
s 9(2)(a)

s 9(2)(a)

s 9(2)(a)

22 June 2022

\\l ~IHRYO F 

H EALTH 
MANATIJ HAUORA 

By email: 
Ref: H202205845 

Tenakoe -

Response to your request for official information 

133 Moles,rn1th Street 
PO Box 5013 

Wellington 6140 
New Zealand 

T +64 4 496 2000 

Thank you for your request under the Official Information Act 1982 (the Act) which was partially 
transferred from the Department of the Prime Minister and Cabinet to the Ministry of Health (the 
Ministry) on 2 May 2022 for: 

"In particular ai am interested in the analysis that supports the recent decision to retain 
restrictions on indoor businesses such as restaurants. i.e. customers must be seated etc." 

The Ministry has identified two memoranda within scope of your request. These are itemised in 
Appendix 1 of this letter and have been released to you in full. 

I trust this fulfils your request. Under section 28(3) of the Act, you have the right to ask the 
Ombudsman to review any decisions made under this request. The Ombudsman may be 
contacted by email at: info@ombudsman.parliament.nz or by calling 0800 802 602. 

Please note that this response, with your personal details removed, may be published on the 
Ministry website at: www.health .govt.nz/about-ministry/information-releases/responses-official
information-act-req uests . 

Naku noa, na 

Maree Roberts 
Deputy Director-General 
System Strategy and Policy 

Appendix 1: Documents for release 



# Date Title Decision on release 

1 14 March 2022 Memo: Proposed public health Released in full. 
settings post the peak of the Omicron 
outbreak 

2 28 March 2022 Memo: COVID-19 Protection 
Framework: Review of health factors 
for shiftinq colour settinqs 
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Memo 

Proposed public health settings post the peak of the Omicron outbreak 

Date: 14 March 2022 

To: Dr Ashley Bloomfield, Te Tumu Whakaere mote Hauora, Director-General of Health ,,1 
Copy to: Dr Caroline McElnay, Director of Public Health 

From: 

Robyn Shearer, Deputy Chief Executive, DHB Performance and Support 

Bridget White, Deputy Chief Executive, COVID-19 Health System Response 

John Whaanga, Deputy Director-General, Maori Health 

Lorraine Hetaraka, Chief Nursing Officer 

Dr Ian Town, Chief Science Advisor 

Dr Robyn Carey, Chief Medical Officer 

Maree Roberts, Deputy Director-General of Health, System Strategy and Policy 

For your: Decision 

Purpose of report 

1. The purpose of this memo is to seek your approval for the proposed future public health 
settings post the Omicron outbreak. 

Background and context 

2. 

3. 

New Zealand's response to COVID-19 is now moving into the third year and the country is 
experiencing an Omicron outbreak with widespread transmission and the highest number 
of cases, hospitalisations and deaths ever experienced here. For the first time during the 
COVID-19 pandemic, New Zealand is in a position where it is no longer possible nor 
sustainable to eliminate or "stamp out" the virus. 

The Ministry of Health has considered a series of possible high-level medium-to-long

term COVID-19 scenarios and the respective likelihood of each. Each of the possible 
scenarios requires a different set of public health response measures. Figure 1 outlines the 
scenarios that have been considered and the likelihood of each. 

4. The scenarios reflect international modelling and opinion and how the pandemic has 
played out in other jurisdictions who are ahead of New Zealand with their Omicron
related outbreaks. 
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How public health measures will support the medium-term strategy 

Next steps for the COVID-19 Protection Framework 

28. In the medium term, it wi ll be necessary to further evolve New Zealand's COVID-19 
response to balance the ongoing management of likely COVID-19 outbreaks with 
measures that are equitable, proportionate and sustainable, particularly given social 
license considerations. 

MINISTRY or 
HEALTH 
M ANMlJ Ht\UQR,\ 

29. It remains advisable to retain coherent packages of public health measures (or the 
capacity to re-introduce them) al low a rapid re-escalation of the response if needed - for 
example in case of further variants of concern or other viruses that threaten the health and 
wellbeing of New Zealanders. 

30. The original rationale behind the Covid Protection Framework was that vaccination would 
help to protect people from getting infected or transmitting the infection to others and 
enable fewer (and less rights-restricting) population level restrictions. This was also 
intended to reduce the impact on health services and orange and green settings are 
therefore possible even with high case numbers. 

31. In this context, we propose that the COVID-19 Protection Framework (CPFJ be retained 
and updated as needed to stay proportionate and fit for purpose. Retaining the CPF as 
a concept will help ensure ublic health measures remain bundled into coherent packages 
that are proportionate to the overa ll risk COVID-19 presents. It a so as ea van age o 
being a framework that is familiar to the public and avoids confusion of a new system. 

32. A range of public health experts met on 14 March 2022 to review CPF measures in light of 
the assessment the medium-term outlook as set out above. The Ministry has reviewed all 
of the settings and recommended new settings~ relation to capacity limits and face 
mask requirements at Appendix One. The following sections set out proposed 
approaches to remaining public health measures. Together these changes are intended to 
support a susta inable and equitable health system response and to ensure the measures 
are individually and collectively proportionate, to protect human rights as much as 
possible. 

Capacity limits 

33. In addition to the proposed capacity limit changes in Appendix One, we recommend that 
further consideration be given to the types of venues and gatherings considered as we 
review capacity limits for certain settings. For instance, density is J(the most important I 
factor that impacts on the likelihood of transmission so ventk size is material; larger 
venues could have higher limits. 

34. Similarly, there is strong evidence that outdoor settings pose less risk than indoor ones 
and so could have higher limits. Gathering size limits should continue to be accompanied 
by key messages around staying home if unwell, and options such as 'test to go' could 
play a ro le in larger events. 

Vaccine certificates and mandates 

35. A major question as we approach the peak of the current Omicron outbreak is what role, if 
any, vaccine certificates (enabled by My Vaccine Pass (MVP)) and vaccination mandates for 
certain workforces should play. 
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36. New Zealand currently has one of the most highly vaccinated populations in the world due 
to the combined impact of effective communications, the efforts of many health providers 
and professionals, the requirement for vaccine certificates under the CPF and vaccine 
mandates. 

37. Using MVPs and mandates to exclude certain members of the public (unvaccinated or 
under-vaccinated people) from certain venues or workplaces has caused concern among 
some people, including those who support vaccination per se. There is also a strong and 
ongoing obligation on the Government to ensure that such strong legal requirements 
remain proportionate. 

38. The question of proportionality of using MVPs and vaccine mandates is not just a question 
of what is occurring now, but also what might happen in the medium term. If considered 
purely in terms of the current situation, public health advice suggests that using MVPs and 
vaccine mandates may no longer be considered proportionate measures. 

39. However, if considered in terms of the risk New Zealanders face in the medium term, the 
picture is different. Several key factors suggest that MVPs and/or vaccine mandates (for at / 
least some groups) may still be necessary and proportionate measures at least until the V 
end of winter 2022. 

40. The first is that, even though New Zealanders are highly vaccinated now, there is good 
evidence that vaccine effectiveness for the Pfizer vaccine wanes over a period of about 
three months following receiving a vaccination or booster. Second, even though we are 
seeing Omicron initially spread through the community and cause mostly mild illness, 
overseas evidence suggests that significantly worse outcomes are likely if and when it 
enters highly vulnerable settings (such as Aged Residential Facilities) or populations. 

41. Without receiving ongoing boosters, New Zealanders will have significantly lower 
immunity as they approach winter, a particu lar problem for older and vulnerable people. 
This means that the country faces the prospect of having falling immunity levels even 
while there is an ongoing significant baseline level of COVID-19 in the community with the 
prospect of ongoing peaks. At the same time, with border reopening we will see the usual 
seasonal respiratory viruses circulating, with the potential for significant outbreaks of RSV 
and influenza over winter. 

42. The combined impacts of this as well as illness within the health workforce itself (which we 
are already seeing) could place significant pressure on the health system with some / 
services (for example, planned care) needed to be delayed on top of the backlog caused J 
by current outbreak-related delays. 

43. A key question is whether MVPs and vaccine mandates remain an appropriate way of 
supporting high rates of population uptake of current and potentially future boosters (or 
indeed new vaccination in case of further variants). These tools have helped to drive very 
high uptake of vaccination (and thus create a high level of individual and community 
protection from COVID-19) to date, but at the cost of some erosion ot~?AciaJ, lice~ 

_,,L OiA l'rt'.,CW-
44. On balance, we would suggest that MVPs and vaccine ma'T._~t:~ should continue to be 

used until the government believes the current Omicron is coming under control and 
it is possible to move from Red to Orange settings of the CPF. In the meantime, we will 
undertake further work to explore: 
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a. international evidence about the best ways to promote vaccination, including the 
relative effectiveness of vaccine passes versus other instruments (e.g. positive financial 
incentives, communications, etc), and 

b. modelling on the potential consequences of removing CVCs on the health system 
(particularly the impact on likely cases, hospital capacity), particularly through winter. 

There may be scope to narrow the range of specific workforces required to get vaccinated 
through the Required Testing Order. However, we are st rongly of the view that the health 
workforce should remain subject to vaccine mandates at least through until the end of 
winter. Th is, combined with a strong push for influenza vaccination of this workforce, 
should reduce the risk of concurrent waves of infectious respiratory diseases creating 
widespread illness in the health workforce and reduce the risk of health and disability 
workers infecting people seeking or receiving care, who are at an increased ri sk of poor 
outcomes if they become infected. 

J 

Testing, contact tracing and isolation and quarantine 

Testing 

46. At present, the approach to testing has involved moving from a highly centrally managed 
model to one that empowers the majority of the public to test themselves and upload 
their results. This new model has been enabled by making Rapid Antigen Tests (RATs) 
widely available and providing a digital infrastructure and clear communications to enable 
self-reporting of test results. 

47. 

48. 

49. 

Key benefits of th is approach have been the rapid nature of RAT results, given Omicron is 
highly infectious and to relieve enormous pressure on both testing (e.g. laboratory) and 
contact tracing networks. The downside of this approach has been that RAT testing is less 
reliable than PCR testing (more false negatives and false positives) and self-reporting of 
results provides a less reliable picture of how COVID-19 is spreading around New Zealand 
than the previous centra lised collation of results. 

A further significant benefit of the current approach is that it preserves more-reliable PCR 
tests (and lab capacity to process them) for people at risk of more severe outcomes from 
COVID-19 (e.g. those in Aged Residential Care), to support clinical decision making eg use 
of oral antivirals, and to support ongoing survei llance. 

Therefore, we recommend retaining the current approach to testing for the medium 
term and at least until the end of winter 2022. 

50. We wil l continue to assess new technologies for diagnostics and testing and present to 
Ministers options for rapidly adopting these technolog ies to improve testing - ease of use, 
accuracy and reporting as and when they become available. 

51. Testing is an expensive exercise when undertaken on mass, and the opportunity cost will 
need to be considered in the long-term for those who are less impacted by COVID-19, 
the objective should be to reduce community demand and expectations for publicly 
funded COVID-19 testing. 

52. We could also move to asking people to follow advice about how to look after themselves 
when ill, as much as health professionals do al ready for people with influenza (drink fluids, 
rest and stay home etc). We should not underestimate the communications cha llenge that 

'weaning ~eople off an assumption they need testing wil l present. However, doing so will 
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further enhance equity by allowing us to focus limited testing resources on those at risk of 
the most severe COVID-19 outcomes. 

Case investigation and Contact tracing 

53. 

54. 

With Omicron, contact tracing is less effective as a tool to support our efforts to reduce 
the impact of COVID-19 on the health system, due to the short incubation period and 
speed at which the disease is transmitted to others. We therefore do not recommend a 
return to broad contact tracing. 

To ensure the public health system had the capacity to continue to manage increasing 
case volumes associated with the Delta outbreak, in November 2021 the National 
Investigation and Tracing Centre (NITC) commissioned the establishment of a national 
telehealth case investigation service. 

55. Whilst the telehealth service was first utilised to support cases in the Auckland metro 
region throughout the Delta outbreak, the service has expanded and is now managing 
cases across the country. This service has been vital to maintaining our case investigation 
and contact tracing response to Omicron. 

56. While digital tools have been developed to speed the case and contact tracing service, 
there remains a need to support our priority populations and those that are not digitally 
enabled, through direct phone communications. 

/ 
57. This national case investigation service is prioritising phone-based case interviews for all 

those who have not been informed via the automated text, and those who have not 
completed the case self-serve tool who are Maori, Pasifika, and those age of 65 years old 
to support equitable health outcomes of these populations. 

58. The contact tracing workforce has effectively pivoted away from contact tracing to case 
investigation. We recommend retaining the current approach to contact tracing for 
the medium term and at least until the end of winter 2022 to support case 
investigation for Omicron. We also stand ready to use our existing contact tracing 
capability to support a response to any more severe variants of COVID-10 or any other 
infectious diseases like measles. 

59. The case investigation service will continue to work closely with the Care in the 
Community programme, with a prioritisation of cases being determined based on both 
equity considerations and clinical risk factors. 

Isolation and Quarantine 

60. 

61. 

With the likelihood of high levels of cases over the medium-term it is advisable to retain 
a requirement for cases and household contacts to isolate for 7 days. 

This should be kept under review and balanced against wider societal and system 
pressures. There could be options to reduce isolation periods to 5 days, alongside other 
tools such as a test to leave policy - the cost of roll ing this out would need to be 
considered. It could also be considered whether the requirement for household contacts 
to isolate could be removed and shift to monitoring for symptoms. 

62. As we move into winter, we wi ll continue to see staffing pressures across systems and we 
need to be mindful of any emerging evidence on peak infectivity, and on morbidity and 
mortal ity due to COVID-19. 
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63. A self-management model, using digital tools should continue to be a part of any 
approach, with consideration given to its impact on equit:f . J 

odfirr n a h w e:t Clo ""1.W'I <> ;,( a 'l,n,-.. 
Over the medium-term, quQl'Bntine facilities should continue to be made available, 64. 

and play a role for those who are unable or need support to isolate, which 
disproportionately affects at risk communities. 

Managing impacts on planned care 

65. Health care providers, including our hospitals, have worked hard to prepare for and 
manage COVID-19 cases, whi le at the same time maintaining as much access as possible 
to usual care services. However, in this constrained context, DHBs have not been able to 
deliver all Planned Care services, and a significant number of planned appointments and 
procedures have been deferred. 

66. 

67. 

While the majority of these appointments are being rescheduled, periods of reduced or 
stalled delivery have an effect on the flow of patients through the pathway from referral to 
service delivery. The result has been a significant increase in the number of people waiting 
for assessment, diagnosis and treatment, and an extension to the length of time they are 
waiting. In addition, during these COVID-19 affected periods, there will be people who 
will have not sought care or been referred into the system as they usually would have 
been. 

While DHBs are implementing a range of activities to support ongoing delivery in the 
short-term, with a focus on clinical acuity and equity, it wi ll take considerable effort before 
the context for Planned Care can return to any sense of 'normal'. To make gains to 
address the backlogs will require a robust programme for Planned Care that makes best 
use of our health system capacity and resources. This will require service innovation and 
integration, careful workforce and facility planning, and new ways of working. The extent 
of the issue is significant and wil l not be recovered in the immediate future - it is likely to 
take a number of years. 

Surveillance 

68. Post the Omicron peak it will remain important to maintain surveillance mechanisms to 
inform ongoing management of COVID-19. Continuous and innovative surveying methods 

I 

I 

will need to be used to reduce the uncertainty of the existing data. While continuing to j 
cooperate with partners internationally, ongoing domestic border surveillance will be 
needed to alert us of any new variants in a timely manner. These issues are discussed in 
more detail below. 

Estimating incidence and prevalence. 

69. 

70. 

Ongoing estimates of COVID-19 incidence and prevalence in the community are essential 
for monitoring COVID-19 trends in Aotearoa New Zealand. These estimates allow the 
ability to track the stages of the epidemiological curve; monitor the burden of COVID-19 
in the community, the burden on the healthcare system; inform potential immunisation 
schedules; identify vulnerable populations; provide essential information for public health 
planning and operations 

Prior to the current Omicron wave, infection incidence rates were estimated using PCR
confirmed cases alone. Now, during periods of high levels of infection, using diagnosed 
cases is not an accurate method for estimating infection and monitoring trends. 
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71. In the immediate term the Ministry will estimate the incidence of COVID-19 using multiple 
existing indicators. ~ources of data have been identified and will be analysed: 

a. hospital testing and diagnosis information, 

b. publicly funded testing data to identify individuals having regular asymptomatic 
testing, and 

72. 

c. private commercial COVID-19 testing data from business. 

Where appropriate, these data will be linked to the Integrated Data Infrastructure (IDI) to 
confirm the occupationiof those with routine testing requirements. Wastewater 
quantification is another ~~ce of data to inform prevalence trends. 

/ 
73. 

74. 

75. 

/'-
We expect to have estimates of prevalence from publicly-funded testing data by 19 March 
2022 and hospital case data by 24 March. Regional quantitative wastewater results will 
also be used to gauge how well reported case numbers (through PCR and RAT testing) 
reflect COVID levels in several regions of the country. 

In the domestic context, there is uncertainty regarding the immunity levels in the 
population. Due to the population having been effectively COVID-na'fve prior to Omicron, 
the application of international characterisations of prior immunity to NZ has significant 
limitations. Therefore, there is a need to determine the effective immunity to COVID-19 in 
the country to plan for the potential impact of future outbreaks and initiate timely 
prevention or mitigation strategies (such as new booster vaccinations). 

In the medium-term, infection surveys will include testing a statistically-appropriate 
sample of the population to deduce the estimated true prevalence of COVID-19 infection. 
These su rveys are a priority action and will be undertaken as soon as design and 
procurement are complete; expected within approximately the next 8 weeks 

76. Seroprevalence surveys will be undertaken to estimate the level of immunity to COVID-19 
in the population (both vaccination and prior infection) through testing blood samples for 
antibodies against the virus. The purpose is to be able to model and plan for the impacts 
of any future COVID-19 waves and/or variants. This is best to be undertaken after the 
current Omicron wave, and to support winter planning in relation to additional burden on 
healthcare system of COVID and other respiratory disease; and whether we should be 

( , n I 
planning a 4th vaccination dose. Development is underway. ~ 

Border surveillance ----- VIH. tM-e ~~~ 11 a n1 , ~ · 
77. The international border has played a crucial role in New Zealand COVID-19 strategy 

including the ability to maintain an elimination stance for so long in comparison to other 
countries. Surveillance of international arrivals and border workers remains important for 
several reasons including for the detection of any new variants of concern. 

78. In the current situation, border workers are more at risk of infection through the 
community than the border, but the border will continue to be a key focus for surveillance 
in the long term. In the short-term, border workers will continue to use RATs with a 
confirmatory PCR to enable whole genome sequencing (WGS). Under current 
international arrival settings, arrivals will receive RATs upon arrival and self-test; details 
around testing in this cohort are currently under revision. The need for border worker 
testing will be continually reviewed to ensure it remains necessary and proportionate to 
the risk. 
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79. Advice on revised Reconnecting New Zealanders border settings (2 March 2022) estimates 
approximately 280 weekly cases are likely to enter NZ across the border by step 4. In 
general, all recent arrivals who test positive by RAT will also be required to take a 
confirmatory PCR test. 

80. As part of broader surveillance and to detect possible new variants, a proportion of PCR 

samples will be sent to ESR depending on the volume of cases in international arrivals and / 
other priority groups (see below). A surveillance sample (subsample) of these will be taken 
for WGS, while the rest of the samples will be stored by ESR for a period, estimated 2-4 
weeks. 

81. The focus of subsampling will be on arrivals from countries where genomic surveillance is 
lower and that are not fully represented in the international database. Currently, the focus 
should be on arrivals from the Asia and Pacific region, while undertaking "spot checks" on 

countries with a high volume of arrivals, including Europe, Australia, United Kingdom and / 
the United States. However, once a variant of concern is identified internationally, stored 
samples, e.g., from the previous 2-4 weeks, could then be sequenced, to identify whether 
the variant is already present in NZ. 

82. Further detail on the prioritisation of Prioritisation of Whole Genome Sequencing (WGS) 

Equity 

83. 

84. 

and Continuing surveillance of COVID-19 and other respiratory pathogens in the longer / 
term is available at Appendix Two. 

Since the start of the pandemic, both the virus and public health measures have affected 
some groups disproportionately and we have seen regional discrepancies in cases, as well 
as differences in different socio-economic and ethnic groups. For example, we know that 
those experiencing housing deprivation have also borne a disproportionate burden from 

COVID-19. We expect these trends to continue as we move past the peak of this outbreak, 
meaning equity continues to be a major concern. 

This suggests that people most at risk, such as those living in high housing deprivation, 
people with co-morbidities, and communities that traditionally have poorer access to 
health care, should remain a central focus of any further strategy for managing the 
impacts of COVID-19 on an ongoing basis. We know there is significant crossover 
between these risk factors and ethnicity, and we will need to retain a strong focus on 
prioritising and supporting Maori and Pacific communities on the path towards COVID-19 
becoming endemic, consistent with a Tiriti o Waitangi and equity focus respectively. 
Further, aged residential care has been well -shielded in the current Omicron outbreak. This 
population remains extremely vulnerable to outbreaks even when overall prevalence is low 
and could see severe localised clusters at any time in the coming months. 

85. Addressing the determinants of health and improving access to health care for these 
populations remains imperative. Improving access to health care includes early and 
continued management of long-term conditions as well as acute disease. There needs to 
be a focus on access to primary, secondary and tertiary care. Addressing these factors will 
mean that these populations will be more resilient and better supported in coping with 
COVID-19 and will be critical in mitigating the areas where existing inequities have been 
exacerbated over the past two years (e.g., planned care, screening, and long-term care). 
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Te Tiriti o Waitangi 

86. Under Te Tiriti o Waitangi, the Ministry is obligated to protect Maori health and wellbeing. 

87. 

Within the context of this paper, that includes considering the specific implications of any 
planning and changes on Maori and the health status of Maori more broadly. 

Maori vaccination rates are not currently equitable. The equity gap becomes starker when 
looking at booster vaccinations. This indicates that any changes to my vaccine pass or 
lessening COVID-19 restrictions would likely have a disproportionate impact on Maori 
health and wel lbeing. 

88. In responding to the principles of Te Tiriti o Waitangi, as outlined by the Waitangi Tribunal, 
the Crown is required to act, to the fu llest extent practicable, to achieve equitable health 
outcomes for Maori. If COVID-19 restrictions are lessened, there must be actionable 
strategies in place to mitigate any disproportionate risk faced by Maori communities. This 
includes responding to sector demands for additional workforce, addressing shortfalls in 
communications approaches (as outlined by recent research into vaccine hesitancy) and 
driving further vaccination services that meet Maori where they are. 

89. Parts of the response to date have not been carried out with appropriate consideration 
given to the impact of Maori, particularly in the creation of the CPF. When developing 
further responses to the pandemic, including the medium-term response strategy, 
engagement with Maori should be undertaken to ensure that the Ministry is meeting its Te / 
Tiriti obligations. Any decision about the future of this pandemic response, needs to J 
consider the impact on Maori specifica lly, with reference to such factors as (and is not 
limited to): 

a. inequities in hospitalisation and deaths 

b. lower paediatric and booster vaccination rates 

c. housing deprivation (including impact of remote and rural living conditions) 

d. barriers to accessing health care, testing services and digital tools 

e. living with co-morbidities. 

Next steps 

90. Proposals in this paper will inform a Cabinet paper that is being drafted by DPMC for 
consideration at SWC next Wednesday. 

91. If the initial proposals are agreed, COVID-19 Policy will lead on advice to Ministers on the 
appropriate requirements for different workforces and businesses, in relation to testing, 
vaccination and contact tracing including any subsequent changes to the relevant section 
11 Orders. 

92. COVID-19 Policy, COVID-19 Health System Response and the Office of the Director of 
Public Health wil l undertake the reviews of capacity limits, the ongoing use of QR codes 
and workforce vaccination requ irements when peak levels of Omicron are reached. 
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Recommendations 
It is recommended that you: 

1. 

2. 

3. 

4. 

Note that the Ministry of Health has considered scenarios for the post Omicron 
peak and concluded that while it is likely to become endemic in the long term, post 
an initial peak, there is a strong likelihood of substantial case numbers continuing 
for some time (possibly 3 to 6 months) that will need to be managed. 

Note that it is not possible to estimate the exact timing over which COVID-19 may 
become endemic and there is an ongoing reasonable probability that a more 
severe variant may arise at any time. 

Note that when the borders re-open, it is likely New Zealand will see re
introduction of measles and other vaccine preventable diseases (and vaccination 
efforts are already underway to help mitigate the dual impact on the health system) 

Agree that, regardless of the scenario in the medium term, the COVID-19 

MINISTRY or 
HEALTH 
MANAl'lJ HAUORA 

Protection Framework (CPF) remains relevant and supports the intent of the Bill of / n,_
0

'-l L ·-;;-
Rights Act 1990 by bundling public health measures and ensuring they remain ~ Z.J 
proportionate to the public health risk posed by COVID-19 Wtad.1/j'Jl,fo oU 5,}-

h h·1 h . d. . I d I 1 · "f' . f . a.ct ~£t'✓~<;o~ 5. Agree t at w I e t e Imme Iate sooa an ega JUstI IcatIon or vaccine passes and ~ ...,o 
mandates is diminishing due to high vaccination rates, with winter approaching, the 

6. 

7. 

8. 

9. 

10. 

11. 

borders re-opening and existing immunisation levels waning, removing them at this 
time is not advisable 

Indicate your preferences in relation to face mask and gathering settings at 
Appendix One 

Agree that, at least until it decides to step down from Red to Orange settings of 
the CPF, Government should continue with the current use of COVID-19 Vaccine 
Certificates (CVCs) domestically 

Note that you will be provided separate public health advice regarding the 
ongoing proportionality of vaccination and testing mandates shortly 

Agree to recommend that Government retains the current model of testing and 
contract tracing in the medium term and at least until the end of winter 2022 

Agree that given the ongoing risk of further variants and significant outbreaks, it 
is advisable for government to retain its existing contact tracing systems and 
capacity 

Agree that given the above, in the medium-term alternative accommodation 
options should continue to be made available, and play a role for those who are 
unable or need support to isolate 

12. Note the update on the Surveillance Strategy in this report, and that the Ministry of 
Health wil l continue to refine the strategy as agreed in Dec 2021, which will inform 
responses to any new variant outbreaks. 
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13. Note that once if and when COVID-19 becomes endemic, there will be a need for 
lower-level public health measures to manage the ongoing risk associated with the 
virus (e.g. advice to stay at home if sick). 

Signature __ --+--------------~ 

Dr Ashley Bloo 
Te Tumu W kaere mo te Hauora 
Director-G eral of Health 
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Appendix One - Proposed changes to the COVID-19 Protection Framework Settings 

CPF Setting Current setting New proposed setting Rationale DG 
colour name l~sion 
All Gatherings Various requirements Remove all outdoor capacity limits Evidence suggests that eOVID-19 ~ No 

is significantly less able to be 
transmitted in outdoor settings than 
indoor ones, particularly with a 
highly vaccinated population. 

k::--, 
Red Gatherings Up to 100 people permitted at Allow up to 200 people at gatherings Research suggests larger gatheri~( ~ No gatherings present higher risk of transmission. 

However, while allowing higher 
gathering limits will likely increase 
case numbers, this will unlikely be 
enough to significantly increase 
hospitalisations or deaths. 

,, J...--"', 

Face Required on flights , public • Masks continue to be required at There is significant evidence that ( Yes/No 
masks transport, and taxis, in retail red including on flights, public face masks decrease the risk of 

shops and public venues, and transport, at retail, events, some transmission and this measure 
in health and education facilities gatherings, schools (years 4 - 13), remains proportionate if there are 

tertiary, and in public facilities. still facing so many cases that the 
• Masks continue to be required at "system is facing an unsustainable 

hospitality including, food and drink number of hospitalisations" and 
venues "action is needed to protect at risk 

populations". v ·\ 
Orange Gatherings No Limit on gatherings if eve • No requirement for physical 

Retaining capacity limits in high-risk I ~ No 
used l r-rnJ..o 

) distancing except for very lar~ settings at Orange can help prevent 
t,✓ gatherings 

super-spread events - for example 
• Very large gatherings defined as: 

in nightclubs or for choirs. 
• 500+ attendees 
• Non-seated At Orange community transmission 

is still so significant that it is placing 
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CPF Setting Current setting New proposed setting Rationale DG 
colour name decision 

• Longer than two hours. pressure on the health system, 

Those responsible for 'very large' making gathering limits for high risk 

gatherings to determine own capacity (possible super-spreader) situations 
limits based on required physical proportionate. 
distancing of 1 M /~ 

Face Required on flights , public • Proposed to keep mask wearing at At Orange community transmissior( ~ No 
masks transport, taxis, retail, public (; ~ hospitality at orange /"'1. ,i t/dih/r._ 

facilities , for workers at / • Remove requirement for mask p is still so significant that it is placing 
pressure on the health system, 

gatherings, encouraged {:) -.·wearing in schools 0-p 3 ' making face masks for places 
elsewhere ~~Jr sun· involving close contact between 

people still proportionate. ,,, ---=-. 
Green Gatherings No Limit on gatherings No gathering limits Limited community transmission ( Ye~ No 

means little ongoing rationale for 
retaining gatherings limits 

I~ 
Face Required on flights and for No face mask requirements Limited community transmission ~ o 
masks workers at gatherings Public means little ongoing rationale for 

facilities (e.g., libraries, requiring face masks in most 
museums, public pools) settings, except close contact ones 
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• Earlier in the outbreak, WGS was a key tool in aiding source investigation and contact tracing efforts for case linking. In the current context of 
widespread transmission, the primary role of WGS has pivoted to surveillance of circulating strains in the community and hospital, and those entering at 
the border. 

• At this stage in the pandemic, WGS has been prioritised for those who have been hospitalised for COVID-19 and who have died with or from COVID-19, 

to allow genomic information to be gathered on the most serious cases, while also obtaining a reasonable representation of circulating lineages across 

the country. Community sampling of cases from across the country should also be conducted that will complement hospital-based testing. In addition, 

while not strictly surveillance, a small amount of urgent WGS may be required to inform clinical decision making. 

• At times of low hospitalisations, all PCR samples from hospitalised patients should be sent to Environmental Science & Research (ESR) for WGS. 

However, at times of very high volumes of cases (as seen currently), it is not feasible to send all samples for WGS. In addition, even at times at low 

prevalence, there wi ll be exceptions where WGS of cases is not practical, e.g., in the case of very unwell patients. 

• Where prioritisation is required for hospital cases, clinically severe cases, including those in ICU and where clinicians have deemed COVID-19 to be a 

significant factor to admission, should be prioritised for WGS. Incidental COVID-19 cases, where cases are deemed to be in hospital for other reasons, 
should be lower priority. 

• In general, WGS surveillance needs to be agile; for example, when a new variant of concern is identified as a potential new risk, border surveillance may 

be prioritised for a period, with a larger sample of border PCR samples being sent for WGS. Correspondingly, fewer community or hospital samples may 
be taken, but samples from ICU patients would remain a priority. 

Continuing surveillance of COVID-19 and other respiratory pathogens in the longer term 

• Routine surveillance is already undertaken for many respiratory infections but has been impacted by the priority given to COVID-19. With the 

progressive border opening, as well as the seasonal rise in several other respiratory infections usually seen in the winter months, surveillance for other 
respiratory pathogens and notifiable infectious diseases becomes increasingly important. 

• Work is underway to integrate systems adapted or enhanced for COVID-19 such Eclair and EpiSurv to support surveillance for COVID-19 alongside 
other respiratory pathogens, including influenza, respiratory syncytial virus (RSV), and must prepare to detect and respond to other priority infectious 
diseases when the borders open, including measles and pertussis. 

• This work is led by ESR and an implementation plan is expected to be signed off by the Director of Public Health by week beginning 14th March. 
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Memo 

COVID-19 Protection Framework: Review of health factors for shifting 

colour settings  

Date: 28 March 2022 

To: Dr Ashley Bloomfield, Te Tumu Whakaere mō te Hauora, Director-General of Health 

Copy to: Dr Caroline McElnay, Director of Public Health  

Robyn Shearer, Deputy Chief Executive, DHB Performance and Support 

Bridget White, Deputy Chief Executive, COVID-19 Health System Response 

John Whaanga, Deputy Director-General, Māori Health 

Dr Ian Town, Chief Science Advisor 

Dr Robyn Carey, Chief Medical Officer 

From: Maree Roberts, Deputy Director-General of Health, System Strategy and Policy 

For your: Decision 

Purpose of report 

1. This memo seeks your approval of revised health factors to be considered when shifting

COVID-19 colour settings, to be put to Ministers for their approval.

Background 

2. On 12 December 2021, New Zealand moved into the COVID-19 Protection Framework (the

CPF). The CPF shifted the country away from a full elimination strategy towards an

approach that seeks to minimise and protect against the spread of the virus while allowing

New Zealanders, and the New Zealand economy to operate more freely.

3. Since then, we have seen the rise and decline of cases related to the Delta variant, while

experiencing a surge in case numbers across New Zealand with the introduction of the

Omicron variant. Since the CPF’s inception, all regions of New Zealand have been in either

the red or the orange setting, with the entire country being placed in Red on 23 January

2022.

4. The CPF uses traffic light colour settings to set the measures to manage risk to New

Zealanders from COVID-19, focused on capacity limits and mask wearing. At all levels, self-

isolation for cases and contacts is required.

5. On 23 March 2022, the Government announced changes to the CPF, the most significant

being the removal of My Vaccine Pass requirements and changes to the capacity limit

settings.
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Foundations of the CPF 

6. The CPF was designed in the context of New Zealanders’ increasing access to vaccines and

the protection afforded by them. This meant that under the CPF, New Zealanders could do

more if vaccinated, and the economy could be more open and allow for an environment

that was more free and less restrictive.

7. Even at the most restrictive level, New Zealanders and businesses can operate relatively

freely, albeit with some gathering size restrictions and mask requirements in place.

Previous factors for shifting colour settings 

8. Based on Government’s earlier understanding of COVID-19, the Delta Variant and vaccine

effectiveness, a set of health factors for moving between colour settings were agreed by

Cabinet in October 2021, these are [CAB-21-MIN-0421 refers]:

vaccination coverage across the overall population and equity of coverage 

the capacity of the health and disability system to manage COVID-19 cases, including 

across public health, primary and secondary care, and community services 

testing, contact tracing and case management capacity 

the transmission of COVID-19 within the community, including its impact on the most 

vulnerable populations. 

9. Cabinet agreed that the indicative risk assessments and thresholds for movement up the

CPF and within a region at each level of the Framework are as follows:

Green: case numbers kept low through testing, contract tracing and quarantine, and 

hospitalisations at a manageable level. 

a shift to Orange would occur with increasing community transmission, increasing 

pressure on the health system, or increasing risk to at-risk populations. 

a shift to Red would occur when Orange is no longer containing the virus in the 

original outbreak areas, and action is needed to protect the health care system, and 

the health of communities or at-risk populations. 

A new stage of the Omicron outbreak 

10. Unlike in the early phase of the Outbreak, vaccination rates are high at present, though

immunity will wane over time.

11. New Zealand has one of the highest two-dose vaccination rates in the world with 95

percent of the eligible population fully vaccinated. It is also clear that three doses of the

Pfizer vaccine are required to provide a high level of protection against serious disease

with the Omicron variant, and also affords some protection against being infected by and

transmitting the virus to others.

12. Current booster dose coverage of the eligible population is 73 percent, but for Māori this

is 59 percent and Pacific 60 percent. This discrepancy is impacted by the current advice to

observe a three-month delay post infection before getting a booster dose and partly

explains the lower booster rates for these population groups, as those who have had the

virus are still counted as part of ‘eligible population’. Data indicates that 6.6 percent of

Māori and 11.5 percent of Pacific People are eligible to be boosted but cannot do so due
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to having been a case in the last three months compared to three percent of the general 

population. 

13. While 53 percent of children aged 5 to 11 have received a first dose of the vaccine, the

equivalent figures are lower for Maori (34 percent) and Pacific (46 percent) who are at

higher risk of being infected and of poorer outcomes.

14. Transmission of Omicron across New Zealand is high and case numbers are high, with

cases affecting young people proportionately more than other age cohorts at this point in

the outbreak. Under the current Red setting, data suggest that people are choosing to

reduce their exposure to others in workplaces, public transport, retail and hospitality and

other settings; this is particularly so for older people.

15. At this point, the healthcare system is currently handling demand, but is under significant

pressure. Around 97 percent of infected people are self-managing with local decision-

making processes (through care coordination hubs) identifying those who need additional

clinical or welfare support. However, we are expecting a residual ‘baseline’ level of around

3-5000 cases per day with an onflow of demand for health services, and there will be

added pressure over winter with other circulating pathogens.

16. The pattern of viruses to initially circulate among more mobile populations, and

particularly younger age groups (who have many social contacts) and progress later to

infect more vulnerable populations, especially older people, means increased

hospitalisation rates from COVID-19 is likely over time.

Changes to the CPF 

17. The revised CPF settings announced by the Government have effectively removed all

previous requirements from the Green level, with only face mask requirements being

retained at the Orange level.

18. The primary controls on transmission are self-isolation (and testing), household contact

isolation and high vaccination rates with the use of face masks at Orange and Red, and

gathering limits and seating requirements at Red. Evidence is that indoor venues pose a

greater risk than outdoors and so this is the main difference between Red and Orange.

19. Any move in colour settings will have the effect of signalling that it is more or less safe for

various groups (who may have previously been limiting their mingling) to increase their

social interactions.  While this is not a bad thing in itself, it will likely lead to more

infections amongst older cohorts and vulnerable population groups, leading to higher

rates of hospitalisation and possibly additional deaths.

20. Furthermore, removing all gathering limits indoors (particularly in winter) is still likely to

pose a significant impact on transmission alongside the behavioural impact from the

signalling indoor spaces are risk free.

21. The Ministry has also agreed to undertake a regular, monthly review of the self-isolation

and testing requirements. Factors and thresholds for reducing or removing isolation and

testing requirements should be considered in the context of factors and thresholds for the

CPF.
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The Ministry of Health’s aims for the CPF  

22. The Ministry of Health’s aims remain to minimise harm from COVID-19, specifically the 

harm from severe illness, hospitalisation, and death due to infection with the virus.  

23. Equity sits at the centre of this approach. Interventions need to ensure equity of outcomes 

for those most at-risk including Māori, Pacific, disabled people and those most 

socioeconomically deprived. Practically, this means proposing policies that reduce 

transmission and prevent severe illness due to COVID-19, particularly for the vulnerable.  

This includes policies that enable people to stay at home when they are sick, to be able to 

look after unwell whānau, and to have policies in place that reduce at-risk people 

returning to work when unwell and potential impacts on long term outcomes from 

COVID-19 (e.g. long covid). 

24. The CPF’s aims also include promoting more certainty for New Zealanders and minimising 

use of population-wide public health measures that may infringe on individual human 

rights. 

Proposed factors for shifting colour settings  

25. On 24 March 2022, a meeting and follow up consultation was undertaken with the Office 

of the Director of Public Health, Chief Science Advisor, Science and Insights, COVID-19 

Operations and COVID-19 Policy to review the factors for shifting colour settings. 

26. There is a strong focus in the proposed new factors below on ensuring hospital capacity 

remains sufficient to meet demand throughout winter, and that vulnerable populations do 

not suffer disproportionately due to COVID-19. 

27. The focus on seasonal factors allows us to take account of the alleviation of pressure from 

warmer weather and if there are no other factors complicating matters (e.g. different more 

transmissible and more virulent variants), this approach will likely facilitate a shift to Green 

in spring/summer. 

28. The group identified four proposed factors to support recommendations regarding 

shifting colour levels:  

 

 Proposed Factor Rationale 

1.  Degree of protection from severe 

health outcomes, gauged by: 

a) Booster (third dose coverage) 

and immunity levels among 

the general population and 

vulnerable populations, and 

b) availability of treatments to 

reduce severity (e.g. 

antivirals) for those most at 

risk. 

The high rate (73 per cent) of the 

population having received 3 doses of 

the vaccine along with the number of 

people that have natural immunity from 

having contracted COVID-19, means that 

focussing on vaccination of the general 

population is no longer a suitable and 

robust measure. Considering the role of 

immunity as a preventative factor more 

generally, with a focus on at-risk 

populations gives a more accurate 

picture for any colour shift. Additionally, 

the availability of oral antivirals will help 
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to protect people who are at higher risk 

of severe health outcomes alongside 

public health measures. 

2.  Capacity of the health and disability 

system (hospitals, primary care and 

community providers, including 

testing) to meet demand for COVID-

19 considering the impact of other 

illnesses, including seasonal and 

other imported conditions (e.g., 

influenza, measles, RSV, while also 

addressing the backlog of 

prevention activities (immunisation 

and screening) and the care of 

people with long-term conditions 

such as diabetes. 

New Zealand is approaching the winter 

season, when the health system faces a 

greater demand for services and there is 

a significant backlog of routine 

preventive, chronic disease management 

and planned care to be delivered. 

Looking at hospitalisations for COVID-19 

in isolation will need to be done in 

conjunction with how other seasonal 

viruses are placing extra strain on the 

system at a time when severity of COVID-

19 symptoms may worsen. A strong 

focus on equity is essential across the full 

gamut of care that will be required 

through winter. 

3.  Effectiveness of Care in the 

Community in supporting isolation in 

place (especially for older/at-risk 

individuals and multi-generational 

households) and preventing/ 

mitigating severe outcomes 

requiring hospitalisation. 

Care in the community (CIC) is a unique 

programme in New Zealand that directly 

supports at-risk groups to safely isolate 

(providing alternative accommodation 

for multigenerational households) and/or 

receive support that enables them to 

sustain self-isolate. Continuing the same 

level of CIC is likely to become 

unsustainable as during the winter 

season people will increasingly present 

with flu-like symptoms that may not be 

COVID_19 related. There is work 

underway to determine a sustainable 

approach to CIC through winter while 

ensuring that a full range of care can 

continue to be delivered. 

29. Consistent with an equity first approach, any decision regarding changing the CPF colour 

settings should be made in view of a dedicated analysis of the potential impact on our 

most vulnerable (e.g., Māori, high deprivation and those living with disabilities). Any 

decision that may disproportionately effect the vulnerable will only be made if appropriate 

mitigating measures can be implemented. 

The thresholds for shifting colour settings 

30. Considering the four proposed factors above, the threshold for shifting colour settings 

would be appropriate when: 
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 Immunity levels and available treatments1 are considered sufficient such that 

restrictions on gatherings are no longer proportionate to level of health risk, 

 The primary care and hospital systems are assessed as having sufficient capacity to 

meet demand due to COVID-19 and other demands, including seasonal/border-

related viruses and the backlog of preventative and planned care that needs to be 

caught up on, 

 Care in the community is able to sustainably support people to self-manage in place 

including groups/older individuals and households, and 

 The assessed impacts on vulnerable populations of removing public health measures 

(including through the signalling effect) is considered acceptable. 

31. The proposed triggers for moving to Orange or Green place less emphasis on case 

numbers and level of transmission. Instead, they focus on the impact of the shift on the 

health system and at-risk populations and the extent to which this risk can be self-

managed through the support of community care providers. 

 

Other considerations for the future of the CPF 

32. As part of a longer-term setting, the group considered the future of COVID-19 and an 

eventual shift to an endemic approach, where our treatment of the virus may be more 

similar to that of other viral respiratory diseases.  

33. In this context, it continues to be unlikely that there will be regular shifts up and down the 

colour settings Shifting colour settings will likely only occur, when there is new 

development such as the introduction of a more severe and or more transmissible variant, 

or other extenuating circumstances. 

34. There was also consideration about the possibility of moving some regions of the country 

into ‘Orange’ while other regions remain in ‘Red’. While this has previously been a useful 

approach in both the CPF and the Alert Level Framework, the transmissibility of Omicron 

makes this approach unlikely to be practicable.  

Equity 

35. Responding to our most at risk population groups and prioritising equity has been central 

to the CPF since its inception. Population groups that are unvaccinated or partially 

vaccinated, live in high deprivation, suffer from co-morbidities or live with disabilities have 

disproportionately felt the effects of the COVID-19 virus. 

36. Maintaining population level measures remain an essential part of achieving improved 

outcomes for at-risk groups. However, the social licence to maintain the more restrictive 

population level interventions is likely to continue to wane, unless there is perceived to a 

higher population-wide risk e.g. because of a new variant that causes more severe illness.  

37. Any decision on how and when to shift colour settings should keep equitable outcomes, 

particularly for the vulnerable, at the centre. 

 
1 Antivirals will not be more widely available until at least the end of April 2022, and even then, their use will 
have to be rationed using a risk matrix. 
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Next steps  

38. If you approve this advice, it will be provided to the Department of Prime Minister and 

Cabinet by 28 March 2022 for advice to Ministers. The advice will also be subject to Crown 

Law advice.  

39. The factors will then be used as part of the next CPF Assessment Committee that will meet 

on 29 March 2022 to assess CPF colour settings, including whether to shift from Red to 

Orange.  

Recommendations  

It is recommended that you: 

1. 1

. 

Note the changes to the COVID-19 Protection Framework (CPF) announced by 

the Government on 23 March 2022 and how these impact future shifts in the 

CPF settings.  

Noted 

2. 3

. 

Note that Cabinet instructed the Ministry of Health and DPMC to review the 

health factors for considering a change in colour setting. 

Noted 

3.  Note the original factors and thresholds for shifting colours under the CPF. Noted 

4. 5

. 

Agree to the proposed health factors for shifting colour settings under the CPF: 

a) the degree of protection from severe health outcomes gauged by 

booster (third dose coverage) and immunity levels in the general 

population and vulnerable populations, and the availability of 

treatments that reduce severity, 

b) the capacity of the health system to meet demand for COVID-19 

considering the impact of other illnesses, including seasonal and 

imported conditions, while also addressing the backlog of prevention 

activities and the care of people with long term conditions.  

c) the effectiveness of Care in the Community in supporting isolation in 

place and preventing/mitigating severe outcomes requiring 

hospitalisations. 

 

Yes 

 

 

Yes 

 

 

Yes 

5. 6

. 

Agree to the following thresholds to trigger a change in colour settings: 

a) the immunity levels and available treatments are considered 

sufficient such that restrictions on gatherings are no longer 

proportionate to level of health risk, 

b) the primary care and hospital systems are assessed as having 

sufficient capacity to meet demand due to COVID-19 and other 

demands including seasonal/border-related viruses and the backlog 

of preventative and planned care that needs to be caught up on,  

c) care in the community is able to sustainably support people to self-

manage in place including protecting at-risk groups/older 

individuals and households/ 

 

Yes 

 

 

Yes 

 

Yes 
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6. 6

. 

Agree to provide this advice to the Department of Prime Minister and Cabinet, 

who will use this information for advice to Ministers on factors and triggers to 

shift CPF colour settings by 1 April 2022.  

 

Yes 

 

 

Signature ___________________________________________________  Date:      28 March 2022 

 

Dr Ashley Bloomfield 

Te Tumu Whakaere mō te Hauora 

Director-General of Health 
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