largely in isolation. 

 
4. Cost effectiveness focus 

 
A significant concern raised in the document is the current model of regulation which 
has come under some pressure as a result of the number of new health professions 
seeking regulation under the Act. 
 
There are several concerns here; 
 

• As noted above, a large number of health professions are seeking to be regulated 
under the Act, perhaps because they believe that being regulated will accord 
their profession a degree of “endorsement” or status. 

                                                                                                                                                               
quality, timely healthcare for all Australians, supported by the best health information and 
systems the country can afford. 



 
• There have been several cases taken by the Health and Disability Commissioner 

against health practitioners who are not regulated under the Act.  The fact that 
they are not regulated under the Act has meant that while damages can and have 
been awarded by the Human Rights Review Tribunal - and the health 
practitioners have been “named and shamed” - the Tribunal has been unable to 
prevent these practitioners from continuing to practise.   Consequently, in some 
cases those practitioners have continued to cause harm to their patients. 
 

• Regulation under the current system is costly. 
 
Given those issues we think that some changes to the current model of regulation need 
to be considered.  In particular, we think that  
 

a) Full regulation pursuant to the Act should be required when the profession 
seeking regulation poses a risk of harm (as defined below); 
 

b) A multi-tier system of regulation should be created that imposes different levels 
of regulation on health professions according to the risk of harm they pose.   
 

Definition of Risk of Harm 
 
The CMC has suggested the following changes to the Act’s current definition of the risk 
of harm (a key criterion): 

 
“groups that pose a risk of harm to the public includes those that 
perform:  

• Invasive procedures (including but not limited to cutting 
under the skin or inserting objects into the body).  

• Clinical interventions with the potential for physical or 
mental harm  

• and where the group make decisions or exercise 
judgements which can substantially impact on patient health 
or welfare, where the individuals work autonomously, i.e. 
unsupervised by other regulated health professional and can 
set up individual practices” 

 
The CMC notes that  
 

“if these criteria were strictly and robustly applied along with the 
other criteria set out in the Ministry of Health ‘Guidelines for 
Applying for Regulation under the Health Practitioners Competence 
Assurance Act 2003’, some of the current professions would not be 
regulated by the HPCA Act and most new professions seeking 
coverage would not reach the bar. This would reduce the growth in 
the number of regulated group and thus the costs.” 

 
The NZSA agrees with this analysis and supports consideration being given to changes 
being made to the definition of the risk of harm as proposed by the CMC.  Provided that 
any change to the definition should not lead to a lower level of regulation (or 
deregulation) for either doctors or anaesthetic technicians under the Act. 



 
The above deals with those professions (potentially) likely to cause the greatest harm, 
and will successfully limit regulation under the current Act. There remains however, the 
fact that a number of other health professions are causing harm, albeit generally of a less 
serious nature and on a lesser scale, which do need to be subject to some form of 
regulation. The question though is what form that regulation should take? 
 
The review suggests four alternative systems of regulation that could be adopted.  We 
make no comment on the models suggested and leave this for HWNZ to consider further.  
We do however suggest that whatever model is adopted it should be some form of 
multi-tiered model under which those that meet the definition of risk of harm as 
suggested above continue to be regulated under the Act as it currently stands and that 
those that do not meet the criteria but still require a degree of regulation are regulated 
pursuant to a less rigorous model. 
 
In regard to this we note that in respect of the 2008/2009 review of the Act the New 
Zealand Medical Association suggested that a possible model to be adopted for the 
second tier might be a bare license.  That is, in order to practice his/her profession the 
practitioner has to be listed on a register.  Should the practitioner breach particular 
standards (either set by the practitioner’s profession or the Code of Health and 
Disability Consumer’s rights in the absence of such standards being set), then the 
relevant tribunal has the ability to not only fine and name the practitioner concerned 
but also to deregister them for a period of time so that they are unable to continue in 
practice.  We support this idea but note that there may be some professions that require 
more regulation than this but less than that currently provided under the Act, and that 
therefore a multi-tier system may be better than a simple dual tier.  The details of this 
are something that could be considered in a subsequent consultation should HWNZ wish 
to explore this idea further. 
 
Other comments  
 

a) Increasing standardisation across professional groups. 
 
It is noted that the regulatory framework for standardisation across RAs already 
exists through Section 3(2) (a) where the principal purpose of the Act is to be 
implemented by providing, among other things,—for a consistent accountability 
regime for all health professions. 

 
Some synergies may be possible by combining the RA secretariats but this trend 
must not be at the cost of the basic purpose of the Act which is to ensure that 
health practitioners are competent and fit to practise their professions.  This 
requires strong input by the practitioner groups themselves. 
 

b) Size of boards 
 
In the consultation document the question is asked as to what is the appropriate 
size of a board.  While there is considerable literature covering this issue, the 
answer to this question truthfully lies in the amount of work the board is 
required to undertake.  While some professions may be governed well by a small 
board, others will have more sophisticated structures and in turn require a 
greater amount of work to be undertaken by their board members.  The Medical 
Council for example currently has 12 board members, all of whom carry 
significant governance related portfolios and it is difficult to see how this 
governance work could be continued to be carried out with fewer members on 



the board. 
 
 
Thank you for the opportunity to make a submission on this important issue.  We trust 
our advice is helpful and would be happy to discuss this further should you wish. 
 
 
Yours sincerely 

 
Dr Rob Carpenter 
President,  
New Zealand Society of Anaesthetists 
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HPCA Act Submissions 
Health Workforce New Zealand 
National Health Board 
Ministry of Health 
PO Box 5013 
WELLINGTON 6145 
 
 
Review of the Health Practitioners Competence Assurance Act  
 
Thank you for the opportunity to comment on the review of the Health Practitioners 

Competence Assurance Act (HPCA, 2003).  The District Health Boards (DHBs) National 

General Managers Human Resources Group has considered the questions posed in the 

consultation document and submit the response below for your consideration.  The Group 

has taken an employer perspective and the feedback is framed accordingly.  

 

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? 

 

The way health care is being delivered is continually changing – often at a rapid pace.  
This is driven by a number of elements including the aging population and workforce, 
the increasing use of technology and greater care being delivered in the community.  
The Act needs to provide a foundation of regulation which allows and enables increased 
workforce flexibility to meet patient/family needs. The Act has to enable greater 
flexibility around the scopes of practice versus specialisation as healthcare delivery is 
integrated across the community and hospital settings. Practitioners will increasingly be 
operating in more of a team based model and there will be a need to move away from 
traditional occupational groupings.  The Act can drive greater collaboration across 
professions in terms of looking at the workforce and health care delivery needs and 
ensuring scopes of practice align with the emergent needs.   
 
There could also be consideration of a foundational generic scope for all health 
professionals upon which the different professions’ specialised scope are built. This 
would assist with building collegiality and foster integrated care which wraps around a 
person, their family and the community they live in. 

 
Amalgamation of responsible authorities (RAs) could also facilitate closer working 
relationships between professional bodies and enable more efficiency in the delivery of 
on-going professional development – especially where there is overlap between the 
competencies required for roles. An example is the Cultural Competency e-learning 
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modules developed by Waitemata DHB which are recognised as accredited training for a 
range of professional bodies.   

 

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 had as one of its aims to enable workforce flexibility.  This has not 
eventuated to any significant degree.  The review of the Act provides an opportunity to 
re-examine this and promote a flexible workforce via broader scopes of practice.  The 
trend to date has been the development of specialised scopes by the RAs – in effect 
giving the RAs the authority to determine the make-up and skill mix of the health 
workforce.  This has impacted the ability to respond to the rapidly changing nature of 
health care delivery.  Health care is, and will continue to be delivered by a health care 
team.  Cognisance of this should be taken into account during this review to ensure the 
appropriate legislative requirements are in place to ensure sustainable of health care 
delivery into the future.   

Where there is a clear rationale for registration, the Act should promote wide, generalist 
scopes of practice over specialist scopes in order to deliver the flexibility and build utility 
in the registered workforce - unless there is a clear public safety risk that can not be 
mitigated by other means. 

 

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

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

consumers’ self-management? 

The Act could specify degrees of regulation based on risk and situation which allow for 
interdisciplinary learning. In the first few years, health professionals could train together 
– they all need to learn physiology and its no different if you are in nursing, medical or 
allied health training.  We consider this would assist with developing a team culture 
early on in the clinicians career and embed this ethos into how they approach health 
care delivery.  A broader group of professional input on advisory groups would provide a 
perspective into training and curriculum development.   

It would also be useful to accredit education/training for multi-disciplinary teams with 

more points or make them mandatory in the recertification process (e.g. the obstetric 

PROMPT – PRactical Obstetric MultiProfession Training course). 

Having common measures across disciplines would further assist with a multi-
disciplinary team approach.  Cooperation and clear communication across teams are 
essential elements of those common competencies.  More closely aligning the 
regulatory bodies will aid this process. 

A common approach to training on engagement and support for consumers could also 
be incorporated. 

 

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

conduct, ethics and common learning across health professions? 

We consider professional bodies should work together to develop base standards of 
professional conduct, e.g. common professional standards of ethics or code of conduct.  
This would be similar to the one view taken around the code of patient rights. This could 
be augmented by specific professional standards if required.  However, this should be 
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assessed to see if this is warranted otherwise the potential to maintain the status quo 
where specific professional standards prevail.     At the very least this will bring together 
the myriad of codes and other standards which are special and different for each 
profession but in fact have very common themes. 

It should be noted that  professional standards would not replace the need for 
employers to have their own Codes of Conduct in the employment setting.  It would be 
important that clinicians abide by both which should be complementary.   

 
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? 

 

Scopes of practice need to be kept as general as possible to ensure workforce flexibility. 
The expression of those scopes in plain language so that consumers can understand is a 
separate issue which can be resolved without materially changing the scopes – or the 
legislation. 

This is an area where there would be merit in focussing on promotion based on the 
overarching direction in the Act.  This promotion could be around what the public should 
expect i.e. when visiting a particular health professional. It may be useful to ensure 
health professions’ standards of practice and scopes formally align with the HDC Code of 
Rights. 

 

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

they carry this out? 

The RAs are responsible for ensuring the competence of health professionals in order to 
keep the public safe.  Employers have responsibility under various acts and good 
employer standards to provide the appropriate environment for their staff.  If RAs were 
to have a role in pastoral care this would need to be clearly defined and not conflict with 
the employers responsibilities.  

 

Consumer focus 

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

making and assist in keeping the public informed? 

The Act is perceived to have had a positive impact on public safety, although there does 
not appear to have been a mechanism put in place to measure this.  It has improved 
professional identity of individual professions, and clarified responsibilities and 
accountabilities for individual health practitioners. It would be our view that the Act has 
also contributed to improving people’s attitudes to reporting to a RA in the event of 
competence issues. 

Since the introduction of the Act it appears that the public have a better (independent) 
process to lodge complaints.  Mandatory reporting may have improved public safety, 
and prevented unsafe practitioners from avoiding investigation of their practice.  
Although as stated previously, there does not appear to be obvious measures by which 
the public could measure this. 

The Act keeps the public safe in terms of the powers of the RAs. Consumers are 
members on some of the RAs, which indicate consumers are involved in professional 
decision-making processes at a high level.  More transparent involvement of consumers 
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across all RAs would assist with keeping the public more informed and ensure 
consumers views are taken into account to a greater extent.   

Although RAs report publically via their annual reports, this is not proactive engagement 

with the public and the reports are written in a way that the general public may not be 

able to interpret.   A more public centric interface should be developed. 

 

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

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

made good use of by the public? 

It may be that the public are generally informed, but employers who employ clinicians 
covered by the RAs are subject to privacy regulation and often don’t know that a staff 
member may be, for example, required to get regular drug testing – that in our view is 
not protecting the public.  There should be a mechanism for disclosure to employers 
where professionals are undergoing significant health monitoring or discipline 
processes.  It is acknowledged that it can be a fine balance in being fair, protecting the 
health professional’s privacy while focusing on rehabilitation.  However, transparency is 
a key element and this is required to ensure public safety. 
 

DHBs, as large employers, regularly seek investigations of practice from RAs.  There can 
be long delays between reporting of investigations and limited communication from the 
RAs regarding their findings and decisions.  There also appears to be a lack of clarity of 
the role of the RAs with respect to staff who have not been dismissed or resigned, with 
reluctance for the RAs to be involved.  

 

RA and employer accountabilities and responsibilities should be reviewed and clarified 
to ensure optimum public safety. 

 

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

There is a need to get the balance right to ensure that the RAs are seen as open, 

transparent and accessible to the public.   The key element is that lay people need the 

right skill sets in order to add value and present a balanced view.  So in terms of a 

percentage of the board it is more about the quality as opposed to the number.  A 

rigorous and transparent appointment process should be in place for the appointment 

of lay people.       

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

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

Overall there could be merit to explore this further if they are there to enhance public 

safety, improve access to information and engagement with RAs.  Technology can be 

used as an enabler for this.   While technology could provide a cost effective interface 

careful consideration needs to be given about how such forums would be operated and 

the funding stream for these.  Once analysis has been undertaken further consideration 

can be given to this concept. 
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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? 

 

Legislation is only one enabler to keeping the public safe from harm.  As such the Act 

provides overarching guidelines which are relevant at that level.  These are then 

augmented by processes in place at the RA and employer level.  Together these 

structures provide the necessary mechanisms to address competency issues but as 

described in eight (8) above, accountabilities and responsibilities require review and 

clarification.   

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

systems and reduce reliance on statutory regulation? 

There is the potential to use existing data, trends, and issues arising in a particular 
organisation to inform decision rather than relying on regulation.   Statutory 
requirements are only ever a backstop and the effectiveness of the backstop is in 
question. 

Employer-based risk mechanisms are a possibility but just as individual RAs are 
variable in their practice so would DHBs be.  Variability of implementation would need 
to be addressed if the employer was used to a greater extent.     

It is unclear how small practices or sole practitioners would engage in such a process 

and there would be significant disincentives for them to report adverse events.  

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

improve the overall quality and safety of services? 

 

Overall the various Acts work together to provide overarching mechanisms that 

focuses on the quality and safety of services.  However, a focus on the breaking down 

of professional silo’s, albeit real or perceived, is one area that could improve the 

quality and safety of services. 

 
If changes are to be made to the HPCAA as a result of this review the flow on impact 

to other legislation should be assessed prior to implementation.   

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? 

Explicit statements about what risk is and clear methodology to assess potential harm 
would be advantageous.  There maybe instances where an RA is more risk averse and 
leads to over interpretation of the Act.  This drives unnecessary complexity of process. 

It would also be helpful to understand the “size” of the issues from a good evidence 
base. We don’t know whether we have a small nut and large hammer - or vice versa. 

There also needs to be clarity about the accountabilities and responsibilities of the 

different parties and who does what.   
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15. Do you have any suggestions how those in sole practice can better manage risks 

related to their clinical practice? 

 

Sole practice could better manage risk through a mix of supervision, peer review, 
audit requirements, and continued professional development. Standardised processes 
across professional groups should exist where practical.  This needs to be developed 
around a quality audit regime and regular peer review of practice. Sole practitioners 
can also be obligated to be connected to a defined practice group/network/DHB and 
participate in certain agreed activities 

There is also the opportunity to better utilise technology to enable on-line mentoring 
and buddying. This should also apply to small practices. 
 

 
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? 

It would be useful for a risk profile to be applied.  This would ensure that those who 

are providing high risk services are identified and managed.  Mitigation strategies can 

then be put in place to minimise the risk.  This may include support processes and 

peer/team support. 

 

Cost effectiveness focus 

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

benefits of regulation? 

RAs have a significant and ethical role in considering the cost implications of their 
decisions and the cost benefits of regulations.  Any change should be fully considered 
in terms of costs balanced against added value in terms of public safety and also 
against the overall cost impact on health care services.   

In most cases employers bear the costs of supporting the administrative regimes of 
the RAs as the costs of the APCs and other regulatory requirements are refunded to 
the practitioners.  At present RAs have little hands on accountability regarding the 
cost impact of their decisions.  There could be value for a central mechanism to 
review any proposed fee increases.  This would ensure independent review and place 
the onus on RAs to provide sound rationale for the increase.    

A rationalisation of the RAs structures should assist with containing costs and having 
more transparency and accountability of decision making.  Common processes and 
systems should rationalise costs through the economies of scale.  But this has to be 
actual amalgamation not just a replication of the current processes.  The economies of 
scale could lead to more efficient procurement of services such as legal, 
communications and IT.  This will be important as there is greater demand on these 
services and ultimately a greater cost which would be passed on to third parties such 
as DHBs to fund. 

 

The GM HR Group would support further exploration of international models such as 

the Australian model of combining 10 RAs into one structure.  How this has impacted 

fee setting and overall costs and eased communications with the authority would be 

useful to know.    
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18. Should the HPCA Act define harm or serious harm? 

It would be possible to have a more prescriptive definition of harm however this 
carries some risk.  By being too prescriptive it may not capture every occurrence 
where harm could happen and thus be incomplete.  A high level definition of harm 
and serious harm may be useful.   

Health and Safety legislation already defines harm and the Act should make reference 
to this legislation – this would keep the definition consistent across all relevant 
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? 

The Act is clear in giving process direction, but leaves interpretation to the RAs. Inter-
professional debate and consensus about this matter would be helpful. Different RAs 
seem to have differing thresholds for action.  Clarity about who is responsible for what 
areas and when would be helpful.   

Clear definitions about the thresholds required to justify regulation, or roles or tasks 
that require a registered workforce would also be of value. 

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? 

 

Generally it appears that the right options are being applied.  However, if the risk 

profile/matrix mentioned above is considered, this might ensure that the regulatory 

options are right. 

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

There are concerns that processes under the Act are unnecessarily constraining and 
duplicative (due to the number of RAs) and increase the administrative burden for the 
sector.  

Process improvement is something every organisation should have embedded as part 
of their ongoing operational management.  It is noted that some RAs have moved to 
on-line processes for the renewal of APCs.  Greater use of technology would improve 
processes and ideally it would be the one platform for each RAs registration process.   

Improvement can come through a consolidation of the RAs. The critical mass would be 
available to support ongoing competence checks and the economies of scale available 
to do this in a cost effective manner. It would also drive efficiency and effectiveness 
across all areas of the RAs functions.  This would provide a more user friendly 
interface for health practitioners, employers and the public.  It would reduce 
compliance costs and save time. 

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

The requirements on RAs to consult with the sector are also seen as too weak to give 
the due weight to sector needs. This arises from a concern that the burden of 
implementation falls on the sector equally with the responsible authorities and 
individual practitioners. Yet the sector’s voice is silent in the current legislation.   

There is also the potential for RAs to be inwardly focussed – given the legislative 
requirements to focus on their practitioners.  This can re-enforce the development 
and maintenance of professional silo’s.  A move to a single RA could promote wider 
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stakeholder involvement and encompass a broader scope of the involvement – 
enabling stakeholders to consider a more pan-workforce/healthcare delivery 
perspective. This would fully explore operational considerations. 

It would also drive a consistent approach to consultation so that stakeholders 
understand the process and timeframes involved.     

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

The GMs HR Group would support the exploration of this approach.  A large number 
of RAs encourages the growth of registration bureaucracy.  There is potential for a 
reduction to enhance efficiencies and drive more effective processes.  This would 
improve consistency and drive cross-professional discussion on common processes 
and workforce development.  It would also drive the enhanced gathering of workforce 
data and provide the public with one focus for health professional activity.  

24. What is the ideal size of RA boards? 

A board of ten could be an appropriate number.  The important aspect is the right mix 
of board members, ie the right mix of professionals, lay people, and community 
representation that bring the appropriate skills and attributes to the board. 

Ex-offico members could provide expert input as appropriate.  This would ensure that 

the Governance group is small enough to ensure that effectiveness is maintained.   

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

 The Act focuses on the professional competency and suitability of the professional to 

hold a licence or registration.  However it is silent on the general suitability of the 

person to carry out their professional duties, i.e. the person may have behavioural of 

personal issues which impact on their ability to carry out their role.  This aspect needs 

to be taken into account in the assessment so a holistic view of their competence and 

fitness to practice is taken into account.     

 
The review is a real opportunity to look at how the delivery of health care should be 
regulated to develop a flexible workforce while ensuring public safety.  The national GM HR 
Group is keen to be involved as the review progresses and would welcome the opportunity 
for further input.  The Group would also appreciate receiving a copy of the summary of 
submissions. 
 
Please do not hesitate to contact me if you require any further information or clarification of 
any comments.   
 
 
Yours sincerely 
 

 
 
 
Denise Hutchins 
Workforce Lead – National GM HR Group 
General Manager Organisational Development, Nelson Marlborough DHB 
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Introductory comments 
The Royal New Zealand Plunket Society (Inc.) (“Plunket”) welcomes the opportunity to 
submit feedback on the review of the Health Practitioners Competence Assurance Act 
2003 (HPCA Act).   

 
Plunket provides universal Well Child health services and parenting education and 
support services in the community, to 92% of families in New Zealand.  Plunket’s 7,000 
volunteers represent a broad spectrum of New Zealand families working in centres 
from Invercargill to Northland.   More than 650 professional staff deliver the Well Child 
Tamariki Ora national schedule to families with children aged from two weeks to five 
years; all Plunket nurses hold current practicing certificates. 

We note the review’s purpose is “...to examine the policy principles underpinning the 
HPCA Act...to determine if these principles continue to support the requirements of a 
rapidly changing health sector.”1  

Plunket believes that in general the Act is working well, that the policy principles in 
section 3 are sound and set at an appropriate level of generality to avoid undue 
interference in professional bodies’ regulatory activities.  The Ministry reported in 2012 
on the list of recommendations from the 2009 review of the Act and noted that “...the 
Health Practitioners Competence Assurance Act is currently operating largely as 
intended…”.2 

 
There are areas for development, as we identify in our responses to the questions 
below. Work to increase the ‘public face’ of responsible authorities and public 
understanding of their roles is an example of a development area, in Plunket’s view.  
The Discussion Document implies there are difficulties in the operation of the Act.  
However, it does not enlarge on this or provide evidence.  It would be helpful to have 
some more specificity in the formal consultation document to be released early 2013. 

 
The Nursing Council has a broad span of authority and is known to be cost-effective. In 
its 2012 review of the Nursing Council, the British Council for Healthcare Regulatory 
Excellence described the Council in its concluding comments as “an effective regulator 
with strong leadership and a commitment to improvement.”3 

 
Plunket is not opposed to discussions about responsible authorities sharing purely 
administrative functions.  However, we believe to amalgamate the substantive statutory 
functions of the Nursing Council with another large responsible authority would be 
counter-productive. 

 
1 2012 Review of the Health Practitioners Competence Assurance Act 2003: A Discussion 
Document. Ministry of Health, Wellington, August 2012, at page 2. 
 
2 Recommendation 1, Table 1, List of recommendations from the 2009 Report on the Review of 
the Health Practitioners Competence Assurance Act 2003. Ministry of Health, 20 September 
2012 (released under the Official Information Act 1982). 
 
3   A Review Conducted for the Nursing Council of New Zealand. Council for Healthcare 
Regulatory Excellence, October 2012, at page 32. 
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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:  

Plunket agrees that patients benefit from integrated healthcare.  Different 
professions have overlap in their practice skills already. In nursing, these are 
included in the registered nurses’ competencies.   We wonder if it would assist if 
the Ministry of Health were to identify any perceived deficiencies as part of its 
review, so that these can be considered by responsible authorities.  
Changes to the scope of a profession need to be regulated using an agreed 
process, which fulfils the purpose of Part 3 of the Act (concerning competence, 
fitness to practise, and quality assurance).  Difficulties managing the inter-face 
between scopes can be addressed via the section 127 process, in the event that 
they are not resolved earlier. 

 

 

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

Comment: 

Plunket is not aware of evidence that the Act’s drafting constrains these sorts of 
initiatives.  If anything, the Act is an enabler in this regard.  If the Ministry does have 
concerns, it would be helpful to see them specified in the next document on the 
review of the HPCA Act. 
We note that there is considerable flexibility in the workforce, and believe ‘nurse 
practitioners’ are a strong example that needs to be supported along with other 
areas, such as primary health care.  Plunket believes the Act ought to provide 
guidance to responsible authorities on flexibility within their scopes of practice and 
on collaboration between responsible authorities while all the time maintaining 
compliance with the purpose of the Act under section 3.  The Act’s purpose is 
consistent with a light regulatory hand – it would not be appropriate for the 
legislation to specify regulatory detail, particularly given the risks of excessive costs 
being incurred (thereby raising regulatory impact issues).   
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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: 

 

With respect to the Act’s role in promoting these activities, our view is 
that the Act should operate at a high level, and that it’s the role of 
responsible authorities to agree educational priorities for members.  It 
might, however, be valuable to operate one training website for health 
practitioners (which may require amendments to the Act). 
The Ministry will be aware of existing educational opportunities across 
professions (mainly at post graduate level). Such courses involve 
appreciating the similarities and differences in practitioners’ roles, and 
building team work e.g. in public health provision.  
The purpose of the HPCA is to ensure public safety: the role of the RA 
is to provide standards and guidelines that ensure ongoing practitioner 
compliance and competence. 
 

 

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

Comment: 

There is certainly common learning across health professions, as 
alluded to in our response to question 3 above.   
Shared learning on specific subject-matter is viable at the early 
undergraduate level.  Courses on processes - such as developing team 
work – may be undertaken at any level. 
However, subject-matter specialisation will always be important in a 
well-functioning health system. 
On codes of conduct and so forth, at a high level, there will be agreed 
conduct requirements (such as treating patients with respect, and not 
engaging in intimate relationships with clients).  However, this needs to 
be balanced with the need to reflect the environment within which a 
health professional works, in order that the code is perceived to be 
relevant - and therefore referred to by practitioners.   

 

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? 

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

Comment: 

Plunket does not support responsible authorities having a statutory role in 
pastoral care, as we believe this proposal raises the possibility of a conflict of 
interest (between the disciplinary process and pastoral care process).   
 

 

Consumer focus 

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

Comment: 

These activities are delegated to responsible authorities.  As said previously, 
there is scope to increase public understanding of responsible authorities’ roles.    

 

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? 

Comment: 

We note that information regarding practitioners, complaints and complaints 
processes is available on the Nursing Council website.   

 
 

 

(Q.5) The responsibility to the public is broadly stated in section 118(l) as being 
“to promote public awareness of the responsibilities of the authority:”   
Section 118 could be amended to specify matters of public concern, such as 
informing the public about what they can expect from a practitioner under the 
authority’s jurisdiction (although most responsible authorities require this of their 
members). 
In addition, a shared or combined register of health practitioners may be worth 
considering in order to support the public’s access to practitioner registration 
information through one online site. This would require amendment to the registry 
sections of the Act. 
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9. Do we have the right balance of laypeople to health professionals on RA boards? 

Comment: 

Plunket supports lay people with appropriate skill sets on authority 
boards. One of the benefits that this group brings to the board is their 
low threshold for patient risk in the health sector. 
In relation to public involvement in decision-making, we were interested 
to read the question posed in the Discussion Document: 
 “[h]ow can the public be sure these standards and restrictions are set 
at the right level to keep the public safe and are not set at a higher level 
to meet the interests of the profession rather than to ensure public 
safety?”.4  
We believe that a high-quality health service strives to keep standards 
at an appropriate level in order to protect the public.   
  

 

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

Comment: 

In our view, any consumer forum needs to be visible to be effective.  
More information is required on the UK experience of consumer forums 
and its applicability to NZ before we would feel able to express a view. 

 

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? 

Comment: 

 
Plunket believes the Act works well in respect to its primary purpose of 
improving public safety.  For nurses, there is a professional competency 
framework, which includes mandatory reporting, and core requirements 
to maintain competency are in place.  Nurses’ awareness of their 
professional obligations to the public and their required competencies 
has increased since the Act came into force, in our view. 
 

 
4 2012 Review of the Health Practitioners Competence Assurance Act 2003: A Discussion 
Document. Ministry of Health, Wellington, August 2012, at page 11. 
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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? 

Comment: 

(Q.12) The Nursing Council has clearly defined responsibilities underpinned by the 
Act. We believe this is the appropriate structure. 
We are concerned that there may be increased risk to client safety if the law were 
to give more responsibility to employers to self-regulate. 

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

Comment: 

As mentioned, we believe it would assist the process if the Ministry were to 
provide evidence and analysis of the problems it alludes to.   
 

 

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? 

Comment: 

The complexity of this area reinforces the value of the Nursing Council.  It has 
detailed knowledge of the scopes and competence required to become a 
registered practitioner and to maintain competency over time, as well as the ability 
to manage risk in nursing. 
 
 

 

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

Comment: 

Plunket nurses do not work as ‘sole practitioners’, although some operate in 
remote areas.  Our view is that sole practitioners should be within a responsible 
authority to clearly define scope and regulate their practice, and that professional 
networks should be facilitated via their responsible authority (as happens in some 
authorities now). 
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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? 

Comment: 

We would need a fuller understanding of the policy problem the Ministry 
is concerned with in order to provide helpful comments.  

 

Cost effectiveness focus 

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

Comment: 

In our agency’s view, the Nursing Council itself is lean in its operational 
costs, notwithstanding the limited cost benefit requirements under 
section 13 of the Act.   
 

 

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

Comment: 

Plunket believes this issue should not be left to individual employers or 
authorities, and therefore suggests the Ministry work with sector 
groups to define these terms and introduce them into the Act through 
the usual legislative process. 

 

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? 

Comment: 
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(Q.19) The level of regulation should be informed by the purpose of the Act (at section 3).  
The level of risk itself will be kept low if health practitioners have clear scopes of practice 
and requirements placed on them by their responsible authorities.  This is consistent with 
a well-functioning health system, which exposes the public to a low risk of harm. 
Currently the Nursing Council has clear and efficient processes to reduce risk and 
manage issues within its responsibility.  They place restrictions on practice for those who 
have been out of practice for a defined period of time and stipulate the required amount 
of professional development to maintain competency.  The Council also randomly audit 
nurses and has clear pathways if practice has placed, or potentially could place, clients at 
risk.   In this sense, the Council shows where it believes the balance needs to be struck.   
The Nursing Council also supports and accredits Professional Development Recognition 
Programmes and Competency Assessment Programmes to support career development 
for practitioners and, in accreditation, delegate responsibility for this to organisations. 

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

Comment: 

Overall the Act does protect public safety and has raised nurses’ awareness of their 
professional obligations.  Plunket advocates the continuation of a specific 
responsible body for nursing, as we believe the Nursing Council has made a strong 
contribution to public safety and quality of New Zealand healthcare. 
 
  

 

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

Comment: 

The Act could facilitate the opportunity for small regulatory authorities to 
amalgamate with larger, analogous, authorities, by authorities’ mutual agreement. 
As mentioned in response to question 5, a shared register of health practitioners 
could be helpful for the public.   
 

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

Comment: 

Consulting with stakeholders which operate as lobby groups risks over-politicising 
responsible authorities. It is essential that responsible authorities are able to 
operate free of political influence, in Plunket’s view. 
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23. Should the number of responsible boards be reduced, as in the UK? 

Comment: 

Plunket believes this would require more information and evidence on 
the pros and cons of amalgamation in the UK and Australia. 
Amalgamation may be suitable for health professions with smaller 
numbers.  However, a compulsion to amalgamate might cause power 
imbalances.  This could affect authorities’ control over ‘their’ 
practitioners and possibly result in decisions that unduly compromised 
the wellbeing of clients treated by a less persuasive authority within the 
partnership. 
As noted, the Nursing Council operates as a large and cost effective 
responsible authority; Plunket believes the amalgamation of nurses with 
another large authority would be unwise. 

 

24. What is the ideal size of RA boards? 

Comment: 

Plunket does not have a fixed view on this (size is just one factor, of 
course).  
 
 
 
 

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

Comment: 

We have nothing to add at this stage, thank you. 
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Dear Sir/Madam 

Joint response to the 2012 Review of the Health Practitioners Competence Assurance 
Act 2003 (New Zealand) 

The 14 National Boards and the Australian Health Practitioner Regulation Agency (AHPRA) 
are pleased to provide a joint response to the 2012 Review of the Health Practitioners 
Competence Assurance Act 2003 (New Zealand) (the Review). 
 
The National Boards and AHPRA note that the Review builds on the outcome of an 
operational review of the Health Practitioners Competence Assurance Act 2003 (2007-09) 
and also public consultation completed in 2010, and its purpose is to look at how the HPCA 
Act is functioning within the wider health system and how it, or the broader regulatory 
environment, might be improved.   
AHPRA and the National Boards have a keen interest in the outcome of the Review, 
especially given the operation of trans-Tasman mutual recognition (TTMR) arrangements for 
registered health professions (except medical) in Australia and New Zealand.  This would 
seem an opportune time to consider enabling greater consistency where appropriate in the 
requirements for registration given the number of registrants who move between our 
countries to practise their professions.  
 
As noted in the Review’s discussion paper, international trends in health regulation point to a 
strengthening of public protection, standardisation of legislation and the design of 
institutions, and improving the performance of regulatory authorities. The approach of the 
Review in concentrating on four key focus areas: future; consumer; safety; and cost 
effectiveness is well supported.   
 
In Australia, the National Registration and Accreditation Scheme (the National Scheme) has 
now been fully operational for just over two years (from 1 July 2010 in all states and 
territories, except Western Australia) with AHPRA and the National Boards initially regulating 
ten professions and an additional four professions from 1 July 2012.  The National Scheme 
marks the first time one country has regulated the practice of fourteen health professions 
(more than 560,000 health practitioners) using a single National Law (the Health Practitioner 
Regulation National Law) administered by a national entity (AHPRA) in partnership with a 
National Board for each of the regulated health professions.   
 
Under the Intergovernmental Agreement signed by the Council of Australian Governments, 
there is to be an independent review of the operation of our National Scheme, following three 
years from commencement. This review may also be of interest to New Zealand, however, 
there has not yet been an announcement from governments about its terms of reference or 
timing.   
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The HPCA Review is considering whether improvements are needed to the performance of 
its regulatory authorities, within the broader context of what is and has occurred 
internationally.   
 
AHPRA (with governance by its Agency Management Committee) provides administrative 
and operational support to the 14 National Boards, and works with the boards to effectively 
and efficiently implement and administer the National Scheme in accordance with the 
National Law and any policy directions issued by the Australian Health Workforce Ministerial 
Council. The 14 National Boards’ primary responsibility is to develop national registration 
standards for their profession for approval by Ministerial Council, develop and approve codes 
and guidelines, approve national accreditation standards developed by the accreditation 
authority for the profession, and to register suitably qualified and competent persons.   
 
Importantly, the functions of the National Boards and AHPRA and their legal identity, is 
specifically enshrined in the National Law to ensure clarity and transparency.  Considerable 
policy development was undertaken during the development of the National Law to strike a 
balance between the functions exercised by each party. In the interests of transparency and 
accountability, the National Boards and AHPRA are now progressively publishing the Health 
Profession Agreements (HPAs) that detail the services that AHPRA will provide to each of 
the National Boards in 2012/13.  The HPAs between each Board and AHPRA are at  
http://www.ahpra.gov.au/Health-Professions/Health-Profession-Agreements.aspx    
 
These documents will provide the New Zealand Health Ministry with more detailed 
information about the relationship between AHPRA and the National Boards than has 
previously been publicly available, and may help inform considerations about the delivery of 
health practitioner regulatory regimes.   
 
As noted in the review’s discussion paper, the more rigorous the regulation; the higher the 
cost burden. It is recognised that the costs and benefits of regulation needs to be kept in 
balance, and efficiencies gained where practicable, and that this will be an ongoing focus for 
any regulatory system. The National Law has established a comprehensive national 
regulatory regime for the health professions regulated by the National Boards. The nature of 
the National Scheme, including that it is to be self-funding, that there is uniform treatment of 
each profession regardless of size, practice or geographic location, and extensive public 
protection mechanisms, means that its benefits involve a cost to governments initially in 
establishing the scheme and subsequently to registrants.  
 
The AHPRA and National Boards’ Annual Report for 2011-2012 is expected to be published 
on 1 November 2012. It will be available from the publications section of our website: 
http://www.ahpra.gov.au/Legislation-and-Publications/AHPRA-Publications.aspx and is likely 
to have information and national registration data that may help inform the Review.  An 
audited financial statement is included in each year’s Annual Report. 
 
As with New Zealand’s HPCA Act, at the heart of the National Law and the National Scheme 
is protection of the public.  Like New Zealand, Australia also needs to continue to attract and 
retain its health practitioner workforce.  Hence facilitating workforce mobility across Australia 
through national registration, enabling the continuous development of a flexible, responsive 
and sustainable Australian health workforce and to enable innovation in the education of, 
and service delivery by, health practitioners are key objectives the National Scheme.  By 
enshrining these objectives in the National Law, AHPRA and the National Boards must be 
cognisant of the objectives and guiding principles when administering the legislation and 
exercising functions, for example, when boards develop registration standards, codes and 
guidelines for the professions.   
 
Most of the approved registration standards, codes and guidelines administered by the first 
10 National Boards have been in operation since 1 July 2010. Therefore, these National 
Boards are about to undertake a review of these standards, codes and guidelines to assess 
whether changes need to be made ensure their continued workability and clarity, and also to 
ensure their continued relevance to the profession and protection of the public, and wherever 

http://www.ahpra.gov.au/Health-Professions/Health-Profession-Agreements.aspx�
http://www.ahpra.gov.au/Legislation-and-Publications/AHPRA-Publications.aspx�
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appropriate improved consistency across the suite of requirements and guiding material.  
The Ministry of Health will be kept informed as this work progresses. 
 
The discussion paper poses the question of whether New Zealand should consider 
introducing consumer forums where the public can communicate with its regulatory 
authorities on matters that concern them.  AHPRA took the first steps in implementing a 
community engagement strategy by hosting a community forum in Perth, Western Australia, 
and a video briefing for remote sites, earlier this year. AHPRA has since entered into a 
partnership with the Consumer Health Forum of Australia (CHF) to engage with health 
consumers and the broader community across Australia. The partnership aims to:  
• raise community awareness of health practitioner regulation  
• increase community access to information about health practitioner regulation  
• facilitate community input into the development of standards, codes of practice, 

guidelines and policies for health practitioners and  
• increase transparency, particularly in relation to the processes in place for managing 

notifications about registered health practitioners.  

A series of community forums have been scheduled between October and December 2012 
in states and territories around Australia to provide an opportunity to brief community 
members on how health practitioner regulation works and what it offers the community. 
Feedback from the community at these forums will provide valuable information that will help 
shape future community and stakeholder engagement, presentation and delivery of 
information, and efforts to support increased transparency.  While it is early days, AHPRA 
hopes that this commitment to increased consumer engagement will be beneficial to the 
National Scheme and strengthen transparency of information sharing and processes and 
encourage input in our regulatory processes.   

The discussion paper raises the question of what more needs to be done to address gaps or 
overlaps in New Zealand legislation that could improve the overall quality and safety of 
services.  The National Law, in the main, regulates the relevant health professions by means 
of protection of title and through ‘holding out’ provisions. The National Law protects the 
‘doing’ of a health service to a limited extent through practice restrictions in relation to dental 
acts, optical appliances and spinal manipulation. The outcome of requiring 14 health 
professions (and not others) to be registered under this model, is that it can create 
circumstances where a registered practitioner could be subject to health, conduct or 
performance action for the same act an unregistered practitioner may not (eg for 
unprofessional conduct or unsatisfactory professional performance by a practitioner).  
 
In 2011, the Australian Health Ministers Advisory Council (AHMAC) consulted nationally at 
the request of Australian Health Ministers on options for dealing with unregistered health 
practitioners. The options paper is available from the AHMAC website: 
http://www.ahmac.gov.au/site/home.aspx (in ‘related links’ section).  The New South Wales 
(NSW) model of strengthening health complaints mechanisms through a statutory code of 
conduct for unregistered professions is featured in the paper.  It is a model that appears 
similar to reverse registration identified in an appendix to the HPCA discussion paper and 
may be of interest to New Zealand.  The outcome of the AHMAC consultation has not yet 
been published.  However, the NSW model of ‘negative licensing’ appears to provide a 
balanced approach as it protects the public through the establishment of a scheme targeted 
at the small numbers of unregistered health practitioners who practice in an inappropriate 
manner. The NSW model seems to have established an appropriate, cost-effective solution 
given that it protects the public by providing for matters to be investigated and then 
appropriate responses or action taken under the regulatory framework without imposing 
unnecessary and costly restrictions on most providers of health related services.   
 
In conclusion, we appreciate the opportunity to make a contribution to the Review to inform 
the considerations of the New Zealand government.  It is noted that all submissions will be 
acknowledged by the Ministry of Health and a summary of submissions will be sent to all 
who request a copy. AHPRA would like to request a summary to share with the National 

http://www.ahmac.gov.au/site/home.aspx�
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Boards.  We note the summary will include the names of all those who made a submission, 
unless individuals request that their names not be published.  
 
If you require any further information, please contact Chris Robertson, Director National Board 
Services AHPRA via email chris.robertson@ahpra.gov.au. 

Yours sincerely 

 
 
 

Martin Fletcher                 Stephen Marty 
Chief Executive Officer    Chair, Forum of National Board Chairs 
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1 BACKGROUND 

1.1 The Association of Salaried Medical Specialists (the Association) represents salaried senior 

doctors and dentists.  The Association was formed in 1989 to advocate and promote the 

common industrial and professional interests of our members.  The Association has more 

than 3,800 members, the majority of whom are employed by District Health Boards (DHBs) 

as medical and dental specialists such as psychiatrists, anaesthetists, surgeons, oncologists 

and paediatricians.  About 90% of senior doctors and dentists employed in public hospitals 

and other services provided by DHBs are members of the Association.  While most of our 

members work in secondary and tertiary care (either as specialists or as non-vocationally 

registered doctors or dentists) in the public sector, a number work in primary care and 

outside DHBs.  We have members at hospices, community trusts, Iwi health authorities, 

union health centres, the New Zealand Family Planning Association and the New Zealand 

Blood Service. 

1.2 The Association works for better health care in New Zealand, and for recognition of the 

expertise and professional voice of our members.  The Association is committed to a high 

quality public health system. 

1.3 The Associations main experience of the HPCAA has been of the Medical Council and to a 

lesser extent the Dental Council 

2 REVIEWS OF THE HPCA ACT 

2.1 There have now been two formal attempts by the government to review and by implication 

change the HPCA Act.  Two previous rounds of consultation (the 2007-2009 operational 

review of the HPCAA and consultation on a paper in 2010 “How do we determine if statutory 

regulation is the most appropriate way to regulate health professions?), appear not to have 

delivered the results that were required by government.  The relatively minor changes that 

resulted from the operational review have been awaiting introduction into parliament for 

some time and are now planned to be sent to the Health Select Committee this year. 

2.2 The HPCAA was intended to protect the public by maintaining standards. 

2.3 The statute is outside of the direct control of the government. Any change to the HPCAA 

must maintain the independence of the responsible authorities and the primacy of the aim of 

protecting the public. 

2.4 Adding an additional requirement to the Act which requires the responsible authorities to be 

cognisant of workforce needs will, over time, dilute their public safety focus. 

2.5 There are two ways that a body whose mechanism for protecting public safety is the 

registration of individual practitioners can help to meet workforce needs.  One is by being 

very efficient and welcoming to those that meet standards and the other is by lowering 

standards. 

2.6 There will be no one in the sector that is not in favour of greater efficiency.  Improved 

efficiency however is not achievable through statutory fiat. 

2.7 The other possibility is the lowering of standards.  The Association would be very concerned  

if the outcome of the review was to lower standards  
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3 ENSURING PUBLIC SAFETY 

3.1 Employer credentialing will not fulfil and cannot fulfil the role of ensuring public safety over 

the sector because many health practitioners under the Act are not employees. 

3.2 Even for employees the process would not fulfil the function of regulation under the Act. 

3.3 The word credentialing is used in two ways that are not synonymous.  One is a, at most 

annual, process where a service (usually in our experience in a public hospital) is examined 

by a mix of practitioners from outside the service as to the functions that the service can 

perform with its existing staff and facilities. 

3.4 The other is a looser use pertaining to the checking of the credentials of an individual 

practitioner.  This should be done before appointment by an employer but is heavily 

dependent on a body with the relevant expertise (such as the Medical Council branch 

advisory bodies) checking suitability for registration. 

3.5 Health and Disability Commissioner cases have illustrated that employers can not 

necessarily be relied on to do the things that lie currently within their responsibility such as 

the checking of the references of health professionals.  There is no reason to think that they 

would be able to fulfil a function that is well beyond their levels of expertise. 

4 HPCAA AND EXPANDING THE NUMBER OF REGULATORY 

AUTHORITIES 

4.1 Certain tensions are intrinsic to the way the HPCAA was originally constructed. 

4.2 The driving logic behind the HPCAA was to apply the principles that lay behind the Medical 

Practitioners Act 1995 to the other health professions partly because things like the issuing 

of practicing certificates annually to ensure that a practitioner had maintained their 

competence were seen to be a good idea and less explicitly, to put the other professions on 

the same footing as doctors. 

4.3 Though the ‘evidence base of medicine is far from perfect the HPCAA has extended well 

beyond evidence based professions and it is (and was) entirely predictable that regulation 

under the HPCAA would be seen as the marker of a fully developed profession and 

therefore many small groups would seek to be regulated under the Act 

4.4 There are several solutions to the ensuing problem of professions so small that they are 

unable to support the infra-structure of maintaining their own regulatory authority. 

4.5 One is the second tier licensing regimen suggested by the New Zealand Medical Association 

(among others) and one is a shared infra-structure or a joint Council for the smaller 

professions as is in place in the United Kingdom. 

4.6 The Association has no view at present as to how the problem should be solved other than 

to say that it is intrinsic to having overarching legislation covering all health professions. 

4.7 Whatever the solution it should not be at the expense of maintaining the expertise and 

improving the efficiency of the current responsible authorities 
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5 THE MEDICAL COUNCIL 

5.1 Any organisation representing doctors in New Zealand will have a very high proportion of 

international medical graduates.  The Association is no exception. 

5.2 Though many of our members have been in New Zealand for many decades some of their 

more searing experiences with the process of getting registered remain fresh in their minds 

though they occurred under a different Medical Council under different processes and 

sometimes even before the current Act.  It is easy to be misled into thinking that the process 

is in dire need of reform. 

5.3 However it is the Association’s view that the Medical Council processes for registration have 

improved and compare well with processes that our members have endured in other 

jurisdictions.  The problems we currently perceive with the Medical Council are: 

 A tendency to attempt to placate the demands of outside individuals or 

organisations such as the repeated attempts to make practice visits compulsory on 

the whole profession or placing a positive spin on unfavourable workforce data 

 A failure to realise that their role as both judge and investigator requires precise, fair 

and consistently used terminology and processes. 

 A tendency to stray too far into employment matters. 

 A real problem with achieving rapid registration of some doctors some elements of 

which may be essentially insoluble because of the relative scarcity of the 

appropriate medical expertise in New Zealand  required to audit overseas 

qualifications and experience 

5.4 The proposals in the review, do not offer the prospect of improving these shortcomings.  A 

joint secretariat, amalgamation of authorities, expanding duties to maintaining the workforce 

and the provision of workforce data and increased attention from the government will make 

all these problems worse. 

5.5 The Association has no view over the way consumers are represented on the Council.  The 

present lay appointees appear to work well.  Equally the system of a developed and well-

resourced consumer’s organisation appears to work well in Australia.  We however would 

seek to avoid the representation of single issue advocates to the Councils.  A well-resourced 

consumer organisation has been discussed several times in this context but appears to have 

been ruled out on each occasion probably on the grounds of cost. 

5.6 The issue of the appointment of members elected by the profession to the Medical Council 

was of considerable importance to the Association and we would expect that this would 

continue. 

5.7 The implicit criticisms made of the Medical Council (and other responsible authorities) in the 

review document are that they cost too much.  This has been of concern to the government 

because DHBs have agreed over many years to reimburse many of the costs that the 

responsible authorities levy off health practitioners.  This includes provisions in the ASMS 

DHB Multi-Employer Collective Agreement (The MECA) negotiated by the Association to 

cover the terms and conditions of senior doctors.  There are several issues : 

 This is part of our members’ terms and conditions freely negotiated and freely 

agreed between DHBs and the Association. 
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 The analysis that was done when this was mooted as a problem recently suggests 

that the amount saved by amalgamations either of secretariats or Councils would 

be minimal. 

5.8 The government has required the authorities to amalgamate their secretariats by June 2013 

to increase efficiencies.  We doubt that this will save much while risking the dilution of 

expertise. 

6 THE DENTAL COUNCIL 

6.1 Because we have a very much smaller group of members who are dentists our experience 

with the Dental Council has been more limited. 

6.2 However the reports we have received are that the Council has problems because it 

represents the members of several professions.  It therefore represents important evidence 

of the difficulties of amalgamated Councils 

7 HEALTH WORKFORCE DATA 

7.1 One of the proposals in the review document is that the Act be changed to require the 

responsible authorities to provide workforce data. 

7.2 The Medical Council already provides two forms of data.  Data from their registration data 

base and data from the annual workforce survey. 

7.3 Because of its registration function doctors asked for data by the Medical Council would feel 

constrained to supply it.  It would be of concern to the Association if personal data supplied for 

this purpose was used for another purpose.  This would be particularly concerning if 

individuals could be identified which with small specialities in a small country would often be 

quite easy. 

7.4 Collection of health workforce data is a key function of Health Workforce New Zealand and 

was the major item in their first work plan.  A large part of the health workforce is not 

regulated and much of the information is or should be held by DHBs. 

7.5 There needs to be careful consideration by HWNZ, the responsible authorities and DHBs to 

coordinate the efficient collection of data without unnecessary duplication. 

8 TEAM WORK AND WORKFORCE FLEXIBILITY 

8.1 The HPCAA is regarded in some quarters as a barrier to workforce innovations.  The review 

asks for comment on common standards for professions and on workforce flexibility 

8.2 There is no doubt that much health care is delivered in a team context.  Our members work 

in multi-disciplinary teams and there is some suggestion that the isolated health professional 

is most likely to be at risk of both burnout and anomalous practice.  In addition integration 

between secondary and primary care through agreed care pathways is  developing at a fast 

pace in many areas 

8.3 However the really effective team depends on individuals with a clear sense of their own 

professional skills that complement without exactly duplicating the skills of other 

professionals.  Team members do not always know each other, particularly teams integrated 

over distance.  However they will know what to expect of the professional exercising the 

role. 
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8.4 Health Professions have developed over time with different trajectories and different skill 

sets.  It would easy but erroneous to assume that a flexible generic health worker would be 

more efficient to train and easier to place.  The closest fit to such a multi-use professional 

with skills focused on the diagnostic is the vocationally registered GP.  There are multiple 

issues around both their training and retention and despite the longing for a generic quick fix 

evident in the paper no real way around the breadth and depth of the training required 

8.5 A practitioner must be grounded in their own profession and scope of practice and be able to 

confidently interact from a basis of a secure knowledge of what other professions know and 

can do.  Paradoxically system wide flexibility may be dependent on the solid, known 

competencies of the individual practitioner. 

9 PASTORAL CARE 

9.1 The paper is not clear as to what is meant by this.  The Association has had dealings on 

numerous occasions with the Health Committee of the Medical Council.  Association 

members have almost invariably had very positive experiences of the system of voluntary 

undertakings used by the Committee. 

9.2 Occasionally members have had qualms about voluntarily going to the Medical Council with 

a health issue but we have been able to reassure them with the good track record of the 

committee as to confidentiality. 

10   OTHER ISSUES 

10.1 The HPCAA requires the mandatory reporting of health professionals by other health 

professionals if they are believed to be unable to perform their required functions because of 

a mental or physical condition.  Prior to the passage of the HPCA bill into law there was 

considerable discussion of mandatory reporting of competence issues.  In the end it was 

decided that this type of reporting would be neither necessary nor useful.  Should this issue 

arise as part of the consultation the Association would again oppose  mandatory reporting as 

both unnecessary and counterproductive 

10.2 The discussion document (p5) has veiled references to a disconnect between the way the 

‘health sector’ is trying to develop the health and disability workforce and the trajectory being 

followed by the responsible authorities.  It would be useful if this was more explicit.   

10.3 Similarly puzzling are references to the use of broad scopes of practice to support workforce 

flexibility.  This needs explanation 

10.4 The time for initial submissions does not accommodate the nature of the sector which is 

composed of a large number of health practitioners who are potentially impacted but who 

are organised loosely and will not easily realise the possible impact of changes within the 

time frame. 



 

 



 

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: 

Allow for greater overlap between scopes of practice and encourage RAs to set 
scopes as permissively as possible. 
In fact do we actually need scopes of practice? If we do then can the HPCA Act 
make it a requirement for RAs to work collaboratively? 

 

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

Comment: 

Increase the flexibility in scopes of practice by broadening them to ensure 
practitioners can practice at the top of their range. 
As an example in nursing, the scope of practice is only the same as another 
RN on the day registration was gained. In the years that follow due to 
experience, learning etc the “scope” is different. The underpinning knowledge 
is the same but that is inherent in the qualification.  

 

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

 No 

 Not sure 

Comment: 

Require RAs & HWNZ to encourage education in these areas. Include as 
competency in undergraduate education programmes and in post graduate 
evidence of professional development. 

 

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: 

These aspects are common to all professions and could be developed once for 
all professions. 
 

 

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

 Yes 

X No 

 Not sure 

Comment: 

The scopes could be more broad and more information could be provided on 
RA websites (If indeed scopes are necessary in the first place) 

 

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: 

Through specific services available on referral from RAs. These could be 
provided as a single service for a whole group of RAs. However the service 
remains separate from the RA. 
 

 

Consumer focus 

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

 Yes 

X No 

 Not sure 

Comment: 

There could be improvements. 
For example requiring RAs to take into account wider aspects of protecting the 
public in terms of their decisions. 
Increasing consumer involvement in decision making. 

 

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 

X No 

 Not sure 

Comment: 

More information should be provided on the process of investigations, set 
timeframes and publication of outcomes. Timeliness is very much lacking in 
current RA investigation and decision making processes. This has a flow on 
effect to de-stabilise services which goes against the RA responsibility to 
protect the public. 
Also to make clear that organisational management processes should run 
concurrently and the RAs need to keep in contact better with organisations 
during such processes. 

 

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

x No 

 Not sure 

Comment: 

The number of lay people on RA boards needs to be increased. There would 
also be benefit in reserving places for sector experts and or provider 
representatives. Cross professional representation may bring benefit as 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? 

X Yes 

 No 

 Not sure 

Comment: 

It may be more efficient for this to be done in a combined fashion rather than 
each RA holding forums as many of the issues raised may be similar. This 
would also give a better impression of team work at the RA level. 

 

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 

x No 

 Not sure 

Comment: 

The legislation apparently does not provide for RAs to immediately remove the 
practicing certificate of practitioners. This needs to be an option available. 
The RAs also need to take into account the wider effects of their decisions in 
terms of restricting or preventing access to services for people. 

 

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

 Yes 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 7 

x No 

 Not sure 

Comment: 

The HPCA needs to remain the central way in which the public is protected. 
This provides for standardisation of approach which would be impossible under 
a system with greater employer input. The employer and regulator systems 
must work together but one cannot replace the other. Basically the HPCA Act 
needs to provide the standard & guidance. 

 

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: 

Refocus RAs on protecting the public to have due regard to not just the 
individual but to groups and wider consideration of service delivery for people. 
This is why the RAs should not contemplate the pastoral concept. 

 

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: 

Wider participation on RAs would bring more balance in this regard. 
 

 

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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Competency review processes should be robust enough to have outcomes 
unrelated to whether a practitioner is in solo or group practice. 
For the RA to make peer review compulsory by accredited peer reviewers  

 

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: 

Competency review processes should be robust enough to have outcomes 
unrelated to the practice setting. 

 

Cost effectiveness focus 

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

Comment: 

This is an essential requirement of RA decision making processes.  
For instance streamlining the process for analysing the qualifications and 
experience of overseas trained professionals. Set a maximum timeframe for 
completing this. 
Ensure any changes that will drive cost for consumers or providers are 
consulted on prior to decision making. 
 

 

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

x Yes 

 No 

 Not sure 

Comment: 
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Parliament should be able to provide some degree of direction for 
implementing the requirements of 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? 

 Yes 

 No 

X Not sure 

Comment: 

Probably making this clearer in the Act. Working with Parliament in respect of # 
18 would assist this. 

 

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

X Yes 

 No 

 Not sure 

Comment: 

Would not like to see a reduction in the powers within the Act. 

 

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

X Yes 

 No 

 Not sure 

Comment: 
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Through sharing services and through standardisation of aspects of regulation 
that are common to all professions. 
 

 

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

X Yes 

 No 

 Not sure 

Comment: 

Ensuring the “relevant” is a wide definition. 
 

 

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

X Yes 

 No 

 Not sure 

Comment: 

Combine the smaller RAs or require them to link to larger RAs and share 
resources. 
 

 

24. What is the ideal size of RA boards? 

Comment: 

9 people. 3 professionals, 3 lay people, 3 experts including provider 
representatives. 
The experts to include people with skills in governance, mentoring, coaching 
etc. 

 

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

Increase responsiveness to issues raised. Require response times and 
reporting on progress. 
Increase protection from litigation for people raising issues. 
Require a minimum standard in checking for ongoing competence. 
Increase transparency of information available for employers and the public. 
The 2007-09 review principles are a very useful tool. 
Take heed of recommendations made in the “Good Doctor” 
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Submission to the Ministry of Health by the Public Service Association: Te Pūkenga 
Here Tikanga Mahi  

26 October 2012 

Introduction 

This submission is on 
behalf of … 

The New Zealand Public Service Association Te Pūkenga Here Tikanga Mahi (the PSA) 
is the largest trade union in New Zealand with over 58,000 members.  We are a 
democratic organisation representing members in the public service, the wider state 
sector (the district health boards, crown research institutes and other crown entities, 
state owned enterprises, local government, tertiary education institutions and non-
governmental organisations working in the health, social services and community 
sectors. 

We have approximately 16,000 members working in the district health boards 
including many who work as mental and public health nurses, technicians and allied 
health professionals, all of whom have a direct interest in the Health Practitioners’ 
Competence Assurance Act (HPCA Act) regime. The PSA also has around 4,700 
members working in community and voluntary organisations, most of whom are 
employed in disability and mental health services. 

We have a number of occupational groups who, while not currently registered under 
the Act, may well have an interest in the future. This includes some technical and 
allied health groups, but also groups like disability and mental health support 
workers. 

 
 

PSA submission 

 
 
 
 

 
 
 
 
 
 

Overview 
The principal purpose of the HPCA Act 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” and it is this 
purpose that all suggested changes should be judged against.  The PSA accepts that 
the Act interacts with other legislation and other systems, such as workforce issues, 
but those other considerations should not drive change for the HPCA Act. 
 
The PSA believes that the Act is generally working well in achieving its purpose and 



4 
 

There is no need to 
change the purpose 
of the Act 
 
 
 
 
 
 
 
 
 
 
Workforce issues lie 
outside the scope of 
the Act 
 
 
 
 
 
 
 
 
Workforce flexibility 
could undermine 
patient safety 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

we are reluctant to countenance any significant change at this time. There is certainly 
no need to change the purpose of the Act.  
 
The main theme that comes through the discussion document is about cost and 
doing more with less. The PSA has no difficulty with improving the efficiency of public 
services but not at any cost. In this case the cost could be the safety of patients.  
 
However, there are some issues raised by the review that we seek to address in this 
submission, based around the headings in the discussion document. 
 
Future Focus 
The PSA believes that the purpose of the HPCA Act is appropriate and that workforce 
issues should be managed through the appropriate Health Workforce New Zealand 
forums and processes. Asking how the Act can be “used to promote a more flexible 
workforce” is the wrong question.  It possible that a broad review about how the 
workforce could be better prepared for emerging challenges faced by the health 
system could identify some issues with our model of health practitioner regulation, 
but a review of the HPCA on its own is not the place to deal with these workforce 
issues. 
 
We also question the assumptions around workforce ‘flexibility’. This is a concept 
that could undermine public safety. For example, we agree that multi-disciplinary 
teams are important but their strength lies in bringing together the different 
perspectives and approaches of the different professions.  Flexibility through, for 
example, the creation of a single service scope of practice could mean that that 
strength is undervalued and undermined. There are also risks of health professionals 
being asked to work outside their scope of practice in the name of flexibility. 
 
Similarly, while responsible authorities (RAs) have a role in ensuring that pre-service 
training is of a sufficient standard, it is not the place of the Act to “promote 
education and training that has a wider focus”. Again a wider review of the education 
and training of health professionals might through up some issues for the HPCA Act 
but that is a discussion that should take place elsewhere first. 
 
However, we do support having the responsible authorities working more closely 
together and it is very likely through that process (rather than legislative change) that 
professions could work through any issues that properly belong under the auspices of 
this legislation. 
 
In the last review of the Act we asked some questions about the scopes of practice, 
such as how they can affect the relationship between regulated and non-regulated 
occupations. The example we used was that of enrolled nurses who were not 
allowed to work in acute settings, including acute mental health settings. However, 
non-registered psychiatric assistants could work in acute settings because they do 
not have a similar constraint. The principles for developing or reviewing scopes of 
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Pastoral care should 
not be the 
responsibility of the 
RAs 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The role of lay 
people and 
consumers should 
not be confused 
 
 
 
 
 
The HPCA and 
employers play a 
complementary role 
in public safety 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
No legislative 

practice suggested by that review would address most of our concerns. 
 
We do not think that RAs should have a mandated role in the pastoral care of health 
professionals. Pastoral care should not be the role of responsible authorities as it 
would create role confusion (the authority that registers and disciplines professionals 
is not best placed to provide pastoral care).  There are also others that have a role in 
pastoral care, particularly employers who through their performance management 
systems should pick up issues that may need addressing and should also provide 
support to health professionals to overcome those issues. There may also be a role 
for some new kind of organisation to assist, particularly for health professionals who 
are self-employed. 
 
Consumer Focus 
Our members believe that, in general terms, the Act has made a helpful contribution 
to protecting the health and safety of the public. Members report that there is a 
greater awareness and conversation about professional standards and policies and a 
maturing of the overall approach to the legislation. There are other mechanisms that 
also play a significant role in ensuring public safety.   
 
The PSA does not have a strong view on the level of representation of lay people on 
the RAs but we note that the skills and mandate of lay people are different from 
those of ‘consumers’. As a consequence there may be some value in establishing a 
consumer forum to enable the public to communicate with RAs, rather than changing 
the representation of lay people on the authorities. 
 
Safety Focus 
Employers occupy a pivotal place in ensuring the safety of the public. They have 
obligations under other legislation such as the Health and Safety in Employment Act, 
which reinforce the workings of the HPCA Act. The roles of employers and the 
responsible authorities are essentially complementary. The HPCA Act sets a 
framework above and between employers through the setting professional 
standards, establishing competence to practice and having the ability to censure, 
suspend or remove health professionals from practice.  Employers can set more 
specific or higher level standards through credentialing and through their 
employment systems can monitor performance, provide pastoral care and support, 
and discipline staff. 
 
We think that the system is likely to work best when there is synergy between the 
processes of employers and the responsible authorities. This is also an issue in terms 
of the burden on health professionals who have to work through processes for 
demonstrating competence – there needs to be alignment between employer 
processes and RA processes to minimise that burden. 
 
We don’t see that any improvement in the system requires legislative change. It is 
more a case of encouraging best practice by both employers and responsible 
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change is required 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
We agree that RAs 
should not place 
unnecessary burdens 
on professions 
 
 
 

authorities. 
 
The match between level of risk and level of regulation could be improved by 
enabling some other groups to be regulated. We are aware of suggestions that some 
groups may need less stringent levels of regulation because of the lower level of risk 
associated with the practice of those professions, but this idea needs to be well 
thought through. It would be unwise to lower the standards for any currently 
registered professions and for some groups there may be more value in the short 
term from investing more in training, before moving on to some form of regulation. 
 
 
Cost effectiveness focus 
While we have no objection to cost effectiveness, it should not drive the function of 
responsible authorities or the Act. 
 
Having said that, responsible authorities need to pitch their requirements for 
ongoing competence so that there is a good balance between protecting the public 
and not place unnecessary burdens in terms of time and cost on health professionals 
and their employers. We do not think that this requires legislative change but 
responsible authorities need to ensure that they are well connected to their 
professions and also to employers. 
 
We have no view as the number or organisation of responsible authorities. 
 
 
 

 
 For further information about this submission contact 

Glenn Barclay  
E:  glenn.barclay@psa.org.nz 
T:  04 816 5032 
M:  027 295 5110 
www.psa.org.nz 
 

 

 

 

 

http://www.psa.org.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
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): AUT University  

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: 

Audits of the competencies for registration for the multiple RAs, and methods 
of evaluating continuing competence to practice. One common RA for the 
regulated health professions may be one model for establishing the conditions 
for improving practitioner competence in integrated care. 
This may allow for better integration of services between members of an 
interdisciplinary team. Having a condition that requires practitioners to 
understand the role and function or other disciplines and to understand and 
work in a collaborative and interprofessional manner will enhance the 
integration of 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: 

Enable the establishment of competencies for advanced practitioners in 
occupational therapy and each of the regulated health professions, as with the 
independent nurse practitioner role. Occupational therapy advanced 
practitioners could, for example, practice at primary and secondary health 
levels in the community screening people who might, due to functional or 
participation limitations, require acute hospital or aged care admission. 
Advanced occupational therapy practitioners would require up skilling to enable 
them to; independently assess and ‘prescribe’ preventative or rehabilitation 
programmes to promote people’s safe and productive living; take responsibility 
as the case manager for this client group to facilitate healthy living and 
participation in life thereby reducing the need to some people to see their 
general practitioner unless necessary and need for more acute care. 

 



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: 

Define and require minimum educational expectations and competencies for 
practice as members of interdisciplinary teams. 
Health practitioners’ effective communication skills are best judged by the 
recipients of health care. Minimum requirements for periodic, independent 
quality monitoring processes may be one mechanism. A recent literature 
review indicated that tools which enable clients to report their experiences of 
the processes of care are more effective than measurements of client 
satisfaction. Examples are tools for reporting experiences of care provided, the 
client-centredness of care received and the experience of being a patient. 
The Act could promote common learning including: collaborative practice, 
communication, teamwork and cultural safety (last point has not yet been 
mentioned). Cultural competency could be supported through online courses 
such as Mauri Ora: http://www.mauriora.co.nz/web/index.php/courses/courses-
list/62-foundation-course-in-cultural-competency or 
CALD: http://www.caldresources.org.nz/info/Home.php  

 

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 ethics for the different regulated professions are all based on the 
same ethics theories (predominantly deontology) and ethics principles. The 
establishment of a common code of ethics is desirable. This may enable 
economies of scale for running pre-entry and post-professional entry courses 
and workshops on ethical analysis of everyday practice situations and sound 
ethical reasoning. As with single profession codes of ethics, a common code of 
ethics will only be as good as the professionals’ abilities to interpret the 
principles in the particular contexts of practice. 
A joint code of conduct would be beneficial for practitioners, employers and for 
consumers of health care services. With respect to common learning – the 
United Nations is calling for all health care professions to recognise and take 
action to address the social determinants of 
health: http://www.who.int/social_determinants/en/. It is recommended that 
interdisciplinary learning in this area is adopted within the HPCA. 

 

http://www.mauriora.co.nz/web/index.php/courses/courses-list/62-foundation-course-in-cultural-competency
http://www.mauriora.co.nz/web/index.php/courses/courses-list/62-foundation-course-in-cultural-competency
http://www.caldresources.org.nz/info/Home.php
http://www.who.int/social_determinants/en/
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5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

RA’s have mandated roles related to judging fitness to practice. Research 
suggests relatively high levels of professional burnout exist, potentially 
compromising public safety. While the RAs may not be providers of pastoral 
care, they could have a mandatory requirement to ensure practitioners seek 
and receive appropriate pastoral care as indicated in compromised 
competence to practice safely. 
While the concept of pastoral care is warranted, it needs to be clearly 
delineated that this is in relation to the actions of the RA, for example, walking 
alongside a practitioner during the complaints process, which is believed that 
OTBNZ does. General stress and burnout management should not be under 
HPCA regulation but rather the HSE 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: 
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The HPCAA is founded on promoting public safety and principles of 
transparency and public empowerment to complain when reasonable 
expectations are not met, yet the balance of power of information still rests with 
the professionals. New ways of informing consumer expectations for care and 
ease of complaint mechanisms. One model may be Consumer NZs electronic 
and print magazines reporting consumer concerns, and advising consumer 
rights in everyday as well as exceptional encounters between providers and 
consumers. 
It is recommended that there is consistency between the RAs as to which 
information is released to the public regarding RA decisions when complaints 
have been resolved. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Information is readily accessible by practitioners; it is less evident that the 
general public make good use of the information available. The model provided 
by Consumer NZ puts consumer concerns and advice on rights in the public 
domain in a user-friendly way. 
The OTBNZ website provides clear information for occupational therapy 
practitioners and the public on the complaints process. It is not clear how well 
this is accessed by the general public. 
It is recommended that W3C guidelines: http://www.w3.org/TR/WCAG20/ be 
followed for accessibility of webpages for RAs as well as the HDC. It is 
recommended on the HDC website that it is clear that complaints can be taken 
over the phone, as complaints only completed in writing can disadvantage 
some groups. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

http://www.w3.org/TR/WCAG20/
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RA boards may be dominated by health professionals which potentially limits 
the consumer voice on the boards. A 50/50 representation may enable a more 
effective consumer voice. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

This sounds like a good idea. It also appears that there is evidence to support 
the involvement of consumers in the development of research agendas: Oliver, 
S., Clarke-Jones, L., Rees, R., Milne, R., Buchanan, P., Gabbay, J., Gyte, G., 
Oakley, A. and Stein, K. (2004) Involving consumers in research and 
development agenda setting for the NHS: Developing an evidence-based 
approach. Tonbridge Wells, UK, Gray Publishing on behalf of NCCHTA., 
154pp. 

 

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: 

It is not considered necessary to have students registered as part of HPCA. It 
is considered that they would have sufficient monitoring by registered clinicians 
when on placement working with consumers. In Australia students of registered 
health professional programmes require student registration; this could be an 
option to explore. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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This needs to be approached cautiously, as many health care providers work 
autonomously as well as in sole practice contexts. 
 

 

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

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

Comment: 
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Research has demonstrated that checklists in the fields of hospital care and 
surgery are effective in reducing errors in practice. 

 

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

 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: 

We are not aware that the RA’s take this into consideration, if they do this is 
not transparent. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Defining the terms runs the risk of leaving some dimensions out. It is 
recommended that the notions are interpreted within the particular practice 
contexts. Principles could still be articulated to ensure broad interpretations of 
harm, such as cultural offence, can be included. 
While this would be difficult to do because of its complexity and hard to 
measure in some instances, this might provide some clarity for both the public, 
practitioners and the RA’s 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 
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The notion of a share secretariat has just been implemented so it will be 
important to monitor the impact of this. There is potential for the RA’s to work 
more closely together to share ideas and developments and work more 
cohesively this would support the competency of collobrative practice and 
enable shared learning about complex issues to take place. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Yes with professional associations, employers and education rpgrammes. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Functions are common across the RAs. Moving to common guiding documents 
such as a common code of ethics, and common methods for measuring 
continuing competence would support establishment of a single, or fewer, RA. 
Such a move would likely enable the enhancement of the skill-set of fewer 
people on the RA 
This is also dependent on the decisions that the RAs are making – are they 
making decisions that are discipline specific? 

 

24. What is the ideal size of RA boards? 

Comment: 

8-10 members 
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25. Are there other issues you would like to raise? 

Comment: 

Thank you for the opportunity to comment 

 



 

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

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

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

The closing date for submissions is Friday 26 October 2012. 

 

mailto:info@healthworkforce.govt.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: 

The current Act already provides for health professional regulation with the 
ultimate outcome of ensuring patient safety. The Act does not require any 
major changes. 

 

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

Comment: 

The Health workforce in NZ needs to be maintained at the highest level it 
currently is. Within areas for example midwifery & nursing the HPCA Act and 
its regulatory processes are highly regarded worldwide.  Whatever changes are 
proposed it is vital we do not deregulate the health professionals in NZ. We 
know from current evidence that highly skilled professionals are required.  
It is not possible to generalise health services and have a one size fits all 
model.   
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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 HPCA Act is working well. Health professionals already work well in teams 
and liaise/communicate with each other. A wider focus leads to a broader focus 
and a loss of specialty knowledge and specific understanding. Although one 
can always improve communication processes this is not a reason to make 
major changes to the Act. 
 

 

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

 Yes 

√  No 

 Not sure 

Comment: 

This is already achieved within the current Act. It is important to keep the 
professions separate with their own regulatory authorities.  

 

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: 

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

 Yes 

√  No 

 Not sure 

Comment: 

Pastoral care is the role of the professional body not the regulatory body. The 
Act is about ensuring public safety first and foremost. 

 

Consumer focus 

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

√  Yes 

 No 

 Not sure 

Comment: 

      

 

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

√  Yes 

 No 

 Not sure 

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

√  Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

√  No 

 Not sure 

Comment: 

If this was to be introduced it is important it is not at the expense of losing 
consumer input on the regulatory bodies.   
It is important to maintain the positions of two lay members on each of the 
RA’s. Each of these consumers should be nominated by a consumer group so 
they are representing a wider view than their own personal stance. 

 

Safety focus 

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

√  Yes 

 No 

 Not sure 

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

 Yes 

√  No 

 Not sure 

Comment: 

      

 

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

Comment: 

NZ already has a quality system in place. Please do not make unnecessary 
changes.  

 

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: 

Most practitioners in sole practice work within a wider group or are linked to 
others within their profession. This is an area that can be discussed with 
professions, through standards review processes, audit etc 

 

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: 

It is my understanding that most of the regulatory authorities especially the 
smaller ones are well versed in managing the costs and take very seriously the 
decisions made and are in fact cost effective.  
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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 

Comment: 
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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: 

My experience with a particular regularity authority is they already consult 
widely with stakeholders. 

 

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

 Yes 

√  No 

 Not sure 

Comment: 

Leave well alone when it is working well. 
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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: 

 

 



 

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) 

Barbara Holland 

Address: (street/box number) 17 Weenink Rd 

 (town/city) Greymouth 7805 

Email: fedwhc@xtra.co.nz 

Organisation (if applicable): Federation of Women’s Health Councils Aotearoa 

Position (if applicable): Co-Convenor 

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

 an individual (not on behalf of an organisation) 

√  on behalf of a group or organisation(s) 

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

√  Consumer  Family/whānau 

 Academic/research  Māori 

 Pacific  District health board 

 Education/training  Local government 

 Provider  Funder 

√  Non-government organisation  Prevention/promotion 

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

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

√  Yes 

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

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

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

 

Questions  
Future focus 

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

Comment: 

The Federation of Women’s Health Councils (FWHC) understands the HPCA 
Act to be enabling legislation. Therefore, it should not prevent RAs from 
working together, and in conjunction with HWNZ and other stakeholders, to 
develop and/or contribute solutions from their regulatory perspective[s] to 
enable/facilitate integration of services that are provided by the relevant 
qualified and competent workforce[s] to ensure the requisite standards are 
maintained and the public is protected from harm.   
FWHC contends the barriers to better collaboration need to be identified and 
addressed to allow the conjoint discussions and decisions where it is in the 
best interests of patients/ the public, but at the same time preserving the 
autonomy of each RA and the standards and professionalism of their 
respective health professions. 
For example, FWHC would like to see nurse colposcopists and endoscopists 
utilised in NZ. With the former, we expect there would be fewer DNAs with a 
nurse provided service; with the latter, it would help to resolve a workforce 
shortage, especially given the moves to establish a bowel cancer screening 
programme. There would appear to be a win/win with such an expansion of 
roles for nurses, but it requires the cooperation of doctors to ensure the nurses 
are adequately up-skilled and supervised to the extent necessary. So what and 
where are the barriers currently and does there need to be legislative change 
to improve this? 

 

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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Generate more flexibility around scopes of practice, subject to appropriate 
qualifications and competence being met. 

 

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

 Yes 

 No 

√  Not sure 

Comment: 

This is probably more the joint role of the professional bodies and the 
employers. 

 

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: 

We are not convinced the Act prevents the standardisation of codes etc. We 
agree that where there are matters in common across all health professions, 
RAs should be working together; but we are aware there has already been 
considerable sharing of information, templates, expertise etc to reduce 
duplication of effort amongst the RAs over recent years. However, when RAs 
are dealing with matters specific to their professions they must have the right to 
address those matters separately to best meet specific needs. One size does 
not fit all, and from both consumer and health professional perspectives, it 
would be very worrying if this was the objective. 
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5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

 Yes 

 No 

√  Not sure 

Comment: 

Discussion p6 - Comparing scopes of practice – is this a problem, and why is it 
important to compare?  SOPs identify particular proficiencies that attach to a 
HP title.   
Is the balance right for broad SOPs within an RA ambit - Possibly not. 
If the SOPs are too specific then they may have an effect of limiting the 
workforce, particularly for generalist practice. Vocational registration has 
possibly impacted on this to some extent, but on the other hand this has been 
very useful (eg rural nurse or GP practitioners) because it adequately ensures 
that these health practitioners (HPs) are competent to address the range of 
presentations they are likely to face. 

 

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 do to some degree now when an HP is brought to notice regarding 
concerns about their health or declining/errant professional behaviour & the RA 
then activates follow-up action to ensure appropriate strategies are put in place 
to manage this. However, RAs should not be responsible for routine pastoral 
care because this creates a conflict of interest situation.  When an HP has not 
responded to targeted support to improve their practice which has been notified 
to the RA as being of concern, then the RA must retain the power to act 
decisively to protect public/patient safety. 
The professional body has a key role to play in keeping HPs, and subsequently 
their patients, safe from the impact of unreasonable demands and stressors 
arising from their employment situation by proactive teaching/modelling 
behaviour as well as offering active support/professional collegial supervision. 
Employers have a duty to provide a safe and supportive working environment.  
FWHC is aware that this is an area of ongoing tension in many workplace 
environments, especially where cost management is a driving concern 
alongside increasing productivity and pressure to meet government targets. 
Unions also have a role given their involvement in the negotiation and ongoing 
oversight of terms and conditions of employment for their members. 
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Consumer focus 

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

 Yes 

 No 

 Not sure 

 

Comment: 

 

See over page 
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…Keep the public safe 
At a high level, what measures have been set, and analysis undertaken since 
the implementation of HPCA Act, to assess its effectiveness in protecting the 
health and safety of the public? How has HPCA Act impacted/contributed to 
any reduction in harm from poor practice and conduct, as compared with the 
pre-HPCA Act environment? 
However, at a lower level, we do believe that with regard to the regulated 
workforce the Act does significantly help to keep the public safe. We believe 
RAs take their role and responsibilities seriously and this is reflected by the 
volume of generally proactive and constructive activity reported in each RA’s 
Annual Report. Notably, the Medical Council reports the cost of each major 
activity group. We applaud this. 
FWHC is pleased that there are now mechanisms in place that require 
practitioners to participate in activities each year to maintain competence, 
although we note the effectiveness of some of these activities has been 
questioned. 
We understand the RAs have been pleased to have the mechanism to 
undertake more competence and fitness to practise assessments which has 
allowed them to institute rehabilitative actions – in the first instance – to 
address aspects of poor practice and/or health issues. 
We have particularly noted that practitioners practising below the required 
standard are being reported by other practitioners under s34(1), although the 
number are small. 
We have concerns that there appears to be a lack of responsiveness and 
timeliness when concerns about practitioners are referred to RAs, eg from 
HDC. 
In some cases, it appears to have taken a long time for competence reviews to 
be undertaken, and meantime the practitioner continues practising, and 
causing further harm. 
While processes must observe principles of natural justice, in some cases they 
are unwieldy, lengthy, and very costly. 
From the FWHC consumer perspective what is not negotiable is the 
requirement for: 

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

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

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

• Understanding of and respect for the HDC Code of rights, and 
particularly informed consent 

• Appropriate levels of supervision to be instituted and undertaken, with 
transparency around the supervision that is required, for practitioners.  
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Comment:  7 cont’d 

Does the Act involve consumers indecision making and keep the public 
informed – NO 
While consumers have limited opportunities for and involvement in decision-
making. FWHC sees considerable merit in strengthening consumer 
involvement by making appropriate amendments to the Act, eg specific to 
increasing consumer representation at Board level. It also seems a sad 
indictment on RAs if we have to have a legislative requirement before they see 
fit to engage with consumers at other levels. As we see it, there is nothing in 
the HPCAA that prevents this now. 
With regard to determining the right level of qualification, there are risks of 
professional self-interest and limited access to services where levels are set 
too high, but if they are set too low there may be increased access but greater 
risks to the safety of the public. What is the basis for determining and assuring 
in an ongoing way that the levels are right? 

 
 
 

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: 

Is information from RAs readily available? YES. The on-line practitioner 
register is particularly useful to consumers. 
… particularly as it relates to practitioners and the transparency of complaints 
and complaint processes? NO, and this needs to be addressed. When 
members of the public write to RAs they should be kept informed of any 
processes in response to this, and where it is up to, and also get given some 
information about outcome. Conditions on practitioners and tribunal findings 
against doctors should be clear to the public on the RA website. 
…is this information made good use of by the public? NO, due to lack of 
visibility of RAs, understanding about their role and particularly their interface 
with HDC. 

 
 
 
 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 9 

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

 Yes 

√  No 

 Not sure 

Comment: 

NO, there is not currently a good balance. FWHC contends there is a need to 
increase lay representation in total, and ensure that at least some of these lay 
members have the ability, skills and track record to contribute consumer/patient 
perspectives. Our recommendation is to amend the legislation along these 
lines. There is readily available material on what consumer health 
knowledge/skills are needed to guide selection of lay/consumer members on 
Boards. 
The Irish Medical Council of 13 lay members and 12 professional members 
could be a good example to follow, ie there is a more even ratio of lay: 
professional members. We note the NZ Medical Council currently has the most 
lay members and this example should be built on, and increased, across all the 
RAs. There does need to be enough professional members to bring a broad 
range of expertise to the table; however we do note, for example, that not all 
good doctors are good in the role of members of MCNZ. For other RAs a lower 
number of practitioners may 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, but…. 

 No 

 Not sure 

Comment: 

Yes, but in addition to, and not instead of consumers/laypeople on RA Boards. 
Their comments/advice, and the decisions made about that advice, needs to 
be recorded and publicly reported. 
Further comment – the other significant gap in terms of protecting the public 
from harm is with the unregulated workforce that sits outside of the HPCA Act. 
Under section 7, so long as an unqualified person doesn’t claim to be a health 
practitioner s/he can practise along similar lines excepting for certain restricted 
activities. This is too subtle, especially for vulnerable people - those who are 
poor, socially disadvantaged, have English as a  second language – who are 
unwilling or unlikely to complain to HDC or other authorities should things go 
wrong. Suggest section 7 needs to be less subtle and tightened up regarding 
the unregulated workforce. 
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Safety focus 

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

 Yes 

√  No 

 Not sure 

Comment: 
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FWHC is not convinced there is sufficient legislative protection for consumers 
when it comes to the unregulated workforce. 
Inter-sectoral safety focus (p14 consultation doc) – FWHC argues it is not 
simply an appropriate balance between the safety concerns of employers and 
the requirements of government regulation that we must consider.  That is 
merely a matter of activity alignment. A balance involves inclusion of consumer 
interests in the preceding mix as well. 
While the review document is silent on the provisions within the HPCAA ‘to 
encourage effective quality assurance activities in relation to health services 
provided by health practitioners for quality assurance activities’, FWHC is 
aware that 43 organisations, including 12 of the 20 DHBs, currently have 
protected quality assurance activities regulated under the Act. FWHC accepted 
there may be a need for some investigations of sentinel events and ‘near 
misses’ to be protected under these regulations but we cautioned against all 
investigations being done under the ‘veil of secrecy’ that such protection 
provided.  
What we don’t know is how effective the PQAA mechanism has been in 
contributing to the protection of the health and safety of the public under the 
HPCAA. We note the explicit reporting requirements under section 58 but we 
are unaware of these reports being publicly commented on and/or reported via 
mainstream media, assuming the reports have been given to the Minister. 
Therefore we have no idea what problems may have been identified in the 
course of any of these PQAAs, what actions have been taken, what 
recommendations have been made, what monitoring has been undertaken to 
ensure recommendations have been implemented and how they have led to an 
increase in our/the public’s confidence and trust in the health system generally. 
We recommend that in the next discussion round for this review that more 
information and supporting evidence be provided around the efficacy of PQAAs 
in both the public and private sectors. It is too soon to say if these provisions 
have been superseded by the implementation of strengthened incident 
management systems and the increasing move to an ‘open disclosure’ 
environment that is inclusive of patients and/or their families when there have 
been ‘near misses’ or incidents of harm. At this stage, we believe the QAA / 
PQAA provisions within the Act must be retained, with a greater commitment to 
meeting the reporting requirements as specified under section 58. 
We remain puzzled, given these protections and those provided under ACC 
legislation, that our health practitioners believe they are still practising in a most 
litigious environment. No amount of myth busting seems to have persuaded 
some of them to take a different view. 
 

 

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: 

FWHC observes there is not always strong clinical governance within 
organisations. Further, clinical governance boards and processes do not 
always involve consumer representatives.    We note that Whanganui DHB has 
a consumer rep involved in Root Cause Analysis as part of investigation of 
Sentinel Events and believe this exemplar should be universally adopted. 
However we don’t want to weaken/reduce any of the current mechanisms 
provided for within the HPCAA and we are not convinced that employer-based 
risk management systems are always given full effect. We can’t just leave 
management of public safety and protection to RAs. Much more responsibility 
needs to be taken by employers. Eg look at the benefits arising from recent 
medicines management systems reviews within DHBs and the consequent 
reduction in near-misses and averted SAEs. The pilots and/or introduction of 
electronic medicines reconciliation and electronic prescribing and 
administration in some public hospitals are also looking as if they will further 
reduce medication errors.  It is not just about looking at errant practitioners 
within this scenario that improves safety of the patient experience. 

 

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: 

Ensure resources are available to undertake robust auditing of residential care 
facilities. 

 

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

 Yes 

√  No 

 Not sure 

Comment: 
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No, but that may be a good thing. We need to be careful about how we define, 
assess and prioritise risk(s) and harm(s). We don’t think it is acceptable to 
base assessments of risk solely on clinical outcomes at the 
permanent/irreversible end of the harm spectrum 

 

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

Comment: 

Sole practitioners have to be aware of the variety of potential risks, not just 
clinical but also related practice issues, be able to recognise them as they 
arise, and have a plan of action to address them. Must be in a position of 
regular professional contact with peers. 
They still need to be members of their relevant professional organisations and 
relevant local clinical/team networks; to make concrete plans/provide for 
participation in continuing professional development. They must make every 
effort to protect themselves from potential allegations of sexual boundary 
issues. They should have appropriate indemnity insurance in place. 

 

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: 

Maybe, but we definitely don’t want to see a separate database.. Have to look 
at the background cause of the ‘high risk’ first. (Is it because of inappropriate 
behaviour; or practising beyond their level of competence; overworked without 
a break; no time to undertake professional development – can’t afford to, or 
can’t get replacement  locums, etc) 
If a significant number of HPs are identified as being at high risk, and all for the 
same reasons, then consideration should first be given to whether there is a 
system issue that should be discussed with the employer body (eg hospitals, or 
PHOs) and/either the professional body should be notified to consider what 
could be done to mitigate the cause of the problem.  
If an individual HP is considered to be at higher than normal risk then the RA 
should specify the particular area of concern/s, and act to ensure the 
practitioner undertakes a period of formal supervision and/or other specified 
action. 
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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: 

Does the public have a clear idea of what health workforce regulation costs 
and how those costs are paid – via professional fees they are charged and 
taxes they pay? We doubt it. 
We understand that RAs currently have to identify cost apportionment across 
the activity areas, and a case has to be clearly put to practitioners in order to 
raise fee levels. 
We wonder if it would be useful to identify RA costs that attach to specific 
individuals who undergo disciplinary proceedings, rather than just whole of cost 
centre amounts. We know that some errant practitioners continually challenge 
competence and/or disciplinary processes, and determinedly take the RA to 
court. This can incur a huge cost to the RA for one errant practitioner. If the 
costs associated with this activity were identifiable to their fellow colleagues it 
is possible there might be some moderating influence arising from disclosure of 
the associated burden arising that is in fact shouldered by colleagues. 
 

 

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

 Yes 

√  No 

 Not sure 

Comment: 

We don’t think the Act should specify harm/s but some RAs have profiled such 
definitions – and this could be a shared document. However, it is important this 
is not just limited to specifying just clinical harm/s. There are significant harms 
to patients that arise from poor professional relationship/engagement. 
As consumers/patients we would be keen to see the professions take some 
real leadership when it comes to their peers who have a reputation for their 
poor manner of patient contact/being rude to their patients. It is disappointing 
that more often than not a ‘blind eye’ is turned to such behaviour, especially 
when such behaviour is well known to both clinicians and management. For a 
patient to complain about a doctor (or other HP) who is rude and/or abusive it 
is often just too hard/too threatening, but there is no doubt, that in smaller 
communities anyway, HPs who are rude etc are the subject of discussion and 
people will try to avoid them if they are ‘brave’ enough and/or have a choice. 
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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: 

Uncertain. 
 

 

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

 Yes 

 No 

 Not sure 

Comment: 

We do note there are also 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 think the current mix of regulations that impact on the professions and 
employers is a good mix. Some professional activities incur higher risks but 
these are generally additionally contained by always being applied within a 
team environment. There are generally checks and balances in place. High 
risks for patients are perhaps just as likely to arise where factors such as cost-
cutting, time constraints, or sole practice occurs. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Perhaps just continuing to develop shared work/policies/training activities 
wherever possible as is increasingly occurring to date. 
We do not hold a specific view about combining any current RAs without 
seeing a cost/benefit rationale for specific cases that might be proposed. 
However this might be an option for some of the smaller RAs to gain 
administrative efficiencies as these costs are inevitably passed on to the 
professional workforce through their registration fees. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

There’s always room for improvement and some already do this much better 
than others. 

 

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

 Yes 

 No 

√  Not sure 

Comment: 

See 21. 
FWHC would be gravely concerned if combining RAs were undermine the 
quality and safety outcomes for patients/the public in any way. 

 

24. What is the ideal size of RA boards? 

Comment: 

A more relevant question might be: Is the size appropriate to the breadth of 
practitioners covered by the RA in question, and are there yet enough 
lay/consumers on the Board?  We have already identified a need to increase 
lay membership across all RAs. 
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25. Are there other issues you would like to raise? 

Comment: 

 

See next page 
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General Overview Comments: 
1. For consumers generally the HPCAA is a very powerful tool that gives 
assurance that their health and safety is protected when engaging with health 
practitioner services. We have always argued, and continue to do so, that the 
role of consumers within this regime should be further strengthened by 
increasing their representation within RA’s. Further, any attempts to minimise 
their role, and/or their protection by emphasising potential for cost reduction of 
RA activities, or reducing rigour around SOPs, is strongly opposed by FWHC. 
2. We are perplexed by the comment (Intro p1, para 3) “A health practitioner 
can perform activities that are within another scope of practice provided they 
do not hold themselves out to be registered in that profession.” In effect this 
appears to say that some people have to be registered in a specified SOP and 
others don’t.  How would consumers know who is, and who isn’t registered, to 
perform within a particular SOP, if that were the case. Consumers believe and 
trust that whoever the registered health practitioner is who is undertaking a 
particular task is competent and approved to do so. 
3. Intro p2 – Again, we are disappointed to see the discussion about 
‘strengthening consumer protection’ focusing on a list of how consumers can 
take action against poor performance.  While this is pertinent and wide ranging 
in options, it also relies on waiting until something goes wrong and then the 
consumer must fight for a hearing and a remedy.  
The HDC Act is largely reactive. The level of service improvement that arises 
from the complaints process is variable and/or difficult to identify/quantify. 
Responsiveness of RAs to issues about individual health practitioners identified 
by HDC is not always timely. FWHC believes the pendulum has swung too far 
towards systems - it needs to swing back to better address failings of individual 
practitioners in those cases where it has become patently obvious. 
Refer point 1 again for how we see consumers being proactively involved in 
ensuring HP competence (clinically and professionally) from the time of 
registration and their ongoing practice. 
4. FWHC is also concerned at the apparent interpretation of risk, as expressed 
within this document, being more narrowly focused on clinical practice, clinical 
outcomes, and only serious and irreversible harm, and devaluing/dismissing 
non-clinical aspects of health care and/or health service delivery. A survey of 
patient complaints (to DHBs and/or HDC) shows that the greatest number of 
complaints against practitioners identify far more numerous concerns about 
‘how’ an HP interface was provided than ‘what’ in clinical terms. If a practitioner 
is solely focused on provision of clinical expertise without regard to how s/he 
engages with the patient then there is an added risk that the patient will not 
return at all, thus creating an even greater clinical risk for their well-being. Yes, 
we must look at changing health services and workforce requirements to meet 
current shortfalls & future needs, but whatever adaptations are made these 
must not compromise patient safety. 
5. Occupational regulation can also influence remuneration levels due to a 
smaller workforce being available. These costs either increase the cost of 
services to the public or reduce the funding available for services.  
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Comment: Q 25 cont’d 

This is the trade-off required to ensure the public are kept safe from risk of harm 
or serious harm when dealing with regulated occupations. 
6. With regard to the guiding principles of this review, particularly the matter of 
cost-effectiveness, FWHC is adamant that we must not trade off quality for 
quantity when weighing up best value for money and to support workforce 
planning outcomes. 

 
 



 

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. 
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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: 

     Midwives work in an integrated model where community and hospital are 
already striving for a seamless service for women and their families. This has 
been achieved through other mechanisms for example the Primary Maternity 
Notice (2007), the Maternity Quality and Safety Programme and through 
achieving good effective working relationships with other clinicians involved in 
the maternity 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: 

     By allowing the regulatory authorities to define the scopes of practice 
that are required to ensure that clinicians are enabled to have the 
competencies that they require to function efficiently and effectively. 

 

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 

x Not sure 

Comment: 

     There seems to be confusion in this statement around the need for a 
well-educated workforce that demonstrates its on-going competence which is a 
requirement of the Act and good ways of people working together.  
 

 

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: 

     Not within the Act, this depends on good communication between the 
different professions and a willingness to share resources. The Act requires 
professions to develop these tools.  

 

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

 Yes 

 No 

X Not sure 

Comment: 

     The Act allows for the development of scopes of practice which are 
developed by the RA.  

 

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

 Yes 



 

 2012 Review of the Health Practitioners Competence Assurance Act 2003 5 

X No 

 Not sure 

Comment: 

     This is the role of the professional organisation. You cannot be regulator 
and a support person.  

 

Consumer focus 

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

X Yes 

 No 

 Not sure 

Comment: 

     Yes the act is designed to keep the public safe by having the processes 
in place to ensure that health professional have the right education, that they 
can be stopped practising should they pose a risk of serious harm. Consumers 
are members of each RA and can influence the decision making therein.  
Public registers are available to inform the public about clinicians ability to 
practise. 

 

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

X Yes 

 No 

 Not sure 

Comment: 

     The RA publishes its annual report which includes information about 
complaints that are processed under relevant sections of the Act.  
It is hard to gauge if members of the public access this information and to what 
level of detail they want or are entitled to have. While there should be 
transparency this needs to be balanced under the intent of the Act which we 
believe to be about protecting the public through educative and restorative 
processes for clincians.    

 

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

 No 

 Not sure 

Comment: 

     The ratio is approximately 1-3 and that appears to be the right mix to 
ensure that there is adequate representation on relevant committees and for 
efficient functioning of the board.  
Appointments should be made to ensure that there is a good mix of knowledge 
and skills on the board.  

 

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

 Yes 

 No 

X Not sure 

Comment: 

     Without understanding their purpose and reason it is hard to comment 
on this question. 

 

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: 

     The Act is enabling for the RA’s 

 

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

 Yes 
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X No 

 Not sure 

Comment: 

     Not all practitioners are employed so this would not cover all. It would 
also potentially create a two –tier system. RA’s would be managing processes 
via employers rather than directly with individuals.  

 

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: 

     Identify the issues and make the legislation enabling 

 

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

 Yes 

 No 

X Not sure 

Comment: 

       

 

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

Comment: 
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     Ideally clinicians should not be working in sole practice. However 
regulators should mandate some form of peer review or recertification to 
ensure that these clinicians if they exist in for example remote areas are 
required to keep up to date and that they have the supports in place to facilitate 
this.  

 

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

 Yes 

X 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: 

     Well managed RA’s will take the cost of their decisions into action when 
they make them.  

 

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

 Yes 

X No 

 Not sure 

Comment: 
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     No that is the role of the RA and they do this with their professional 
knowledge and skills and within the definition of the scope or scopes 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 

 No 

X 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 

X Not sure 

Comment: 

      

 

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

X Yes 

 No 

 Not sure 

Comment: 
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     There is always room for improvement and RA’s need to consider how 
they can be more efficient without losing their effectiveness. It is imperative that 
they maintain and manage their professions and professional responsibilities 
and that professional decisions are not dissolved to other groups.  

 

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

 Yes 

 No 

x Not sure 

Comment: 

     It is hard to gauge what more broadly means when there is no definition 
of broadly. RA’s should be required to consult with relevant stakeholders over 
decisions of relevance and importance.  

 

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

 Yes 

X No 

 Not sure 

Comment: 

We don’t know how many boards there are in the UK nor in Australia for 
example. However we believe that it is vital that each profession retains the 
right to regulate its own profession. The Act was created to allow for this and to 
give groups the right to be self-regulating. This needs to be allowed to embed.  

 

24. What is the ideal size of RA boards? 

Comment: 

      Between 8-10 
We believe that there needs to be adequate representation of professional 
groups as well as consumers. That there needs to be good representation on 
subcommittees and that there are adequate members to ensure that business 
can  be attended to in a timely manner. 

 

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

     There was very little time or notice given for interested people to attend 
public and health practitioner meetings. The communication around this 
important matter was less than optimal. 
 

 



SUBMISSION 
 

 

NEW ZEALAND DENTAL AND ORAL HEALTH THERAPISTS 

ASSOCIATION 
 

 

 

 

2012 REVIEW OF THE HEALTH PRACTITIONERS COMPETENCE 

ASSURANCE ACT 2003 
 

 

 

 

26 October 2012 

 

 

Executive Summary ............................................................................................... 2	  

Issues ........................................................................................................................ 2	  

1. Scopes of Practice ...................................................................................... 2	  

2. Pastoral Care ............................................................................................... 2	  

 

  



 2 

EXECUTIVE SUMMARY 

The New Zealand Dental and Oral Health Therapists Association (NZDOHTA) is 
an incorporated society that provides voluntary membership to NZ registered 
dental therapists, hygienists and dental therapy and hygiene students. 

The New Zealand Dental Council prescribes the qualifications required for 
scopes of practice within the profession, and for that purpose, accredits and 
monitors the educational institutions, degrees, courses of studies of dental 
therapists and hygienists. 

Given the limited time available to prepare this submission, NZDOHTA has 
focused on two issues that are current and topical for the profession.  The lack 
of comment on other matters raised in the discussion paper should not be 
construed as a lack of interest in those matters.  

Time and resources prevent us from making a more comprehensive 
submission at this time. It should be noted that we are pleased to make 
further contributions should they be requested.  

ISSUES 

1. SCOPES OF PRACTICE 
The Dental Council has chosen to publish prescriptive scopes of practice that 
provide detailed information about what practitioners may do.  This impacts 
on the work that can be undertaken by Dental Therapists, is unnecessarily 
restrictive and does little to create a flexible workforce that can work 
effectively in a changing environment. 

In the UK and Australia there is a move towards a principles based 
methodology.  This approach requires that learning outcomes reflect the 
knowledge, skills, attitudes and behaviours required to practise safely, 
effectively and professionally in the relevant registration category. The aim is 
to develop a rounded professional who, in addition to being a competent 
clinician and /or technician, will have the range of professional skills required 
to begin working as part of a dental team and be well prepared for 
independent practice.  The NZDOHT believes further exploration of the 
principles based approach is warranted. 

2. PASTORAL CARE 
Currently employers generally deal with competence issues.  Matters that are 
bought to the attention of the Dental Council are addressed with supervision 
and mentoring, the underlying philosophy being to provide intervention by 
educational solutions.  NZDOHT would like to engage in further discussion on 
the role it could pay in the area of pastoral care.  

 



 

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 
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You can also download this document and other information including dates and venues 
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of submissions. 

 

Questions  
Future focus 

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

Comment: 

We value the flexibility the current legislation allows. In particular, the 
legislation is based on certification of particular titles. In the case of 
psychotherapists, registration means that a person is restricted from 
utilising the term psychotherapist. However, it does not prevent other 
professionals such as psychologists and social workers from engaging in 
psychotherapeutic activities so long as they do not hold themselves out to 
be psychotherapists. We consider this flexibility to be in the public interest, 
given the diversity of professionals who may at times engage in 
psychotherapeutic activity without claiming the specific title of 
psychotherapist. At times, the responsible authority (RA) has taken a more 
restrictive view of the legislation and sought to restrict not only the 
utilisation of the title psychotherapist, but also the activity of psychotherapy. 
We consider it important that the legislation continue to enable flexibility, 
and that the emphasis remains on certification of title, and avoid 
unnecessarily restrictive regulation of professional activities.   

 

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 public health system places considerable emphasis on recognition of 
indigenous healing perspectives. However, the HPCA Act is striking in its 
failure to mention, much less address health practitioners obligations and 
responsibilities in relation to the Treaty of Waitangi. We submit that 
promotion of a “more flexible work-force” necessitates recognition of these 
responsibilities and obligations. See Question 25 for a detailed submission 
regarding the Treaty of Waitangi in relation to the HPCA. 

 

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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No Comment 

 

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

 Yes 

 No 

 Not sure 

Comment: 

We are cautious about the standardisation of codes of conduct, ethics 
and common learning. Whilst certain ethical considerations may be 
common across professional groupings (for example, respect for 
patient’s religious values), the manner in which these ethical 
considerations are addressed may vary considerably. We advocate 
careful consideration of the complexities of these issues before 
standardisation is embarked upon. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

We appreciate the emphasis on avoiding scopes of practice that are 
unnecessarily restrictive, and do consider that the breadth of these 
scopes of practice serves the public interest in ensuring a diversity of 
practitioners within professional groupings. We consider these broad 
scopes of practice nevertheless provide sufficient information to inform 
potential consumers of what they might expect from a professional 
practitioner. However, we note that there is considerable variety in the 
manner in which different RAs arrive at and construct their scopes of 
practice. In the case of psychotherapists, the psychotherapist’s board 
has made provision for a child psychotherapy scope of practice, but, 
despite considerable concern being expressed by the profession, the 
Board has chosen not to provide a Maori scope of practice. Thus there 
appears to be inconsistency and lack of clarity about the criteria upon 
which RAs arrive at scopes of practice: we submit that the legislation 
needs to provide greater clarity regarding the criteria upon which RAs 
arrive at the scopes of practice required.  
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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: 

We do not consider that RAs should have a mandated role in health 
professional’s pastoral care. Instead we advocate that RAs be required to 
work in partnership with professional bodies to address pastoral care 
needs. Professional bodies are far better equipped to understand the 
specifics of the pastoral care needs that their members may require, given 
the ongoing collegial relationship that professional bodies are designed to 
nurture. For example, in the case of psychotherapists, we place a heavy 
emphasis on ongoing supervision for all the practitioners (see question 15  
for more details): the New Zealand Association of Psychotherapists has a 
long history of ensuring practitioners engage in an ongoing way in a 
professional supervisory relationship. Empowering RAs to have a 
mandated role in health professionals pastoral care risks professionals 
feeling coerced by a centralised external authority, and “going through the 
motions”, without genuinely engaging in the pastoral care 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: 

We are not aware of any evidence to support the contention that the HPCA 
Act does in fact enhance public safety, nor does it appear to influence the 
involvement of consumers in decision making. It is arguable that 
professional associations with good governance and management 
structures, and a network of professionals involved in professional activities 
in an ongoing way is more effective in enhancing public safety and 
appropriate consumer involvement. However, we acknowledge that 
professional involvement in their professional associations is variable, and 
that for this reason the HPCA Act may provide minimal public protection, 
where nothing else exists. In addition, there appears to be minimal public 
understanding, involvement, or engagement in what it means to be a 
“registered” health practitioner despite the initiatives undertaken after the 
2007-2009 review.  

 

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

 Yes 

 No 
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 Not sure 

Comment: 

Thus far, our experience of RAs is that information is often difficult to obtain 
and not readily available. We acknowledge that this may in part be due to 
the newness of registration of our profession.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

Lay people appear to play a potent role in the development of RAs. The 
benefit of this appears to be in the outside perspective they offer and the 
expertise they often bring. We also highly value the balance provided by 
health professionals on RA boards and advocate that the current balance 
remain. We note the risk that lay people on the board might have a particular 
“axe to grind” and advocate careful selection processes be maintained.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

We can see the value of consumer forums in ensuring that clients of health 
professionals are assisted to have their voices heard. However, again we 
submit that careful consideration be given to how applicants for consumer 
forums are selected, given the risk that such forums may provide a vehicle 
for certain “vested interest groups” to unduly influence RAs in the execution 
of their responsibilities.  

 

Safety focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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No Comment 

 

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

 Yes 

 No 

 Not sure 

Comment: 

We note the outline in Appendix Two of the discussion document in regards 
to this review, of the movement in the United Kingdom towards the principle 
of “right touch regulation”, in which there is an emphasis on drawing upon 
both self-regulation and risk based regulation, in which the level of 
regulation is in proportion to the assessed level of risk. This is an approach 
which appears to have considerable potential and we advocate greater 
exploration of this approach for the New Zealand context.  

 

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 submit that greater clarity needs to be provided in the legislation 
regarding the relationship between HDC, RAs and professional bodies; 
for example in regards to complaints processes there appears to be 
considerable uncertainty as to the responsibilities of each body when 
alleged professional misconduct occurs. 

 

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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We submit that psychotherapy is in a low risk category. The 
legislation is not specific about the nature of the regulation 
required for a low risk profession such as ourselves.  

 

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

Comment: 

Many psychotherapists work in sole practice contexts. Psychotherapy has a 
long established tradition, and indeed a requirement, that all practitioners, 
irrespective of experience or status, undertake regular supervision. The 
nature of supervision from a psychotherapy perspective is, we submit, very 
different from the approach to supervision taken by most health 
professionals. For most health professionals supervision is perceived as a 
requirement imposed by an external authority when the practitioner has 
erred. By contrast, psychotherapists perceive supervision as an ongoing 
professional development activity, and we suggest it is an excellent model 
for assisting practitioners to “better mange risks related to their clinical 
practice”. We further submit that psychotherapists approach to supervision 
might be a model that other sole practice health professionals might adopt in 
order to enhance their clinical practice and to minimise 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? 

 Yes 

 No 

 Not sure 

Comment: 

This is not relevant for psychotherapists as a profession; however we 
suggest that risk profiling increases a sense of external observation and 
assessment which may unhelpfully increase professional’s anxiety, and 
reduce useful clinical creativity.  

 

Cost effectiveness focus 

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

Comment: 
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It is incumbent on RAs, we submit, to carefully consider the cost impact 
of their decisions and the cost and benefits of regulation generally. It is 
our experience that our board, perhaps in part due to anxiety as a result 
of its newness to the tasks of regulation, take an overly restrictive and 
cautious approach, and one which has proved to be extremely financially 
expensive for practitioners. The board was also reluctant to hear from 
practitioners the universal concern that their fee structures evoked. In 
addition processes of consultation were often both inadequate and 
costly. We advocate that RAs be required to pay careful attention to the 
cost impacts of their decisions and processes.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

We note the example of a working definition of a risk of harm provided in 
the discussion document and taken from the Medical Council of New 
Zealand. This definition appears to be a sensible and considered attempt 
at defining the risk of harm, and we would have no difficulty with a similar 
definition being provided in the legislation. We remain unsure about 
whether provision of such a definition would add significant benefit to the 
public. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Whilst we consider that the act is not sufficiently clear regarding risks that 
need to be regulated, we suggest that to do so is extremely challenging, 
given that assessment of level of risk in the field of mental health is often an 
ongoing judgement, rather than a fixed point that can be adequately 
described in legislation.  

 

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

 Yes 

 No 

 Not sure 

Comment: 
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The difference in levels of risk between professions is considerable. Given 
this wide variation, we suggest that different models of regulation are 
required to address different levels of risk. For example, we submit that 
simple registration is all that is required for psychotherapy and we would 
advocate that the Act allow for a range of registration options, including a 
significant level of self or professional body regulation, where level of risk is 
lower.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

We note that RAs can at times be dominated by one or two key members 
and that this can have a profound impact upon how the RA administers its 
functions. In particular we note that there is no obligation upon RAs to 
consider how other professions’ RAs have undertaken similar functions in 
similar areas such as scopes of practice, supervision, and cultural 
competence. This failure to consider how other RAs have undertaken 
similar tasks often results in a lack of equivalence between RAs and their 
decisions, and consequently considerable practitioner resistance when this 
lack of equivalence is recognised. We suggest that the legislation require 
RAs to take cognisance of how other RAs have enacted their powers, 
particularly when the RA is engaging in similar tasks.  

 

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

 Yes 

 No 

 Not sure 

Comment: 

The legislation appears to provide for adequate consultation with 
appropriate stake holders.  We are concerned that the quality and 
effectiveness of consultation is variable and that RAs often appear to be 
hesitant to listen to the views of professionals lest they be seen to be 
beholden to the interests of the professionals as opposed to the interests 
of the public.  This appears at times to mean RAs are overly cautious in 
listening to, and taking on board, the views of the profession, expressed 
during consultation phases, even when these views are often beneficial to 
the public’s interests. 

 

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

 Yes 

 No 

 Not sure 
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Comment: 

We submit that reduction in the number of RAs for the purpose of cost 
reduction is not a sufficient motivation. Such perceived efficiency may run the 
risk of reducing the effectiveness of RAs and detrimentally affect the capacity 
for Boards to meet their obligations to the public.  The professional groupings 
currently registered are wide, and varied in their approaches to health practice; 
great care needs to be taken to ensure that any reduction or combining of RAs 
is done in the interests of the aims the legislation is intended to achieve, and 
that cost cutting reduction does not lead to a reduction in the effectiveness of 
the RAs concerned. 

 

24. What is the ideal size of RA boards? 

Comment: 

6 to 10 members appears a good size for an effective working group 

 

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

Comment: 

There are three additional matters we would like to comment on. 
See next page for Comment on question 25.  
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25. Are there other issues you would like to raise? 

Comment: 

There are three additional matters we would like to comment on. 
 

1.  Elected Members on RAs 
The current legislation allows scope for elected members.  However, this is at 
the Minister’s discretion.   In our experience the Minster has been reluctant to 
empower the RA to enact the option of elected members.  Indeed the Minster 
has suggested that the RA itself represents the profession, when in fact the 
RA represents the interests of the public, not the profession.  We therefore 
submit that where a majority of registered professionals indicate a clear wish 
for elected members to be part of the makeup of the Board that the RA be 
required to enable election of members to the RA, irrespective of the views of 
the appointed members of the Board.  If the majority of registered 
practitioners wish to have elected members on the Registration Board we 
submit that the Minster should be required in the legislation to follow these 
wishes.  To fail to do so is to risk that the RA become alienated from the 
professionals whose registration they are charged with administering. 
 

  
2. Failure of the legislation to make any reference to Te Tiriti o 
Waitangi (The Treaty of Waitangi) 

We consider that the absence in the legislation of any mention of the Treaty 
of Waitangi and the obligations on health professionals that the Treaty 
implies is a serious omission. This omission has enabled RAs to avoid 
providing any policy statement in relation to the Treaty, or if they do, to do 
so in a minimal way that pays lip service to obligations crucial to the safety 
and welfare of the public, and particularly Maori.  In the case of 
psychotherapists it has led to failure to enable development of a Maori 
scope of practice.  This inequity repeats the inequity so often experienced 
by Maori health professionals and their clients, and moreover, is a clear 
failure to address the needs of indigenous people to explore 
psychotherapeutic concerns in a manner that is in keeping with specific 
cultural beliefs and practices.  
At the time that the then Health Practitioners Competence Assurance 
[HPCA] Bill was in progress through Parliament, this omission of Te Tiriti 
(The Treaty) was justified by the Ministry of Health (MoH) (2003) in a three 
page statement in which it asserted that: 
“The Treaty of Waitangi provisions in the NZPHD [New Zealand Public 

Health and Disability] Act [2000] convey what the Crown, itself and 
through its DHBs, have done, is doing, and will do under the Treaty for 
Maori health.The HPCA Bill establishes a regime for the registration 
and discipline of health practitioners. No additional or new Treaty 
interests are put in issue under the HPCA Bill. (p.2)” 

  
We do not accept this. The registration of health practitioners and the wide-
ranging powers of “responsible authorities” under the Act, including their 
powers to extend scopes of practice, has huge implications for indigenous 
practitioners and their clients. We submit that consideration within the 
legislation of the responsibilities conferred on health professionals, and 
consequently RAs, is essential to safely meet   needs of indigenous clients, 
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and that the failure of the legislation to address the obligations of health 
professionals under the Treaty and therefore the obligations for RAs charged 
with the registration of health professionals, is a significant and dangerous 
omission. 
 
3. Scope of this review too narrow 

 
 
 
 

We further submit that the scope of the current review is insufficiently wide 
in its scope; that the parameters of this review are narrow and ideologically 
driven.  The original review of the Act focused on the operation of the Act 
rather than “its underlying policy setting” (Director-General of Health, 2009, 
p.iii), settings which were to be the subject of the next, i.e. this current 
review of the Act. For example, several submissions to the original review 
queried whether the Act should be amended to include a reference to the 
Treaty of Waitangi. The Director-General’s response was that this would 
involve consideration of the underlying policy settings of the Act and, 
therefore, be a part of the review in 2012. However, in the current 
Discussion Document (MoH, 2012), there is not a single mention of Te 
Tiriti (The Treaty). 

















 

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/


2 2012 Review of the Health Practitioners Competence Assurance Act 2003 

Submitter’s details 
You do not have to answer all the questions or provide personal information if 
you do not want to. 
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Women’s Health Action takes an active interest in healthcare practice and 
research in New Zealand.  We have contributed a consumer rights and gender 
perspective to a large number of consultations and reviews including the 
revocation of the vocational scope of breast medicine, beliefs and medical 
practice, and advertising and medical practice.  We also contribute our 
perspectives to health professional councils including the Nursing Council, 
Medical Council and the Midwifery Council.   
 
As a consumer focused organization we are concerned with supporting 
professional organizations to ensure that there is a sufficient supply of health 
practitioners, which they are competent to practice and that consumers rights 
guaranteed by the Code of Health and Disability Services are honored in the 
delivery of health services.  As a gender-based organization we are concerned 
with identifying any differential gender impact in the delivery of health services 
and with providing advice about how to mitigate this.   
 

We support all efforts to improve the consumer and safety focus in healthcare. 
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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: 

Women’s Health Action strongly advocates that health professional regulation 
must ensure that consumer safety is paramount to all health professionals. In 
particular, the ability for consumers to receive accurate information about the 
services provided, the effects of any health care interventions and the 
qualifications of any healthcare practititoner.This includes the requirement that 
healthcare professionals ensure informed consent is obtained in regards to 
procedures and research.  

 

WHA believes the Health Practitioners Competence Assurance Act 2003 is 
extremely important and is concerned that the current focus on workforce and 
cost issues does not undermine this legislation. We strongly support the HPCAA 
and a continued focus on the protection and safety of the public.  We remind 
the reviewing panel that the reason for the existence of this legislation is because 
self-regulation did not work.  

 
 

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

Comment: 

 

We strongly support the introduction of a training curriculum and regulation 
under the HPCAA to ensure health consumer safety and confidence in all health 
professionals.   
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3. 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: 

Minimum standards for ongoing regular training for all health care 
practitioners in these areas would ensure an improvement in this and 
other areas we have discussed above.   

 

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

 

Comment: 

While we think that there are certain aspects of standards, conduct 
and ethics that apply across all health professions for example 
ongoing training and supervision being the basis for continued license 
to practice. In particular disciplinary practices and registers of 
qualified professionals need further control and standardisation. 

 

However, we think it is important that the RAs continue to be able to 
independently enhance their professional groups. Scopes of practice 
should be developed by professional bodies, not employers. They 
need to be evidence-based so consumers are not at risk of harm.  

 

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? 

Comment: 

The general public have limited understanding about the roles of 
different groups of health professionals particularly in some fields 
(for example mental health) where multidisciplinary teams operate. 
Both employers and RAs should be encouraged to address this. 

We also strongly urge public education to ensure health consumers’ 
understand the changing roles and competencies of those who 
provide their health care.We recommend extending mandatory 
reporting (as in Australia) including student registration.  
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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? 

Comment: 

We are not sure exactly what is meant by ‘pastoral care’ in this context and 
would like further clarification. 

 

Consumer focus 

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

Comment: 

The HPPC Act plays a major role in keeping the public safe and informed and 
support efforts to improve public safety in health care. We have noted areas 
where we think the HPPC Act could be improved. 

 

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? 

 

Comment: 

No not always. This is one area where the Act could be improved to ensure that 
these processes are completely transparent and the results are available to the 
public.  

In relation to transparency and increased information for consumers, we suggest 
that a public database on medical practitioners (such as the one that has been 
operating in the USA for over 3 decades) is introduced here and broadened to 
include all registered health practitioners so information about their training, 
experience, practice restrictions and complaint history can be easily accessed by 
prospective patients. 

 

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

Comment: 

Layperson/consumer membership is essential. As a single layperson is always 
inadequate, two-three lay people board members should be maintained as a 
minimum. 
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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? 

Comment: 

WHA supports the mandatory introduction of public forums. We 
suggest as well as increased consumer membership in governance 
roles there needs to be greater engagement of the public so there is 
a greater understanding and knowledge (and accountability) about 
steps being taken to achieve protection of the public. 

 

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? 

Comment: 

In general we support the current legislation with some 
improvements. 

 

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

Comment: 

Health service provision is an area of high risk. Relying on employer 
risk management would not provide the independent regulation 
provided by this and other relevant legislation. 

 

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

Comment: 

There is no duplication of current NZ legislation.  The focus of the 
HDC Act is on the Code and applies widely to all health and disability 
public and private providers. The focus of the Health and Disability 
Services (Safety) Act is on the development of standards for publicly 
funded services.   
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HDC relies on these standards to implement the Code in practice, as well as being 
the minimum service requirements.  

The focus of the HPCAA is on the link between competency and the issuing of 
APCs as a mechanism for ensuring only competent practitioners are permitted 
to practice. These are complementary; each relies on the other with very little 
duplication. 

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? 

Comment: 

See other comments re improvements.  

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

Comment: 

A certain standard of regular training and supervision should be part of all health 
professionals including sole practice health professionals. This should be 
mandated as part of their regular application to practice/ practicing certification. 

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? 

Comment: 

We are not sure exactly what is meant by this and would like further clarification 
as to which practitioners and which risk-profiling approach you mean. 

 

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 do not support the issue of cost effectiveness being a focus of this review 
and suggest legislation protecting the health of the general public and the safety 
of healthcare services must be independent of such concerns.  

While we expect all RAs to be responsible about the decisions they make cost 
should not be a factor. We also suggest the issue of ‘cost’ has been overstated 
here. We do not see any evidence that there are particularly high costs 
associated with this Act or the decisions of RAs. 
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18. Should the HPCA Act define harm or serious harm? 

 

Comment: 

Yes this is important. We strongly suggest ‘Harm’ should be defined 
as ‘any significant injury that impacts on a person’s ability to carry 
out their usual activities’.  

 
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? 

 
Comment: 

We strongly suggest the threshold for the risk of harm should not 
be eroded. 

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? 

 
Comment: 

The purpose of the Act is to ensure practitioners are competent 
and fit to practice so it is not appropriate for professions to be 
removed. The requirements for how they are considered competent 
may change and need to be strengthened but they shouldn't be able 
to withdraw from the Act. 

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

Comment: 

 

The title of the HPCAA confines the legislation to the competent 
practice of registered health professionals although it could be 
argued that there is a gap between those who are qualified and not 
registered to practice and those who are. It is in the interest of 
public safety that is also open to additional groups of professionals.  

Although there is a compelling case for shared administrative 
services, there would be no useful benefit in having one overarching 
body unless it was a new entity with a specific role to monitor the 
regulatory authorities and intervene when they are falling short of 
what is expected.  
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22. Should RAs be required to consult more broadly with relevant 
stakeholders? 

 
Comment: 

No Comment at this time.  

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

Scopes of practice should be developed by professional bodies, not employers. 
They need to be evidence-based so consumers are not at risk of harm. 

The purpose of the Act is to ensure practitioners are competent and fit to 
practice so it is not appropriate for professions to be removed. The 
requirements for how they are considered competent may change and need to 
be strengthened but they shouldn't be able to withdraw from the Act. 
 

24. What is the ideal size of RA boards? 

Comment: 

No Comment at this time.  

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

Comment: 

Any matter that is known to be of interest to a country’s citizens should be 
viewed as being in the public interest. Matters relating to health and disability 
services and the provision of healthcare are known to be of interest to New 
Zealanders and therefore should be considered in the ‘public interest’. This 
includes anything to do with quality and safety. 
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Introduction  
This response is has been prepared on behalf of the Trustees and members of Ambulance 
New Zealand (ANZ).   
 
ANZ is the umbrella group for the ambulance sector in New Zealand and it includes in its 
membership:  

• The Order of St John (St John) 
• Wellington Free Ambulance (Wellington Free)  
• All contracted air ambulance/air rescue operators 
• Some of the private ambulance providers.1 

 
Ambulance services include pre-hospital emergency interventions, medical transportation 
and the delivery of primary care in homes and communities in some areas of New Zealand.  
There are approximately 4000 people working in the sector, approximately 800 are 
paramedics2.  This includes those who work as medics in the New Zealand Defence Forces.   
 
Focus of this submission  
In 2011 ANZ applied for the services delivered by paramedics to be designated as a health 
service under the Health Practitioners Competence Assurance Act 2003 (the HPCA Act) and 
for paramedics to be regulated under the HPCA Act.  This application has been put on hold 
while the review of the HPCA Act takes place. 
 
The focus of this response is based on ANZ understanding of the current operation of the 
HPCA Act and on matters that are important to ANZ if paramedics are regulated by the 
HPCA Act. 

Overall comments 
ANZ notes that the main purpose of the HPCA Act 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”. 
 
To enable this purpose to be met, the mechanisms regulators use, are to:  

• Assess who gets onto the register - ensuring those that are registered are fit 
and competent to work  

• Assess who stays on the register so the public can trust that those on the 
register are able to practice safely and maintain their competence. 

• Agree on who are removed from the register for long or short periods because 
they have shown to be wanting in competence, or have been practising below 
the required standard or are not able to practice due to ill health.3 

                                                        
1 Initial Response and SPS  
2 Paramedics in New Zealand work with the attitude, skills and knowledge base to deliver holistic care and 
treatment within the pre-hospital, primary and acute care settings with a broadly defined level of autonomy. 
3 Thompson, E. Understanding medical regulation – a guide to good practice. HLSP Consulting 2005  
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Therefore the HPCA Act in common with similar health professional and 
occupational regulation world-wide it is essentially regulation of the individual, for 
public protection.   
 
This relatively limited role is supported by other legalisation and regulations within the 
sector and by employment contracts and by a myriad of guidelines and standards in 
health which set other standards and ways of working for those working and providing 
services in the health sector.    
 
Response to the points and question posed in the document. 

1. Future focus  

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 Act improve this? 

Response  

Ambulance services in New Zealand are crucial for patient care.  Better integration of 
ambulance services with other healthcare providers could be achieved if paramedics 
were regulated within the same common framework as the other health professional 
groups they interact with, that is if paramedics were also regulated by the HPCA Act. 

Therefore extension of the HPCA Act coverage to some other health workforces could 
improve outcomes for patients. 

A single statutory framework to cover all of the team members who work together in 
the health sector can enhance not limit team work and integrated care.  

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

Response  

The responsible authorities (RAs) formed under the HPCA Act set the “safe standard” 
for registration and practice. According to Section 13 band c this standard may not be 
unnecessarily restrictive or costly.  This standard setting role is at variance to a role in 
increasing workforce numbers or workforce development.  A role in this area could lead 
to an undermining of the standard in times of workforce shortage and an increase in 
the standard in times of workforce surplus. 

That said paramedics should be part of any new flexible work force because 
ambulance services are changing to meet community needs such as delivering more 
services in the community to people in their own homes.   

Therefore inclusion of new health professional groups who meet the Ministry of Health 
criteria for HPCA Act coverage can introduce flexibility and new ways of working as 
there will be new scopes of practice which will interlink with existing scopes.  New 
groups will also introduce new ways of working. 

A rationale for paramedics seeking regulation under the HPCA Act was to increase 
mobility across the paramedic sector - from the private and voluntary sector employers 
and from the NZ Defence Force.   
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Regulation in a similar way to other health professional groups will also enable better 
use of paramedic services for example in emergencies and pandemics.  

This was shown during the recent earthquake in Christchurch, when the lack of 
common national regulation initially limited the NZ Defence Force assistance in the 
national emergency response effort.  An urgent extension to defence paramedics’ 
scope of practice had to be issued to enable the medics to treat affected civilian 
personnel.  Defence paramedics were working to their standing orders, but doctors 
were not able to easily sign off on the treatments for those civilians that were not their 
patients.   

The ambulance sector trains a large number of volunteers who may enter the 
employed health sector workforce. Responses to a questionnaire4 sent out by 
Ambulance New Zealand (in 2008) noted that 28% of volunteers would definitely 
consider a career in the health sector as a paid staff member and 31 % may do so. 

 

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

Response  

Common training is already empowered under the HPCA Act under Section 118 (a),(b) 
(f) and (k) by:  

• Accrediting and monitoring educational institutions and degrees, courses of 
studies, or programmes. 

• By recognising, accrediting, and setting programmes to ensure the ongoing 
competence of health practitioners. 

•   Liaising with other authorities appointed under this Act about matters of 
common interest. 

•   Promoting education and training in the profession. 

Paramedic training, like other groups in the healthcare workforce, already includes 
training on working in teams and communication skills.   

 

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

Response  

This is empowered by Section 118 (j) as this section requires RAs to liaise with other 
authorities appointed under this Act about matters of common interest.   

Some synergies could be gained especially for new regulatory groups, as they can 
build on RA codes already in existence.  

That said each group of health practitioners will have their own specific issues that 
need to be addressed in codes and standards. Some codes and standards link to 
international instruments and many have a common trans-Tasman basis  so have one 
code or standard for all health professionals is not practical or even desirable  

Where possible, development of common learning modules could enhance intra 
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professional understanding and learning.  Common modules of continuing professional 
development under the recertification aspects of the HPCA Act could also be beneficial 
in decreasing duplication and increasing inter - professional working. 

However such changes would require an external body to coordinate and promote 
these synergies.  

 

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? 

Response  

RA scopes have been developed primarily for professionals and the providers – to 
identify the health service being provided and health services that the practitioner is 
permitted to perform, subject to any conditions imposed by the responsible authority.   
 
The public require information about the skills and competence of health practitioners and 
whether external monitoring of standards exists – this information needs to be expressed 
in a different way to scopes of practice which are designed to inform professionals and 
providers.  
 

ANZ has worked with the sector to define a scope of practice for paramedics. There is 
also a NZ Standard NZ 8156; however this information is to primarily assist the 
profession and the sector.   
 

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

 
The RAs functions include in Section 118 h - to consider the cases of health practitioners 
who may be unable to perform the functions required for the practice of the profession. 
The result of this work may lead to medical assessment, suspension and conditions on or 
loss of the professional’s practicing certificate. These functions are totally at variance with 
providing increased pastoral care. A practitioner is not going to seek RA help if they know 
this may impact on their ability to practice. 
 
Other groups in the sector can and do carry out these functions.  In addition employers 
use services such as Employment Assistance Programmes.   
 
If more emphasis is needed in this area, a better solution would be to set up a non 
statutory group to work with practitioners, providing pastoral care and support. Then this is 
organisation would report to the RA when a matter is likely to impact on public safety.  
 
ANZ strongly recommends that the roles of statutory and legal enforcement are kept 
separate from those of pastoral care. 
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2 Consumer focus 
7. Does the Act keep the public safe, involve consumers appropriately in decision-

making and assist in keeping the public informed? 

Response  

The HPCA Act does inform the public on who is regulated and therefore which 
professionals have reached an externally set standard and who has their ongoing 
competence monitored. 

Thus there would be more public information about paramedics if they were regulated 
under the HPCA Act.  

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

Response  

Information about complaint processes for regulated groups under the HPCA Act is 
much more transparent than for groups of health professionals who are not regulated 
in this way.  

These processes are set out in the HPCA Act and all RAs feature information on the 
processes on their websites. 

Including paramedics in the groups covered by the HPCA Act would increase 
transparency about complaints and complaint processes about paramedics. 

In addition all RA boards and investigatory committees have lay persons who are 
expected to represent the public interest when complaints and concerns are assessed 
as assessed.  

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

Response  

ANZ would welcome the inclusion of lay persons on a board regulating paramedics in 
line with current best practice. 

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

Response  

The paper confuses the role of lay people on the RA board and input by consumers or 
users of health services. 

A lay person is appointed to an RA board to be part of the governance group and 
therefore needs governance skills. They also represent “public interest” and may 
balance the views of the professional who may focus on the professions’ interests. 

 A consumer is someone who uses services (in this case health) and who may be able 
to give input to the RA development of codes, guidelines and scopes. Thus it would be 
an advantage in New Zealand to have an external forum made up of people who could 
give a view on matters proposed by the RAs and many other groups across the health 
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sector. 

3 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? 

Response  

There could be further synergies between all the legislation governing the health sector 
for example having common definitions and a common approach to risk assessment.  
Cross sector use of common standards, such as NZ Standards could be beneficial. 

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

Response  

ANZ did consider the benefits of employer regulation as the ambulance sector is 
primarily made up of  two large employers and the NZ Defence Force, however this 
was not considered to be the best regulatory option for paramedics because: 
  

• This form of regulation can only operate effectively to protect public safety if all the 
employers in the sector agree to operate within the same standard.  

 
• It can also lead to potential conflicts between the employers’ needs, financial 

requirements and the clinical demands of the service. 
 

• It may decrease cross sector mobility and flexibility as employer regulation can 
lead to a restriction of trade i.e. only those practitioners who are accepted by an  
employer can practice in that organisation, this is not in the practitioner’s or the 
public’s interest.   

 
• Without a national registration framework for paramedics, if a practitioner chooses 

to leave their employment, they effectively lose the right to practice regardless of 
their fitness-to-practice.   

 
• Employer led regulation would not prevent other non regulated providers from 

entering the sector. 

ANZ also did not support self regulation because this form of regulation would not be 
as effective in protecting the public because there is no independent body focussed on 
public health and safety and to ensure individual paramedics are competent to 
practice. 

That said for less “risky” professions these type of regulation may be appropriate. 

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

Response  

See question 11 above. 
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14. Is the 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? 

Response  

ANZ assess that the current criteria for groups to be considered for regulation under 
the HPCA Act do assess the right level of risk if an adjustment is made (see bold 
highlight) and if these criteria were robustly applied i.e.  

 
Groups that pose a risk of harm to the public and should be regulated by the HPCA Act  
include those that perform:  

• Invasive procedures (including but not limited to cutting under the skin or inserting 
objects into the body).  

• Clinical interventions with the potential for physical or mental harm  
and where the professionals   

• Make decisions or exercise judgements which can substantially impact on patient 
health or welfare and where the individuals work autonomously, i.e. unsupervised 
by other regulated health professional and can set up individual practice.  

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

Response  

Sole practitioners regulated under the HPCA Act have to meet RA requirements.  This 
is a benefit of the Act and of the individual focus of this type of occupational regulation. 
Sole practitioners are not more inherently risky that other practitioners, for example an 
isolated practitioner in a larger team. 

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? 

Response  

Some risk profiling already happens in the sector- but any system and tools need to be 
evidence based and applied with care. 

Cost effectiveness focus 

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

Response  

Yes all health sector groups should ensure they operate as effectively and efficiently as 
possible and be aware of the costs their actions place on the sector. 

Some synergies may be able to be made by combining some secretariats. 

18. Should the Act define harm or serious harm? 

Response  

The definition currently used by the Medical Council and the RAs is appropriate – 
further detail in any definition of harm or serious harm may limit the actions of the RA. 

A common definition to be used across the entire health sector would be useful. 
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19. 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? 

Response 
 
As noted above ANZ consider the criteria currently used by MoH to assess which groups 
should be fully regulated under the HPCA Act are appropriate, if robustly applied. 

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? 

Response 
 
ANZ has no objection to a continuum of regulatory options available as long as the “most 
risky” professions are covered by similar legislation.   
 
Different legislative requirements and standards across members of a team may lead to a 
breakdown in team work rather than enhancing team work and integrated care.  

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

Response  

Yes – improvement can always be made in an organisation – the RAs should 
concentrate on the most efficient and effective way to implement the principle purpose 
and functions set out in the HPCA Act. They should avoid “role creep”. 

22. Should RAs be required to consult more broadly with relevant stakeholders? 
Response  
The MoH guidelines for consultation are appropriate if applied.   
 
Most RAs do consult widely on changes that impact on the sector.   
 
In addition the Parliamentary Regulation Review Committee do review notices and rules 
made by RAs.  

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

24. What is the ideal size of RA boards? 

Response  

ANZ believes it is more effective to have a board (of lay and professionals) which is 
focused on the practice a particular professional for example on paramedics.  

Any cost of this requirement could be countered the board having fewer members i.e. 
5-6 people. 
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25. Are there other issues you would like to raise? 
Response  
The consultation document seems to be suggesting a move away from the clear 
purpose of the HPCA Act is being encouraged but there is little evidence in the 
document:  

• To indicate the concerns or issues raised are caused by the HPCA Act.  
• On how changes in the HPCA Act could lead to improvements in the health sector. 

While operation of the HPCA Act and operation of the responsible authorities (RAs) 
can be improved, ANZ‘s perspective is that HPCA Act is currently achieving its purpose 
and a rationale for radical change has not been given. 

 
 
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: 

Many Child and Adolescent Psychotherapists work as part of multi-disciplinary 
teams however an emphasis on communication and collaboration with other 
disciplines is desirable to ensure integrated care while retaining the valuable 
perspectives the different disciplines bring and could be a requirement under 
the Act. 

 

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

Comment: 

We would be a little concerned about what the term ‘flexible workforce’ means 
in practical terms. If this means people becoming generic workers and losing 
rigour and specialist focus, this raises potential concerns for us about safety for 
consumers. 

 

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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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: 

Practitioners could be better supported to maintain and grow their competence 
e.g. Professional Development and support for further training is desirable. We 
would not wish to see specialisms become a’ jack-of-all-trades’ within a 
broader workforce development scheme. It is important to retain clear clinical 
competencies for each health profession. 
The current requirements of the Psychotherapists Board of Aotearoa New 
Zealand (PBANZ) requires that child and adolescent psychotherapists receive 
supervision from a registered child and adolescent psychotherapist or 
approved other. We support this as it helps to maintain rigour and professional 
development to a high standard which in turn is more likely to ensure safety for 
child and adolescent clients. We would be concerned that if responsibility for 
the requirements and provision of supervision were devolved to DHBs as part 
of cost saving and broadening the workforce, the rigour could be lost as there 
are often no other child and adolescent psychotherapist to call on for this. We 
are a small professional group. 
 
 

 

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

 Yes 

 No 

 Not sure 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

Consumer focus 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

Safety focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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We may require better clarity and Memorandum of Understanding in regard to 
complaints procedures, in order to clarify where Professional Associations, 
Health and Disability Commissioner and the Board lie. 

 

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: 

By encouraging sole practitioners to align with their professional bodies. 
Attendance at the conferences of one’s professional body provides some  
opportunity to discuss clinical practice. 

 

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

 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 

Comment: 

A definition needs to included taking into account psychological as well as 
physical harm. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

      

 

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

 Yes 

 No 

 Not sure 

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

 Yes 

 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? 

 No 

Comment: 
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We would be concerned that if RAs are ‘lumped’ together, the specialism of 
Child and Adolescent Psychotherapy, within the PBANZ which advocates for 
the needs and rights of some of the most vulnerable in society i.e. children with 
mental health issues, may become marginalised further. 
 
The Government’s recent White Paper drew attention to this most vulnerable 
group and warns against this institutional type of risk for children, young people 
and their families. 
 

 

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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26 October 2012 
 

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

 
 
Dear HPCA submissions team 
 
Thank you for the opportunity to comment on the discussion document about the review of the 
HPCA Act. We look forward to further opportunities for comment about this important piece of 
legislation. 
 
The New Zealand Committee of RANZCOG endorses the submission made by the Council of 
Medical Colleges (CMC).  
 
We wish to make special note of our disquiet about the scope of the review. We strongly 
support the primary purpose of the legislation as it stands, which is to protect public safety.  
 
We believe that there is an inherent tension between that purpose and the proposed extension 
of the act into the workforce planning and development sphere. 
 
We believe that discussion about the resourcing aspects of workforce planning and 
development needs to occur separately and to be addressed transparently by HWNZ. 
 
Yours sincerely 
 

 
Chair, New Zealand Committee of RANZCOG 
 
 
 
 
 

The Royal Australian and 
New Zealand College of  
Obstetricians and 
Gynaecologists 
 
Excellence in Women’s Health 
 
New Zealand Committee 
Level 3 – Alan Burns Insurances House 
69 Boulcott Street 
PO Box 10611 
WELLINGTON 6143 
Telephone: +64 4 472 4608 
Facsimile:   +64 4 472 4609 
Email: ranzcog@ranzcog.org.nz 
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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 
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Official Information Act 1982. 
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of submissions. 

 

Questions  
Future focus 

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

Comment: 

Empower all RAs to support integrated care through a range of different 
models of care – which, from a nursing perspective, could include nurse 
practitioners, clinical nurse specialists with authority to prescribe, RNs in 
specialty practice areas, nurse led clinics encompassing primary/secondary 
interface. 

 

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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Provision to remove barriers that exist to enable 

· More nurse practitioners (NPs) 

· Funding in DHBs specifically for NPs. There is currently an issue with 
some areas where nurses cannot work towards NP registration as there 
is no targeted funding for NP roles. 

· Workforce innovations in rural and Primary Health areas (such as 
different models of care outlined in answer to question 1). This would 
also apply to employment of new graduate nurses in community and 
primary health settings 

 
The Interprofessional Education (IPE) project is another example of promoting 
a flexible workforce. 
 

 

3. 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? 

R Yes 

 No 

 Not sure 

Comment: 

As above 
Promote team paradigms, encourage models of care and have zero tolerance 
to situations where one group of health practitioner is privileged in relation to 
others.   

 

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 

Q No 

 Not sure 

Comment: 

There is no evidence that codes of conduct and ethics developed by regulatory 
authorities are not working now. Evaluation of how these are working currently 
may be more beneficial, than adopting a “one size fits all” approach in 
standardising the factors above, given the relatively short time that these have 
been operational. 
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5. Do we have the right balance between broad scopes of practice and sufficient 
providing information to inform people about what they can expect from a health 
practitioner? 

R Yes 

 No 

 Not sure 

Comment: 

The HPCA Act encourages broad scopes of practice and this seems especially 
appropriate rather than a prescriptive approach to scopes of practice.  Scopes 
of practice should be developed through consultative processes. The Nursing 
Council does this well. 
 
RAs that do not do this on websites should be performance managed by the 
Ministry of Health. 

 

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

 Yes 

ý No 

 Not sure 

Comment: 

This is the role of professional/industrial organisations rather than the RAs. 

 

Consumer focus 

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

 Yes 

 No 

 Not sure 

Comment: 
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These are three separate questions, and it is not possible to state yes or no in 
answering this question.  The HPCA Act provides for regulatory authorities to 
develop competencies for the scopes of practice of health practitioners who are 
registered with them. This is a key provision of the HPCA Act. Consumers have 
access to this through websites. 
  

 

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? 

R Yes 

 No 

 Not sure 

Comment: 

Websites, such as the Nursing Council of New Zealand have information 
available to the public with regards to complaints and complaint processes. 
 
The Ministry of Health would need to determine from each RA or commission a 
survey from the public to ascertain if the public makes use of this information. 

 

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

þ Yes 

 No 

 Not sure 

Comment: 

The existing provisions in the HPCA Act determine the balance. Any laypeople 
should not be political appointments. 

 

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 

ý No 

 Not sure 

Comment: 
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Would the Ministry provide funding for this to happen? What evidence is there 
that this would improve the function of RAs? Is there a Health and Disability 
Commissioner in the UK (i.e. a similar structure for addressing complaints?)  
How can it be determined who is a consumer?  
 

 

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? 

þ Yes 

 No 

 Not sure 

Comment: 

Over regulated if anything. 

 

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

 Yes 

Q No 

 Not sure 

Comment: 

Only need to look at our history in relation to the need for the HPCA Act in the 
first place. 

 

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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Not aware of any evidence that the overall quality and safety of services has 
apparent gaps. 

 

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: 

Worth considering. 

 

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

Comment: 

Promote the fact that all health practitioners are responsible and accountable 
for managing risks. But is this the role of the HPCA Act – it is already evident in 
competencies, standards and Codes of Conduct. 

 

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 
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Comment: 

Worth considering. 

 

Cost effectiveness focus 

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

Comment: 

Accountable to their stakeholders. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Worth considering. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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Could define specific areas of practice – for example, mental health, children 
and aged care where there are very vulnerable consumers. 

 

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: 

Any evidence that it is not? 

 

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

 Yes 

 No 

 Not sure 

Comment: 

The Nursing Council seems to function effectively. Maybe other RAs could 
benchmark against its financial management and consultation processes. 

 

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

 Yes 

 No 

 Not sure 

Comment: 
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As this is a requirement of RAs, and, given that the HPCA Act is administered 
by the Ministry of Health, this should be audited by the Ministry of Health. 
 
What does “more broadly mean”, anyway? We note that the Nursing Council 
consults widely with stakeholders. 

 

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

 Yes 

 No 

 Not sure 

Comment: 

Possibly could continue to share some functions, but forcing amalgamations 
may not increase efficiency or effectiveness. It would be like suggesting the 
renaming of nurses, midwives and medical practitioners into one nomenclature 
such as health professionals. 

 

24. What is the ideal size of RA boards? 

Comment: 

Not clear that there is any evidence to suggest an ideal size. International 
comparisons vary, and some are very large and cumbersome. 

 

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

Comment: 
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