
 

 

Minutes       
National Pathology and Laboratory Round Table  

Date:  1 March 2016 

Time: 9.30 am – 3.30 pm 

Location: Amy Johnson Room, Holiday Inn, 2 Ascot Rd, Auckland 

Chair:  Dr Don Mackie, Chief Medical Officer, Ministry of Health  

Attending: 
 

Cynric Temple-Camp, Deborah Powell, Gloria Crossley, Graeme Benny, 
Kirsten Beynon, Ross Hewett, Ross Boswell, Trevor English, Richard 
Massey, Arlo Upton, Don Mikkelsen, Peter Gootjes, Cam Kyle (for Stephen 
Absalom), Mike Norriss  

Apologies: Michael Dray, David Meates, Ian Beer, Sarah Prentice, Carolyn Gullery, 
Virginia Hope, Karen Wood, 

Invited: Susan Parry, Mhairi Porteous Nicole Krammer, (Bowel Cancer Screening 
Programme), Astrid Koornneef (National Screening Programme) 

 

Area Comments 

Confirmation of 
Minutes from 9 
November 2015 and 
outstanding actions 

Cam Kyle was welcomed as a new member of the Round Table, replacing 
Stephen Absalom.  

Minutes from 9 November 2015 were confirmed as Final, and approved for 
publication. 

Actions marked as complete are: 
18:  Minutes from August and November now marked as final, and 
approved for publication. 
21:  Workstream leads provided with objectives and documentation. 
22:  Workstream leads have arranged initial meetings and progress 
development of the action plan and work programme for each priority.  
26:  IT contact for Workstream 1 identified and will be consulted about 
change/progress as required. 
27:  Minutes from the laboratory managers’ meeting was circulated to the 
Group. 
 
Actions to carry forward are: 
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17:  Membership – Don has discussed a CE representative on the Round 
Table.  No suggestions provided.  Requires follow up to ensure the Round 
Table remains visible to CEs (Don) 
19:  Engagement between the Ministry of Health and Ministry of Justice – 
Don has had a meeting with Justice.  Progress of solutions may require 
support from Ministers.  Officials need to meet (Don) 
23:  Development of goals, deliverables, scope and actions for each work 
stream will remain an open action item. 
25:  the process to ensure laboratory data is accessible in the Maternity 
Clinical Information System was discussed and should remain an agenda 
item.  
28:  Next meeting was confirmed. 

Deputy Chair The Round Table chair and deputy chair positions were discussed, within 
the context of the Ministry on the Move change programme.  The new 
Ministry executive structure is in place from 1 March 2016.  An acting CMO 
has been appointed pending completion of the recruitment process. Don 
will continue with the Round Table to provide continuity.   

Other Ministry programmes that intersect with the Round Table that are 
impacted by the change programme include the IT directorate.   

Coronial Services 
and the Ministry of 
Justice 

 

The Ministry is keen to continue engagement with the Ministry of Justice 
over Coronial Services, including forensic pathology.  It was felt that 
progress may require support from the Ministers of Health and Justice.  
Senior officials from both organisations need to talk and agree a process 
for this.  

ADHB continues to work with Justice to finalise their national forensic 
service contract.  A one year contract roll over is expected, while Justice 
completes their open procurement process. 

A number of outstanding issues require clarification.  These include: 

• “Ownership” of mortuary facilities and infrastructure.  Contracts 
may cover either operating costs only, or include infrastructure.   

• Forensic pathology workforce remains an area of concern.  
Discussions with Justice have included funding of senior registrar 
or fellowship positions.  This support is required for recruitment 
and succession planning. 

• Mortuary classifications may create some confusion - IANZ 
(International Accreditation of New Zealand) classification of 
mortuary biosecurity levels using similar language to Justice 
classification for coronial autopsies.   

• Post mortem/mortuary viewings, and provision of care to deceased 
and families, are inconsistently managed.   Some mortuaries 
provide this in house, while other mortuaries outsource this.  A 
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consistent model is desired to ensure appropriate management 
included within contracting arrangements.   

• The National Coronial Pathology Advisory Group continues to 
meet, with the next meeting scheduled on 15 March  

  Recommendations reached are: 

• IANZ classifications require clear definitions to prevent 
misinterpretation 

• a workshop be held to identify how each DHB is handling various 
aspects of the coronial/pathology service, and describe the optimal 
service model.  The workshop would need to include DHB funders 
and Mortuary management, Justice, Health and Police.  

• Don should be linked in to the National Coronial Pathology 
Advisory Group  

Action: Arrange meeting between Ministry of Health and Justice senior 
officials (Don)   

Action:  Identify who from the Ministry attends the National Coronial 
Pathology Advisory Group (Jane) 

Action:  Convene a workshop of key stakeholders to consider the 
requirements of a coronial/forensic service.  Attendees from the Round 
Table should include:  Ross H, Cynric, Peter, Gloria, Kirsten and Richard 
(Don/Jane) 

Maternity data There was discussion about the Maternity Clinical Information System 
(MCIS), and inclusion of Laboratory data/results within the system.   The 
System is accessible to midwives, providing patient data and laboratory 
results.  

Hospital based clinicians have expressed concern that laboratory results 
may not be easily accessible within hospital Clinical system, and difficulty 
within having to access/log in to multiple systems.   

Ross reported that National Metabolic Screening Programme data would 
be housed within the MCIS.   

Recommendation:  Laboratory information needs to be stored in one place 
and easily accessible to all who provide care to patients.  

Action:  This group will continue to receive updates on progress with 
integrating laboratory results into the MCIS (Ross) 

National Bowel 
Screening 
programme 

Dr Susan Parry, Clinical Director, Bowel Cancer, presented on the National 
Bowel Screening Pilot and the proposed role out of the programme 
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nationally. Consultation included all involved in the pilot.  An overview of 
the business case to the Ministry was discussed.   

Key things presented/discussed were: 

• Options and benefits of the preferred screening mechanism - FOBT 
over flexi sigmoidoscopy or other tests.  FOBT had higher 
participation.  FOBT also offers opportunity to be flexible at 
adjusting of levels based on the number of cancers found and 
capacity for colonoscopy.   

• The potential structure of an implementation model was discussed, 
including mixed models, centralised vs decentralised, regional 
approaches, particularly for the colonoscopy component.  It was 
noted that most prefer that pathology is performed locally, but that 
regional approaches offer increased quality. 

• Modelling has been done to try to adjust requirements for expected 
colorectal cancer incidence, with the greatest impact expected if 
there is a high socio economic group in a region with a high 
incidence of cancer (e.g. Canterbury and Southern). 

• The programme is expected to be informed by international 
research in the setting of thresholds. There was comment that 
there may be impact for genomics, companion diagnostic testing. 

• Clarification was sought on whether the cost of Laboratory services 
will be included in the Budget bid.  The costs to Waitemata DHB 
(pilot site) were used to estimate these.    

• The funding model is being considered with the National Screening 
Unit, along with a service delivery / screening model.  The plan is to 
learn from other programmes. 

• Bowel Cancer is expecting to make a budget bid this year.  Further 
decisions are required on how a national programme would be 
implemented/funded. 

Nicole Kramer presented on the pathology/laboratory process associated 
with the Pilot testing.  

Key things presented/discussed were: 

• It was estimated that each case required 7 minutes, or 2.4 FTE in 
total. 

• FTE requirements have been estimated for Laboratory staff.   
• Quality standards have been built in, and require Laboratories to 

set up to extract data against these, rather than try to report 
retrospectively. 

 The group was asked to provide comment and feedback to the Bowel 
Cancer team (Mhairi and Susan). 
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National Cervical 
Cancer Screening 
programme changes 

Astrid presented on the proposed change within the National Cervical 
Cancer Screening programme to HPV screening.   

Key things presented/discussed were: 

• The change applies to the technology and test, but there is no 
change for patients – the sample is collected in the same way.  

• Patients immunised against HPV are now reaching the age they 
will require cervical screening.  The HPV vaccine protects against 
high risk strains but not all types 

• Benefits expected to be realised for both the vaccinated and non-
vaccinated populations. 

• Internationally there has been a shift away from cytology to human 
papilloma virus testing, supported by cytology.  HPV is considered 
more sensitive. 

• New Zealand is proposing to change at the same time as Australia, 
planned for 2018. 

• Consultation occurred in October 2015 
• Self-collection not considered as part of the programme - NZ 

coverage of cervical screening is reported at 80%.  Only Finland 
has better coverage and they have a “no choice” programme. 

• The recommendations and model of care/pathway were developed 
by a Technical Advisory Group (Richard Massey was part of this) 
for high, medium and low risk results 

o Negative HPV results would have a repeat HPV in 5 years 
o Abnormal HPV results would have cytology testing of the 

same sample and/or go straight to colposcopy 
• Significant workforce implications with proposed change.  
• Modelling has suggested cytology screening volumes would reduce 

by 80%.   Microbiology workforce will need to increase with the 
change in test. 

• The implementation timeframe was discussed.  This aims to follow 
Australia as closely as possible, and Australia is aiming for 
transition in 2018.   

• DHBs and Labs will require formal advice/notification for 
DHBs/Labs to allow them to plan for the transition and undertake 
any re-training requirements.  

Northern Region 
Demand 
Management 
approach 

Arlo presented on the demand management work that the Northern Region 
was engaged in.  The aim is to improve the appropriateness of testing, 
rather than reduce testing.  The focus is with both primary care and 
hospital specialists.   

Implementation/change is achieved through education (obtain slides). 
Electronic ordering of tests is considered a critical success factor for 
demand management.   
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Agreement is required linking tests to clinical diagnoses and pathways.  
The underlying question should be “does this test add to the certainty of 
knowledge”.   

Don advised that the National Radiology Advisory Group is working on a 
similar approach to imaging orders.  He referred to a book “Improving 
Diagnosis in Health Care”, and a conceptual model of diagnosis. It was 
noted that there is a link to the Genomics workstream, with demand 
management  

Momentum for 
change 

It was noted that there is a lot of NZ health experience in the room, and 
that the group aims to achieve something pragmatic and sensible.  This 
shouldn’t be undermined by disruptions within the sector. 

It was agreed that the Round Table role is to identify issues, and develop 
solutions based on agreed work programmes.  Priorities need to be clearly 
articulated and escalated with funders and operational teams.   

Recommendation:  

The approach agreed was to develop a “solution” proposal, consult with 
stakeholders, funders and hospital managers, and implement.  HPI was 
identified as a “test” area for the approach. Implementation of HPI will 
require a specific initiative and will require support from all professional 
groups.  

Ross Boswell’s HPI paper to be finalised as a position paper, and 
presented at the next Round Table meeting for endorsement.  The paper 
will describe the benefits of HPI, including patient safety and savings, as 
part of their proposal to make this requirement mandatory.  Technical 
barriers will need to be considered.   Administrative support for the 
development of the paper can be provided. 

Action:  Set up a meeting with Ministry’s HPI lead to discuss implications 
of making HPI mandatory in Laboratory reporting (Jane).   

Action:  The IT subgroup updates the HPI paper, for endorsement by the 
Round Table (Ross B, Trevor, Graeme, Cynric) 

Action:  Provide a link to facility HPI codes (Jane). 

Work Stream 1 
(laboratory 
information systems)   

The LIS sub group has teleconferenced twice.  Areas discussed included: 

• HPI  
o need for a national system to identify practitioners and their 

locations  
o will support data quality for analysis and evaluation 
o will require management and resourcing of the systems and 

infrastructure to maintain at a national level 
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o South Island and Central regions working on practitioner 
code sets – Centrals is not aligned with HPI 

o Leadership from IT Board sought 
• LOINC/NZPOCS 

o Useful work being done to review and develop a reporting 
code set, but no focus on a requestor code set – will require 
clinical and operational insight 

•  Synoptic reporting: 
o Impacts on quality of reporting 
o Needs to cater for real time input  
o Should be aligned with SNOMED 
o Round Table should aim to set obligatory and discretionary 

components. Suggested piloting with Melanoma.  
• National repository and system: 

o Useful to understand national data repository systems, and 
define standards for data interchange.   

Work Stream 2 
(service specification 
framework)   

The group discussed whether this work remained a priority and, if so, that 
there needs to be an identified lead.   

Richard has identified some MBIE procurement guidelines that can be 
used to develop a procurement framework or process for Laboratory 
contracting.  Richard has agreed to lead this work, but DHB funder 
involvement is seen as essential, along with a DHB commitment to the 
process.   

Action:  Discuss identification of a GM lead with the GMs P&F group 
(Jane)  

Work Stream 3 
(integrating genomic 
testing) 

The genomics sub-group has teleconferenced twice.  Areas discussed 
included:  

• Referrers, issues, and opportunities are being identified for three 
scope areas.   

o Non-human molecular testing  
o Companion diagnostic / therapeutic testing 
o Inherited disease and risk testing 

• The “problem definition” needs to identify each stakeholder 
challenge, for GMs it is increased code, Laboratories and Clinical 
Genetics it is capacity, for patients and referrers – access 

• Key stakeholders and an engagement approach should be included 
• The workplan focus will be to host a workshop/forum with key 

stakeholders 
• Round Table providing leadership for a clinical pathway guided 

service, which identifies who can refer, to where, and for what – 
approach needs to consider relationship with companion diagnostic 
testing if the drug is not funded by Pharmac 
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• Provide clarity on options for patients who fall outside the 
pathways, including whether there is a private or self referral 
service, and if so, how this would work 

• Include strategies to influence referrer behaviour  
• To achieve these the existing model of delivery for testing will be 

reviewed, and recommendations for change developed, which 
includes: 

o options to achieve nationally consistent approach to 
assessment and approval of new tests (national, regional 
and/or local) 

o consistency in funding models 
• The initial focus should be on inherited disease and risk testing, 

particularly for BRCA 1 & 2. 

There was discussion on genomics within a wider context.  The National 
Health Committee (NHC) is about to publish its Genomics paper.  The 
group was advised that the NHC has approached ESR to progress a 
genomic summit.  The summit is proposed for 14/15 October.  The summit 
has Ministerial support.   

Work Stream 4 (TB 
and infectious 
disease testing) 

The working group reported limited activity.   

A position statement from the New Zealand Microbiology Network was 
developed regarding the use of QuantiFERON Gold In-tube (QNF) assay 
for screening for TB infection.  The position statement was sent to the 
Ministry in October, but it is not clear if the recommendations are being 
adopted.  

A nationally consistent approach to dealing with microbial resistance is 
supported. Concern that non-experts treating resistant patients will 
increase resistance.  MBIE has a clinician involved in immigration health.  

Action: The Ministry’s response to the position statement will be sought 
(Don). 

Action:   Follow up on the process for testing of migrants prior to arrival 
(Don).  

Work Stream 5 
(Workforce)   

An update on work undertaken since the last Round Table meeting was 
provided.  The group has been developing the Blueprint by email.  
Activities include: 

• Obtaining data from college and council on Pathology numbers. 
• A survey of house officers and med students as to why Pathology 

not interesting is being completed – report back is that Pathology is 
not visible, and does not provide a connection to the patient.   

• Gloria and Deborah on technical governance group of HWNZ, and 
Deborah is also on the medical governance group 
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• A modelling tool has been developed to predict future needs and 
deficits for medical workforce, with promising results.  

• The Pathologist workforce is considered critical – there is a 
predictive gap against future needs.  Recruiting trainees is difficult, 
and increased penetration is needed, including DHB laboratory 
placements 

• There is a workforce plan which pulls various stakeholders together  
- medical governance group needs to receive paper with 
recommendations to review funding to support training positions 
and consultant positions.  

• The modelling tool will be expanded to allied health, scientific and 
technical workforces, and it has been proposed that Labs be one of 
the first to have it applied.   

The Blueprint is likely to remain a working draft to support being 
responsive to current situations.    

Action:  Data will be collated, then analysed by the group, and 
incorporated into the paper (Deborah and group)  

Other business There was discussion about the protocol for Zika testing.  

Don’s status as Chair of the group was discussed, with this to be resolved 
as the Ministry recruitment progresses.  The Round Table thanked Don for 
his input and contribution to the Laboratory and Pathology work 
programme.  

Next meeting The next meeting will be in four months, and will be scheduled for the 
week commencing 4 July, in Wellington.  

 

:   

 

 


