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Report on the consultation period for the proposal to expand 
the functions of PHARMAC 
 

Executive Summary 
1. This report provides a concise overview of consultation on a proposal to expand the current 

role of PHARMAC with respect to hospital medicines and a limited range of medical devices 
(coronary stents, insulin pumps and wound care products), including PHARMAC managing a 
fixed budget for hospital medicines and those devices in the way that it currently does for 
community medicines. Consultation on this proposal was overseen by Dr David Sage (Chief 
Medical Officer, Auckland District Health Board) and was undertaken to fulfil decisions made by 
Cabinet. 

2. The consultation process involved receiving submissions from, and/or meeting with, a range of 
clinicians and representatives of key professional associations, including the New Zealand 
Medical Association, the Royal Australasian College of Physicians, the Royal Australasian 
College of Surgeons and the New Zealand Nurses Organisation. The breadth and diversity of 
the feedback provides a solid basis for future decision-making. 

3. On the basis of the information gathered through the consultation process, it can be suggested 
that there is: 

 wide recognition of PHARMAC’s success and expertise in the realm of managing 
expenditure on community medicines; 

 a warning that the scale of change proposed will require major changes,  
improvements and investment in hospital processes and systems; 

 sufficient support to proceed – slowly – toward PHARMAC managing the 
assessment, prioritisation and procurement of hospital medicines within a fixed 
budget, provided there are no unreasonable constraints on clinical choice and timely 
treatment;  

 some support for national procurement of medical devices, but more concern than 
support regarding PHARMAC assuming a greater role in the assessment, 
prioritisation and procurement of medical devices; 

 significant concern amongst cardiologists about PHARMAC managing the 
assessment, prioritisation and procurement of coronary stents; 

 qualified support for PHARMAC becoming more involved in the funding of insulin 
pumps; and 

 significant concern amongst wound care clinicians about PHARMAC managing the 
assessment, prioritisation and procurement of wound care products. 

4. This report outlines the basis for the above statements.  
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Introduction 
i.	 This report provides a concise, plain-English overview of the process and outcomes of a 

period of consultation on a proposal to expand the current role of PHARMAC with respect 
to hospital medicines and a limited range of medical devices (coronary stents, insulin 
pumps and wound care products). These three specific types of device were proposed as 
areas where PHARMAC could achieve gains for the sector because PHARMAC has 
previously provided some DHBs with advice on their use and procurement [SOC (09) 131 
refers]. The proposal included PHARMAC managing a fixed budget for these items in the 
way that it currently does for community medicines. 

ii.	 The consultation/discussion document is attached as Appendix One. Throughout this 
report, the term ‘the proposal’ is used to refer to the proposal as it was described in the 
consultation/discussion document. 

iii.	 The report includes the following sections: 

1.	 Background – an overview of the context; 

2.	 Overview of consultation process, meetings held and submissions received – a 
description of the process and the organisations and individuals who were consulted 
and/or provided a submission; 

3.	 General overview and key themes – a discussion of recurrent and central themes, core 
concerns and benefits and risks; 

4.	 Specific aspects of proposal – an overview of responses to specific aspects of the 
proposal; and 

5.	 Conclusion – a summary of the outcomes of the consultation period. 

iv.	 Where a specific meeting or submission is referred to in the report, it is indicated by (s#) for 
a submission or (m#) for a meeting. Details of the 14 meetings that were convened are 
outlined in Appendix Two and details of who provided submissions are outlined in Appendix 
Three. For example, (m5) refers to the meeting with the New Zealand Medical Association 
and (s46) refers to the submission provided by the Cardiac Society of Australia and New 
Zealand. However, not all quotes are attributed. 

v.	 This report has been prepared by the Ministry of Health, but has been reviewed, amended 
and confirmed by Dr David Sage as an accurate reflection of the views expressed in the 
submissions received and in the meetings held (see section 2: Overview of consultation 
process, meetings held and submissions received). 

Background 
1.	 Following advice on the report of the Ministerial Review Group (MRG) and the submissions 

received following its publication, Cabinet made an in-principle decision, subject to work 
informed by consultation with the sector being completed, to expand PHARMAC’s role in 
prioritising and negotiating the purchase of hospital medicines (which are more closely 
aligned with PHARMAC’s current role) and a limited range of medical devices. Cabinet 
noted that the Minister of Health (the Minister) would invite a clinical leader to oversee 
consultation with the sector. [SOC min (09) 30/3 refers]. 

2.	 Cabinet invited the Minister to report back to Cabinet with a view to making further 
decisions on implementing an expansion of PHARMAC’s role with respect to hospital 
medicines and a limited range of medical devices, including whether PHARMAC should 
manage a fixed budget for these items. The consultation summarised in this report will 
inform the report to Cabinet. 
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3.	 The consultation/discussion document is attached as Appendix One. 

Overview of consultation process, meetings held and submissions 
received 

4.	 Dr David Sage, Chief Medical Officer of Auckland DHB, was invited by the Minister to 
oversee the consultation process. Dr Sage led the consultation process by ensuring contact 
was made with particular clinicians and/or their representative organisations, by chairing 
the meetings that were convened, and by ensuring this report accurately reflected the views 
expressed through the consultation. 

5.	 Consultation commenced on 2 March 2010, with the proposal/discussion document and an 
explanatory note being emailed to all DHBs’ CEOs, Chief Medical Officers, Directors of 
Nursing and the clinical profession organisations identified in Appendix One (a copy of the 
consultation/discussion document, which includes a list of who it was sent to).1 The list of 
recipients was developed collaboratively by the Ministry and Dr Sage. The document was 
also sent to the Directors of the six regional Cancer Centres due to their experience in 
PHARMAC’s expansion into the management of pharmaceutical cancer treatments. Both 
the explanatory email and the proposal document asked recipients to indicate their interest 
in meeting with Dr Sage to discuss the proposal as part of the consultation process. Both 
the explanatory note and the proposal noted that written submissions were required by 1 
April 2010. 

6.	 Interest in meeting with Dr Sage to discuss the proposal was limited, so meetings with 
specific individuals and organisations were actively sought. Details of the 14 meetings that 
were convened are outlined in Appendix Two. The meetings included detailed discussions 
with high-profile clinicians (including Clinical Directors of Cardiology, Cancer, Nursing, 
Respiratory, Intensive Care, Rheumatology, Interventional Radiology, Paediatric Diabetes 
and Pharmacy services) and representatives of major professional bodies (including the 
New Zealand Medical Association (NZMA) and the Royal Australasian College of 
Physicians (RACP)). 

7.	 Consultation closed on 1 April 2010 and a total of 55 submissions were received (including 
two, from the NZMA and New Zealand Nurses Organisation (NZNO), who sought and were 
granted approval to make late submissions due to extenuating circumstances). Details of 
who provided submissions are outlined in Appendix Three. Submissions were received 
from organisations representing large numbers of senior clinicians (including the RACP, the 
Royal Australasian College of Surgeons (RACS) and the NZMA). Submissions were also 
received from organisations representing specific clinical specialties and those who would 
be amongst the most affected if the proposal were to be implemented (including the 
Cardiac Society of Australia and New Zealand (CSANZ), the New Zealand Society of 
Anaesthetists, the New Zealand Hospital Pharmacists’ Association (NZHPA), and the New 
Zealand Wound Care Society (NZWCS)). 

8.	 The information provided and recorded through the submissions and meetings may 
therefore be representative of the perspectives of a wide range of clinicians, including those 
who would be amongst the most affected if the proposal were to be implemented. 
Nonetheless, there are some gaps. For example, brief submissions from individual 
emergency and/or intensive care specialists and a psychiatrist were received, and a 

1 Some individuals and organisations were sent the email and the document after 2 March; these included 
DHBs’ Directors of Nursing, the New Zealand Council of Medical Colleges, the Royal New Zealand College 
of General Practitioners, the New Zealand Hospital Pharmacists’ Association and the New Zealand 
Rheumatology Society. 
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meeting with a prominent intensive care specialist was held. However, no submissions 
were received from entities that specifically represent these disciplines. 

9.	 In the opinion of Dr Sage, sufficient efforts were made to secure input from an appropriately 
wide range of clinical groups. Dr Sage points out that a drawback of this type of 
consultation is that assent is unlikely to be fully captured, but its strength is the vigorous 
critique and identification of potential pitfalls to implementation. Overall he considered that 
the submissions received do represent the views of a broad range of clinicians. 

General overview and key issues 
10.	 A clear general theme that emerged from the consultation period was that clinicians share 

and support the goal of improving national consistency, maximising cost-effectiveness and 
reducing duplication within the health system. There was also general (but not unanimous) 
agreement that national procurement processes offered the potential for economies of 
scale and the reduction of duplication across DHBs. An early respondent advised that the 
proposal was ‘in the best interests of our population and our hospital system’ (s3). 

11.	 There was also broad recognition that PHARMAC has been successful in its management 
and procurement of community pharmaceuticals and that extending its remit to include 
responsibility for hospital pharmaceuticals and a limited range of devices was logical. For 
example, as noted by the Royal New Zealand College of General Practitioners, PHARMAC 
has ‘demonstrated the cost savings that can be generated by their method of purchasing 
and controlling the funding for medication. Extending this model to the purchasing of 
appropriate medical devices and hospital medicines may similarly assist in restraining 
costs’ (s33). The RACP asserted that PHARMAC ‘would bring considerable expertise to the 
table when negotiating the bulk purchasing of medical devices’, which ‘should result in 
significant cost reductions’ (s43). 

12.	 The NZMA (s54), CSANZ (s46) and the NZHPA (s29) were also amongst those in support 
of PHARMAC managing hospital pharmaceuticals, which was seen by many respondents 
as offering an opportunity to improve equity of access to pharmaceuticals across DHBs, 
reduce clinical variation and remove the distinction between ‘hospital’ and ‘community’ 
medicines. As noted in one submission (s30), the proposal could address ‘why some 
patients in some DHBs have better access to expensive drugs than patients in a different 
DHB’. 

13.	 However, those who supported the proposal generally also expressed concern about 
PHARMAC’s decision-making processes and the infrastructure that would need to be 
developed to implement it. 

14.	 Views on whether PHARMAC should have a greater role with regard to medical devices 
ranged from supportive to strongly opposed, with the latter being most clearly expressed by 
interventional cardiologists who implant coronary stents. Concern about PHARMAC’s 
potential management of the assessment, prioritisation and procurement of medical 
devices generally focussed on the inherent differences between devices and medicines, 
and PHARMAC not (currently) having the necessary expertise to perform those functions. 
Many were concerned that this would lead to inadequate consideration of key factors during 
assessment, the procurement of devices of inadequate quality, the absence of necessary 
on-going support, and incompatibility with existing equipment. Furthermore, the prospect of 
PHARMAC involvement in medical devices was often associated with inhibiting access to 
newer and better technology. Some submissions and meeting participants were opposed to 
PHARMAC involvement in medical devices but acknowledged that national procurement of 
devices offered the potential for economies of scale and reduced duplication. However, 
there was no unanimous or even generally agreed answer to the question of ‘If not 
PHARMAC, then who?’ 
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15. In short, on the basis of the information gathered through the consultation process, it can 
be suggested that there is: 

 wide recognition of PHARMAC’s success and expertise in the realm of managing 
expenditure on community medicines; 

 a warning that the scale of change proposed will require major changes, 
improvements and investment in hospital processes and systems; 

 sufficient support to proceed – slowly – toward PHARMAC managing the 
assessment, prioritisation and procurement of hospital medicines within a fixed 
budget, provided that there are no unreasonable constraints on clinical choice and 
timely treatment;  

 some support for national procurement of medical devices, but more concern than 
support regarding PHARMAC assuming a greater role in the assessment, 
prioritisation and procurement of medical devices; 

 significant concern amongst cardiologists about PHARMAC managing the 
assessment, prioritisation and procurement of coronary stents; 

 qualified support for PHARMAC becoming more involved in the funding of insulin 
pumps; and 

 significant concern amongst wound care clinicians about PHARMAC managing the 
assessment, prioritisation and procurement of wound care products. 

16. This report outlines the basis for the above statements. Before discussing the three key 
components of the proposal (hospital medicines, a limited range of devices, and a fixed 
budget), three central issues are discussed. These issues (clinicians’ perception of 
PHARMAC, clinical choice, and information technology infrastructure) were the issues most 
frequently raised, and transcend the three components of the overall proposal. 

Perception of PHARMAC 
17. Clinicians broadly agree that PHARMAC has been successful in its management of 

community pharmaceuticals, particularly with regard to its management of cost growth. This 
track record means that most clinicians agree that there is a strong rationale for the remit of 
PHARMAC being extended to include hospital medicines. The NZMA’s submission 
explained that PHARMAC has ‘developed skill and expertise in the national purchasing of 
prescription medicines for New Zealand. At times their process may have been restrictive 
for one reason or another but their control of the Pharmaceutical Benefits Scheme, from a 
budgeting perspective has been excellent’ (s37). Similarly, another submission (s11) 
explained that: 

Although there have been past episodes where we have disagreed with particular 
PHARMAC decisions, as a Society we recognise the importance and value of 
PHARMAC’s work and acknowledge its achievements in containing healthcare 
costs in New Zealand. We recognise the logic of extending PHARMAC’s role to 
hospital medicines and a limited range of medical devices’. 

18. However, while clinicians agree that PHARMAC has been successful in constraining growth 
in expenditure on pharmaceuticals, the submissions and meetings also indicated widely 
held cynicism regarding PHARMAC and its decision-making processes. Some individuals 
and groups, such as CSANZ (m7; s46), consider PHARMAC to be too focused on cost-
containment rather than improving health outcomes. A view expressed consistently 
throughout the consultation period was that PHARMAC’s decision-making processes are 
insufficiently transparent, are too slow and do not adequately involve clinicians. This view of 
PHARMAC was reinforced by clinicians’ experiences with existing exceptional 
circumstance and special authority application processes, which are generally viewed as 
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involving an unnecessary degree of paperwork and/or duplicating information that has 
previously been provided, sometimes to support the use of a low-cost medicine for a 
purpose that is now regarded as evidence-based.2 

19.	 It was frequently noted that the period of time PHARMAC has taken to assess a new 
pharmaceutical was simply too long (e.g. up to or more than two years) and that it was 
essentially a closed process (i.e. clinicians were often unaware what data was being 
assessed and what value or ‘weight’ was given to particular criteria). In addition to being 
slow, it was also frequently suggested that PHARMAC’s Pharmaceutical and Therapeutic 
Advisory Committee (PTAC) lacked sufficient expertise in some areas, and had sometimes 
acted contrary to advice of its specialist sub-committees. The relationship between PTAC 
and its cancer treatments sub-committee (CaTSOP), particularly in the first five or so years 
of PHARMAC’s expansion into cancer medicines, was highlighted during several meetings 
as an example of PTAC apparently ignoring, discarding or not asking for advice from a sub-
committee. 

20.	 The NZNO noted that some of its members, and particularly those involved in wound care 
who had also been involved in PHARMAC processes, regarded those processes as 
‘frustrating and non-productive’, with ‘little understanding or appreciation of what was 
happening and needed to happen with frontline services’ (s53). 

21.	 Several submissions and meetings indicated that PHARMAC has improved its inclusion of 
clinicians in recent years, but emphasised that further progress needs to be made (e.g. 
m2). Indeed, many expressed concern about the proposal with reference to clinical 
leadership, with some (e.g. s18, m13) noting that the proposal could undermine efforts to 
increase clinical leadership by taking some decisions out of clinicians’ hands or by 
constraining clinical choice (see below). 

22.	 Several submissions and meeting participants also suggested that, in addition to making 
decision-making processes quicker and more transparent, an enhanced ability to challenge 
or seek independent reviews of decisions is also required. One meeting participant 
observed that PHARMAC is currently ‘judge, jury and executioner’. Multiple clinicians noted 
concern about PHARMAC’s practice of ‘bundling’, whereby the procurement of one 
medication is ‘bundled’ with a cheap price for another. While generally recognising the 
benefits of a ‘good deal’, many clinicians indicated that, in their view, bundling can 
undermine the integrity of PHARMAC’s decision-making processes, particularly if it is 
perceived as funding something that is (or has been previously indicated as) a lower priority 
than another medicine. 

Clinical Choice 
23.	 Closely related to the general perception of PHARMAC was a central theme of concern 

regarding what the proposal would mean for clinical choice. Some associated the proposal 
with imposing a ‘one size fits all’ approach, in which PHARMAC would dictate the one 
medication or device that was available for a given clinical presentation. An emphatic 
message from the consultation was that hospital-based clinicians need to have a range of 
options available to them and must be able to enact what they judge to be in the best 
interests of each individual patient (which may include treatments for which there is little 
published evidence). 

24.	 However, many clinicians indicated that it would be reasonable for there to be a limited 
(e.g. three or four) range of funded/available medicines for each given circumstance. Some 
clinicians also indicated that one specific medication (or device) might be appropriate for 75 
percent (or thereabouts) of cases, and that it was for the remainder where clinical choice 
was crucial. For example, one submission noted that ‘Clinical choice is important …, but a 

2 Electronic approval processes for cancer medicines may be an exception, although it has taken around 
eight years for this system to emerge. 
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sensible formulary which is updated when new evidence/treatments become available 
should be able to offer adequate evidence-based choice for prescribers’ (s30). Similarly, 
another submission explained that ‘Clinical choice issues can be well addressed by 
PHARMAC continuing to operate on an evidence-based platform, by continued utilisation of 
highly experience and qualified clinical staff within the various assessment processes, and 
truly responsive and timely mechanisms for dealing with challenges, queries, and requests’ 
(s3). Others agreed that it often is appropriate to constrain clinicians’ access to some 
options, to ensure that those options are administered only by clinicians with sufficient 
expertise (s21). 

25.	 The representative of RACP (m12) noted that clinicians are pragmatic and will do the best 
they can for their patients within ‘reasonable constraints’, with the inclusiveness and 
transparency of the decision-making process to establish those constraints playing a key 
role in determining whether they are reasonable. As indicated above, clinicians would be 
likely to have more confidence in PHARMAC if what was considered in reaching a decision 
was more transparent. 

26.	 A sentiment that was probably more implicit than it was explicit (but still clear) in 
submissions and comments made in meetings concerned trust. That is, many clinicians 
who responded to the proposal noted or implied that it suggested clinicians could not be 
completely trusted to balance the interests of their patients with the reality of scarce 
resources. Many emphasised that they are acutely aware of that reality and operate 
accordingly, such that expensive, exceptional or innovative treatment options are only 
enacted when the needs of the patient require that course of action. As expressed by the 
New Zealand Nurses Organisation perhaps with some hyperbole: ‘There seems to be little 
point training and regulating health practitioners … and then not trusting them or allowing 
them to practice accordingly’ (s53). 

27.	 Some submissions and meeting participants also argued that further education of clinicians, 
particularly to promote the use of (and adherence to) best-practice guidelines, was 
preferable to the removal of options (e.g. s5, s46, m8, m12). Examples were provided of 
where this had reduced clinical variation, improved care and reduced costs (by reducing the 
number of unnecessary treatments or use of expensive options). 

Information Technology Infrastructure 
28.	 A key concern that emerged, particularly during meetings with clinicians, was that little is 

actually known about, in simple terms, what goes on in hospitals. In particular, data is 
generally not recorded about what is prescribed to whom, for what purpose and at what 
cost (especially for high-volume, low-cost medicines and products). 

29.	 It was also frequently noted that most DHBs would have difficulty determining their own 
utilisation of (and expenditure on) specific medicines and devices at a hospital (macro), 
department (meso) or patient (micro) level (e.g. m12). The absence of this data was 
repeatedly identified as a major obstacle to progressing the proposal, and would require 
years of work and investment to overcome. For example, the absence of that data would 
make it difficult for PHARMAC to determine the volume of each medicine required by each 
DHB, with a consequent risk of under-supply. A lack of health outcomes data (i.e. the 
outcomes of interventions) was also regularly noted as a concern – and a challenge to 
making evidence-based decisions. 

30.	 The capability and capacity of existing information technology (IT) infrastructure (in DHBs 
and centrally) was consistently identified as inadequate and a major challenge to the 
implementation of the proposal. In particular, it was frequently noted that the majority of the 
existing special authority and exceptional circumstance processes are manual, slow and 
involve significant compliance costs (i.e. are paper-based). Although the electronic system 
that exists for many of the cancer medicines already managed by PHARMAC was noted by 
some oncologists as being adequate now, it was usually emphasised that it is not problem-
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free and its development had been a long and tumultuous process. The difficulties involved 
in establishing this system, which is for a relatively small number of medicines, was 
regarded by many as a cause for concern with regard to the prospect of PHARMAC 
becoming responsible for all of the medicines used in hospitals. As noted by one of the 
critics of the proposal (s5): 

While we believe that it is useful to control the expenditure on very high cost items, 
it seems [to be] a waste of time and potentially very damaging, to try to control the 
much larger number of drugs which do not cost very much. 

31.	 Others noted that their DHB was still submitting manual applications as their IT system 
‘could not handle’ the electronic process that was available (e.g. m9). 

Specific aspects of proposal 
32.	 This section discusses reactions to the three core elements of the proposal: PHARMAC 

managing the assessment, prioritisation and procurement of hospital medicines; 
PHARMAC managing the assessment, prioritisation and procurement of a limited range of 
devices (coronary stents, insulin pumps and wound care products); and PHARMAC 
managing these functions within a fixed budget. 

33.	 As noted at the outset, the three specific types of medical device (coronary stents, insulin 
pumps and wound care products) were proposed as areas where PHARMAC could achieve 
gains for the sector because PHARMAC has previously provided some DHBs with advice 
on their use and procurement [SOC (09) 131 refers]. 

Hospital medicines 
34.	 As outlined above, the submissions and meetings indicated broad in-principle support for 

progressing toward PHARMAC managing the assessment, prioritisation and procurement 
of hospital medicines in a similar way to how it manages community medicines. It is 
important to note that the submissions of the CSANZ (s46), NZMA (s54), RACS (s43), and 
the NZHPA (s29) supported PHARMAC managing hospital medicines. Some submissions 
stated that a better, more rigorous system for managing expenditure on hospital medicines 
is needed. Only three submissions strongly opposed the proposal, although it may be 
important to note that these were the submissions of the Pharmaceutical Society of New 
Zealand (s47) and Canterbury DHB (s50).3 

35.	 Many submissions and meeting participants supported the proposal on the basis that it 
presented a mechanism to improve equity of access to pharmaceuticals across DHBs, 
reduce clinical variation and remove the distinction between ‘hospital’ and ‘community’ 
medicines. The NZHPA ‘agree[d] that there should be a [single] process for the funding of 
drugs used in public hospitals in New Zealand. There needs to be some consistency across 
the country and there should be less bureaucracy if this happens centrally’ (s29). One 
clinician (s4) explained his support for the proposal thus: 

I like the idea of providing nationally consistent restriction criteria for a number of 
very expensive medications in hospitals. This would ensure that drugs with limited 
value are not being used outside of a few indications. It also would ensure that 
different specialists and different hospitals are consistent in their practice and 
patients in different regions have equal access to drugs. 

3 The submission provided by Canterbury DHB’s Department of Clinical Pharmacology (s5) strongly opposed 
the proposal. A submission was later received from the CEO of Canterbury DHB (s50) which was based on 
the earlier one. 
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36.	 Clinical directors from one DHB cast further light on the inequities and inefficiencies of the 
status quo, and the potential advantages of a single national process: 

Currently, there is no national consistency between DHBs regarding which drugs 
are funded […]. At the moment most DHBs have a committee that decides which 
drugs can be used in that DHB. In [our] DHB, each new drug added to our closed 
formulary requires an extensive literature search and pharmacoeconomic analysis, 
done by a clinical pharmacist. On average, this takes a week per drug. Many DHBs 
repeat this process in their own DHB, which is a waste of expert time (and money). 

37.	 CSANZ noted that ‘The proposed integration of hospital and community pharmaceutical 
procurement to align and improve efficiencies has some inherent strengths and logic. 
Combining acute and chronic medication procurement will encourage standardisation of 
medication availability and prescription of appropriate treatments’ (s46). Some meeting 
participants noted that with some medicines currently approved and funded to be 
prescribed in hospitals, but not in the community, clinicians must either act contrary to ‘the 
rules’, keep patients in hospital longer than may otherwise be necessary, or require their 
patients to meet the unsubsidised cost of using the medicine in the community. 

38.	 Overall, support for the proposal generally came with caveats. Three key issues/challenges 
have been discussed above. In addition to these, submissions and meeting participants 
identified two further challenges to overcome as part of PHARMAC extending its role into 
hospital medicines. 

National formulary 

39.	 Many clinicians noted that PHARMAC becoming responsible for managing hospital 
medicines would require the development and maintenance of a national formulary – i.e. a 
list of all the medicines and pharmaceutical formulations that were approved and funded for 
use in hospitals. However, clinicians (particularly pharmacists) were emphatic that the scale 
of the work required to establish a formulary was vast (the words ‘difficult to comprehend’ 
were used in more than one meeting). 

40.	 Many clinicians also saw the prospect of a national formulary as being the mechanism that 
would unreasonably restrict clinical choice (i.e. by defining which one medicine should be 
used). A ‘narrow’ or ‘restrictive’ formulary was explicitly opposed in a number of 
submissions and meetings (e.g. s5), with many clinicians re-iterating and emphasising that 
clinicians need ‘room to move’ to prescribe what they decide to be in the best interests of 
their patients, especially when a patient is unsuitable for, or unresponsive to, the ‘evidence-
based option’ (s21). Furthermore, there was a concern that any ‘room to move’ would only 
be enabled through an unnecessarily complex and bureaucratic system of special authority 
and exceptional circumstance requirements (see below). 

41.	 Several clinicians suggested that a non-restrictive formulary or evidence-based Preferred 
Medicines List (PML) or ‘Wise List’ was preferable, which would define what medicine(s) 
PHARMAC preferred in given circumstances, but would not deprive clinicians of access to 
other (unlisted) options. Indeed, Canterbury DHB’s Chief Executive Officer (s50) and 
Department of Clinical Pharmacology (s5) argued that a PML/Wise List was a possible, less 
controversial and more practicable alternative to a comprehensive hospital formulary. A 
PML/Wise List would be comprised of the prioritised brands of ‘100-200 commonly used 
medicines’ and be written by independent clinicians. PHARMAC’s input would be to get the 
best price for these medicines and access to other medicines would continue to be 
managed locally. These submissions considered a clearly defined PML, combined with the 
input and leadership of local senior clinicians and evidence-based prescribing guidelines to 
be a more cost-effective approach than that heralded by the proposal. (Some submissions 
and meeting participants indicated that a similar model might be applicable to medical 
devices (e.g. national procurement of one or two ‘preferred’ brands of a particular device), 
so long as the ‘non-preferred’ options were readily available). 
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42.	 Many submissions and meeting participants supported the idea of a national formulary, but 
suggested that ‘PHARMAC should focus its efforts on high cost, new entry, novel therapies 
and exclude medicines with a low cost or well established use’ (s24). The general rationale 
for this was to reduce the size of the task of developing and maintaining a formulary and 
uncertainty about what would further gains there would be in PHARMAC involvement with 
respect to low-cost, high-volume medicines. 

Special authority and exceptional circumstance applications 

43.	 In general, clinicians either endorse or accept special authority or exceptional circumstance 
approval processes for pharmaceuticals as being necessary. However, significant concern 
exists with regard to how they would be developed and implemented. Administrative burden 
and speed of decisions are clinicians’ primary concerns. Some clinicians noted that there 
would be situations and circumstances (e.g. emergency and intensive care and during 
surgical procedures) where treatment decisions would need to be made on-the-spot, 
meaning any sort of ‘bureaucratic impediment’ would not be appropriate (s23). 

44.	 Two suggestions appeared in numerous submissions or were raised in multiple meetings. 
First, that there needs to be a balance of local and national decisions, such that some 
decisions could be made locally (or regionally) and others made at a national level. For 
example, it was frequently suggested that local senior clinicians could decide on 
exceptional circumstances applications for the use of low-cost medicines, and that 
PHARMAC approval could be reserved for the use of high-cost medicines or in particularly 
rare presentations. It was often noted that local specialists are likely to be as or more aware 
of ‘the evidence’ as PHARMAC is. As noted in one submission: ‘Even if their application is 
turned down they at least feel they have aired their case to their peers […]. A faceless 
National Committee will be much more resented and there will be much more danger of 
bitterness that their case has not been heard’ (s21). 

45.	 Second, many clinicians suggested there would need to be a collective pool to meet the 
costs of infrequent or particularly high-cost treatments (e.g. m1, m2), on the basis that the 
unexpected needs of a small number of patients can sometimes ‘blow a budget’ (leading to 
subsequent applications being declined on the basis of cost rather than clinical evidence). It 
was also suggested that a collective contingency pool could be used ‘for the unseen new 
drugs that prove to be useful’ or to fund trials or the development of new/innovative 
treatments (including devices) (e.g. s17). 

46.	 As noted earlier, there is a concern that some commonly-used and low-cost medicines are 
currently still subject to special authority and/or exceptional circumstance requirements, 
which was often regarded as a further indication of PHARMAC’s lack of responsiveness. 
That is, there is a concern that PHARMAC does not (or is inadequately resourced to) 
reconsider when those requirements may no longer be necessary (e.g. when a medicine 
comes off patent and/or is replaced by a generic equivalent and/or its use for that purpose 
becomes recognised as evidence-based). There is a widespread concern that, if 
PHARMAC’s functions are expanded, the range of requirements will significantly increase 
and PHARMAC will become more unresponsive to the need to periodically revise them, 
and be a generally ‘more difficult beast to deal with’. 

Cancer medicines 

47.	 The proposal/discussion document sought clinicians’ views on how PHARMAC’s expansion 
into hospital cancer medicines could inform the possibility of PHARMAC managing all 
hospital medicines. Most responses to this subject emphasised that the expansion into the 
‘basket’ of cancer medicines had been a long process – some eight years. In addition, 
submissions and meeting participants emphasised that this expansion resulted in 
PHARMAC managing a relatively small number of mostly high-cost medicines, whereas the 
proposal involves PHARMAC expanding into the management of a large number of 
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medicines, the bulk of which are low-cost. Indeed, as explained in Auckland DHB’s 
submission (s47): 

The reengineering, setup and compliance costs of the PCT [pharmaceutical cancer 
treatments] formulary should serve as a warning about the difficulties of extending 
the formulary to include hospital medicines…. There are ongoing logistical issues 
with that system and it is unlikely that a PCT-like process will be easily 
implemented. 

48.	 In light of his experience of the expansion, which he perceived as being ‘ad hoc’, one 
cancer service clinical director suggested that implementing the far larger proposal would 
be ‘a nightmare’. Key to his position (which was echoed by an oncologist in another centre) 
was perceived problems during the expansions (e.g. insufficient consultation with clinicians 
and decisions differing to CaTSOP’s advice) and frustration at special approval processes 
still being in place for medications that are now low-cost. As noted above, some DHBs are 
still not using electronic processes for those applications and are duplicating efforts to 
provide the evidence in support of the applications (e.g. s49). 

49.	 However, this pessimistic perspective can be contrasted with the views of a cancer service 
clinical director in another centre who noted that, although the process had been somewhat 
lengthy, both the electronic approvals system and the ‘basket’ of medicines available to him 
were now satisfactory. 

50.	 It was noted that the current arrangements for pharmaceutical cancer treatment do not 
include the treatment of children with cancer, which is generally high-cost. 

Medical devices 
51.	 As identified at the outset of this report, there was wide recognition of the apparent logic of 

applying ‘the PHARMAC model’ to the management of medical devices, including in-
principle support from the Royal Australasian College of Physicians, which noted that 
‘PHARMAC would bring considerable expertise to the table when negotiating the bulk 
purchasing of medical devices. Bulk purchasing should result in significant cost reductions’ 
(s43). RACP also noted that ‘Currently there are differences across DHBs in purchasing 
regimes therefore some consistency would be useful as a standardised approach may well 
lead to price decreases and a possible improvement in quality nationally.’ Similarly, another 
submission (s40) noted that ‘there are advantages in expanding PHARMAC’s role to the 
purchasing of wound care products and medical devices, as PHARMAC brings 
sophisticated cost utility analyses and purchasing power through bulk contracts, thus 
adding evaluative rigor and cost savings to the purchase of large volumes of consumable 
clinical products.’ Other submissions and meeting participants, including the NZMA, 
recognised the apparent logic of national procurement of medical devices, but opposed it 
being undertaken by PHARMAC, but there was no clear message regarding ‘If not 
PHARMAC, then who?’ They noted that, for many devices, local, regional or national 
procurement initiatives were underway and were achieving benefits while maintaining 
clinical confidence; some suggested that successful regional initiatives could become 
national initiatives without PHARMAC involvement. 

52.	 Clinical leaders in the field of implanting coronary stents are opposed to PHARMAC 
involvement (s12, s19, s46, and m7). Clinical leaders in diabetes (s11, s36) expressed 
support for greater PHARMAC involvement in the management of insulin pumps, but there 
were clear concerns regarding how they would be assessed and whether PHARMAC 
involvement would resolve current access and funding inequities. With regard to wound 
care products, while some involved in their use expressed support for the proposal (e.g. 
s15), the majority of the submissions from clinicians involved in wound care opposed the 
proposal (e.g. s10, s26, s35, and s53), including the submissions from the New Zealand 
Wound Care Society (s35) and the New Zealand Nurses Organisation (s53). 
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53.	 A core message that emerged from the consultation regarding medical devices was that 
they are inherently different to medicines and, therefore, PHARMAC does not currently 
have appropriate expertise or processes to assess devices. Many of the submissions that 
indicated in-principle support for PHARMAC involvement also made this point. For 
example, the Royal Australasian College of Surgeons (s41) noted that: 

The procurement of devices must take a much longer perspective than is used for 
the procurement of medicines. A replacement component may be required up to a 
decade or more after the original implant and different “brands” are often not 
interchangeable. Changing suppliers for cost saving reasons may well have a 
negative impact on the health and safety of patients who require revision surgery in 
the future. 

54.	 Furthermore, RACS advised that ‘Medical devices requiring continuing support for their 
satisfactory function[ing] or that are liable to require revision at some later time, do not lend 
themselves readily to the present model of PHARMAC purchasing’ (s41). Indeed, ensuring 
access to back-up support and replacement components was consistently noted as a 
crucial factor in both the assessment and procurement of medical devices. As noted by 
CSANZ (s46): 

Medical devices remain implanted for many years and may require regular 
surveillance and technical support during the lifespan of the device, which would be 
unavailable should the manufacturer withdraw. Moving to a single or limited supplier 
market would expose hospitals and patients to excessive risk in the event of device 
failure, alerts or recalls. 

55.	 A large proportion of the submissions that commented on the assessment and procurement 
of devices emphasised the importance of considering the compatibility of the device in 
question with current skill capability and capacity, and stressed that the cost of any 
(re)training should be a key factor in assessment and procurement decisions. Any financial 
gains made in procuring one device over another could easily be lost if clinicians and other 
stuff need to be trained to use it and that cost has not been included in the negotiation. As 
noted in one meeting (m9): ‘there would be no point standardising a particular device if it 
required half the country to retrain its staff to use it.’ 

56.	 Many submissions and meeting participants noted that the assessment of devices is 
essentially incompatible with PHARMAC’s model for assessing pharmaceuticals, which 
relies heavily on data from published clinical trials (particularly randomised controlled trials 
(RCTs)). Limited or no data may be available to consider as part of assessing a particular 
device. As noted with regard to wound care products (but conveying the general concerns 
about applying ‘the PHARMAC model’ to devices): 

the evidence available for many commonly used wound care products is not in the 
same league as the vast randomised controlled trials conducted for medicines. 
Although research does demonstrate effectiveness of products in clinical practice 
and improved clinical outcomes, this limited evidence may prove inadequate for 
PHARMAC’s current assessment processes (s35). 

57.	 As part of the theme that PHARMAC does not have the necessary expertise to assess and 
prioritise devices, most submissions and meeting participants emphasised the importance 
of clinical input and involving the clinicians who use the devices that are being assessed. 
As noted by RACS: ‘Credibility and acceptance of change will be very dependent upon 
strong clinical leadership by respected representatives of the profession’ (s41). Others 
emphasised that, in the absence of published evidence, it is the opinion of those who use 
the devices in question that provides the primary evidence base on which they can be 
assessed. Some suggested that if PHARMAC were to expand further into medical devices, 
a new, dedicated and independent panel comprised of medical device specialists would be 
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required. Others went further and suggested that a separate entity with responsibility for 
devices (and its own budget) would be needed (including s41). 

58.	 For some people, concern about PHARMAC taking a greater role in devices was due to a 
past experience of procurement of a device being undertaken without sufficient clinical 
input. Nurses frequently identified the phasing out of Graseby pumps for morphine as an 
example of inadequate clinical input and product testing. The new pumps are often 
incompatible with other devices (e.g. syringes) and were inappropriate for some of the 
settings they were procured for use in (e.g. palliative care). Indeed, the NZNO (s53) and 
others emphasised the importance of considering compatibility of devices with other 
products such as syringes. The NZNO noted the example of emergency transfers from one 
hospital to another sometimes being troubled by the incompatibility of devices and other 
products; the NZNO also noted that ‘Until there is standardisation of all equipment, it will be 
hard to have effective national purchasing of medical devices’ (s53). The Clinical Director of 
Auckland DHB’s Interventional Radiology Service noted (m13) an experience where a 
procurement process was undertaken without his involvement, which resulted in a ‘screw-
up’. 

59.	 Despite the above, it should be remembered that many submissions (e.g. s34) and meeting 
participants (e.g. m11) did recognise that national (or at least regional) procurement of 
some medical devices offered potential for economies of scale, including the NZMA (s54, 
m5). However, the point of contention was whether PHARMAC is the organisation that is 
‘best placed’ to be responsible for that function. 

60.	 It was also frequently emphasised that some factors explaining PHARMAC’s apparent 
success in the area of community pharmaceuticals are not present in the medical devices 
market, particularly the existence of generic pharmaceuticals (it was often argued that, to 
the extent that ‘generic’ devices do exist, they are likely to be an inferior product and/or 
would come without the necessary back-up support, which would jeopardise patient safety). 
Many clinicians also expressed concern that PHARMAC involvement in medical devices 
would alienate suppliers whose products were not prioritised, leading to them withdrawing 
from the New Zealand market. Over the longer-term, this could reduce competition and 
inhibit local clinicians’ access to newer and improved technologies. Clinicians also 
expressed concern that access to new technologies may also be inhibited by PHARMAC 
processes not being undertaken or revised frequently enough (i.e. concern that they may 
get ‘stuck’ with an out-dated device or price). 

61.	 Some clinicians also doubted the anticipated benefits of the proposal. For example, it was 
suggested that there may be benefits in having regional processes rather than PHARMAC 
being the only purchaser, such as more frequent tendering processes and a lower risk of 
providers withdrawing from the New Zealand market (e.g. s19). Others noted that existing 
local or regional initiatives were already securing the devices they used at low prices and 
questioned what further gains could be achieved through PHARMAC involvement, or if the 
prospect of minimal gains justified the risk (e.g. s46). 

62.	 Many submissions and meeting participants emphasised that there needed to be a clear(er) 
process for defining what types of devices PHARMAC could or should be involved in, rather 
than picking devices in an ad hoc way, which is what the proposal appeared to do (e.g. s46, 
m12). However, on this point, it is important to note that there is a wide variety of opinions 
regarding what general ‘types’ of devices it would be ‘logical’ for PHARMAC to become 
involved in. While some advised that PHARMAC’s expertise would make it able to evaluate 
‘high technology’ devices, others advised that PHARMAC should only be involved in ‘low-
technology’ devices. In some cases, this issue appeared to be linked to general perceptions 
of the proposal (and PHARMAC): those who viewed the proposal favourably generally 
backed PHARMAC to be responsible for what might be seen as ‘high risk’ devices, while 
those with a more pessimistic view of the proposal (and PHARMAC) generally argued that 
PHARMAC’s involvement should be limited o ‘low risk’ or ‘simple’ devices. Many 
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submissions and meeting participants noted that it would be logical for PHARMAC’s 
involvement in devices to be restrained to devices involved in administering the medicines 
they have prioritised. Some submissions suggested that PHARMAC involvement would be 
reasonable where there is a monopoly supplier of a particular product. 

63.	 Some clinicians also highlighted the absence of data to support what was being proposed – 
i.e. the quantitative basis for why expanding PHARMAC’s functions might be beneficial. 
Cardiologists were particularly concerned at the lack of data to support the inference that 
PHARMAC involvement in the assessment and procurement of coronary stents would be 
beneficial (s46). Many submissions also expressed concern that the proposal to extend 
PHARMAC’s role into three devices was merely the ‘thin end of the wedge’, and that a 
much larger expansion of PHARMAC’s role in the area of devices was planned. This 
concern was most clearly expressed by the NZMA (s54, m5) and the New Zealand 
Orthopaedic Association (NZOA; s37, m11). Both of these organisations thought that 
orthopaedic prostheses/implants were being considered as a further area of devices that 
could come under the responsibilities of PHARMAC, and both emphasised their opposition 
to that occurring. The NZOA advised that a collaborative DHBNZ-NZOA project is 
progressing well, has clinical support and is promising significant savings with regard to the 
procurement of orthopaedic devices. 

Coronary stents 

64.	 As noted earlier, cardiologists expressed major concern at the prospect of PHARMAC 
managing the assessment, prioritisation and procurement of coronary stents (s12, s18, s19, 
s46). As noted by one interventional cardiologist: ‘Making an interventional cardiologist use 
a stent with which he or she is not familiar or dislikes is a recipe for disaster’ (s19). Another 
submission emphasised that a range of stents from different suppliers needed to be ‘on the 
shelf’ at any one time, as the decision about which to use could be made during an 
operation: ‘the individual clinician must have the ability to specify exactly what they need to 
optimise patient outcomes’ (s18). 

65.	 Cardiologists emphasised many of the concerns identified above, particularly with regard to 
the possibility of an infrequent single procurement process depriving clinicians access to 
new technology. Importantly, cardiologists noted that coronary stents are a relatively small 
area of expenditure in New Zealand, and under the existing procurement strategies, New 
Zealand already pays ‘less for cardiology-related medical devices than comparable 
countries’, including prices for coronary stents that are 20-30 percent lower than those 
achieved in Australia (s12, s19). Subsequently, CSANZ (s46) advised that ‘there would be 
little if any cost savings achieved by incorporating DES [drug-eluting stents] into 
PHARMAC’s current portfolio’. 

66.	 Interventional cardiologists at one major hospital noted that their relatively low rate of 
stenting procedures (compared to other centres) was partially due to budget constraints set 
at that hospital and the availability of surgical theatres and other resources, and noted that 
a fixed national budget may not address this. CSANZ (s46) also emphasised concern that 
applying a fixed budget model would focus attention on budget control rather than 
improving cardiovascular health outcomes (a government priority). 

Insulin pumps 

67.	 As noted above, diabetes specialists responded to the proposal with qualified optimism 
(s11, s13, s36, s42 and m13). However, it was apparent that this view was generally due to 
optimism that PHARMAC involvement in insulin pumps may lead to increased funding for 
(and use of) insulin pumps, and that current access inequities would be addressed. Indeed, 
it was noted that many families are currently meeting the cost of insulin pump therapy out of 
their own pocket, through funding from a charity or through fundraising. As argued by the 
New Zealand Society for the Study of Diabetes (s11): 
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In some DHBs it is relatively simple to get access to a subsidised pump – in others it 
is almost impossible. Some DHBs subsidise pump consumables, some do not. 
Better off patients can afford the pumps and/or the considerable cost of 
consumables – poorer patients cannot. While we recognise that rationing of such an 
expensive resource is always going to be necessary we are keen that it is [sic] 
becomes a possibility for those who really need it on clinical grounds. We would 
support PHARMAC’s involvement if it meant a greater and more equitable 
availability of pumps, together with a reduction in the often daunting bureaucracy of 
current DHB-based funding. 

68.	 The status quo was expressed more succinctly in another submission: ‘At the moment 
funding is done according to how passionate the individual diabetologist is in that region’ 
(s13). A paediatric diabetes specialist noted that the proposal represented ‘a unique 
situation to intelligently use a limited budget and resource to better the health of children 
with type 1 diabetes’ (s36). However, it was also noted that some inequity of access may 
need to remain: ‘Providing a certain number of pumps to regions where the expertise is not 
in place will not gain optimal results’ (s42). 

69.	 Responses to this issue emphasised that, If PHARMAC were to have a role in insulin 
pumps, factors other than cost determine which type is the most appropriate to prioritise 
and procure: ‘the device needs to be accompanied by appropriate technical support, 
training, education, and be a device that has enough features/flexibility of use to allow 
adaptability to individual patient needs’ (s42). Specialists in this area also emphasised the 
importance of considering access to, and the significant cost of, the consumables needed 
as part of the therapy: ‘the cost of consumables is ongoing, and the cheapest company for 
provision of the insulin pumps may not be the cheapest for consumables’ (s42). The 
submissions also stressed the importance of having more than one company in the market. 

Wound care products/devices 

70.	 Although there was some specific support for PHARMAC taking on responsibility for the 
assessment, prioritisation and procurement of wound care products, those in favour were 
outnumbered by those who expressed concern or opposition. The NZMA, RACP and RACS 
did not explicitly comment on wound care. One surgeon noted he knew ‘from first hand 
experience how erratic and arbitrary the use of these products has become. […] there 
needs to be some rationalisation in the use and purchase of these, often very expensive, 
products’ (s15). Another submission supporting this aspect of the proposal (s11) noted that: 

We believe that there is considerable scope for improvement in the area of wound 
dressings, where the choice has not always been evidence-based. If PHARMAC’s 
involvement meant that the best evidence-based and cost-effective therapies 
became more widely used then we would support this aim. 

71.	 However, submissions from nurse specialists in wound care (s10, s26) and submissions 
from the New Zealand Wound Care Society (NZWCS; s35), New Zealand Nurses 
Organisation (NZNO; s53) and New Zealand Orthopaedics Association (m11) expressed 
significant concern at the prospect of PHARMAC involvement. A key aspect of concern was 
that PHARMAC does not have the necessary specialist expertise to assess wound care 
products and would focus too much on the short-term cost of products, particularly if the 
process was managed under a fixed budget; for example, the NZWCS (s35) stressed that: 

Any approach that focuses predominantly on product cost will result in misleading 
cost-effectiveness data, as some ‘expensive’ dressings/devices result in a much 
shorter time to complete healing resulting in a net cost saving or equivalence to 
simple or traditional products that take considerably longer to produce healing. The 
impact of this on the patient cannot be underestimated, as quality of life is 
substantially improved once a wound is healed and the patient can more quickly 
resume normal activities, including return to work. 
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72.	 Similarly, another submission (s28) noted that more expensive products can reduce other 
costs: 

Wound care dressings that can reduce the frequency of dressing changes have the 
potential to impact significantly on some of the main costs of treating wounds, such 
as nursing time, pain and pain medication associated with dressing changes, the 
total number of dressings required, the total number of dressing consumables, the 
storage for those dressings, waste disposal and, of course, quality of life and 
inconvenience to patients. 

73.	 Like other submissions expressing concern about the prospect of PHARMAC involvement 
in devices, submissions regarding wound care products emphasised that the proposal 
would constrain clinicians’ ‘freedom to choose the most appropriate product to promote 
wound healing and patient well-being’ (s10), restrict access to newer and better products 
and lead to ‘a number of companies withdrawing from the New Zealand market’ (s35). The 
NZWCS argued that this would result in: 

domination by one or two companies who can then command whatever price they 
wish as there will be no competitor for the products they offer. Already in New 
Zealand we have limited access to the full range of wound management products 
available internationally simply because of the small market size; we do not want to 
see this reduced even further. An anti-competitive market and subsequent reduction 
in product availability will seriously and adversely impact on clinician choice and 
treatment options leading to poorer patient outcomes. 

74.	 The NZWCS (and others) also argued that current local and regional assessment and 
procurement approaches are operating effectively: 

DHBs and collaborative buying groups provide an avenue for product assessment 
and procurement at acceptable pricing levels, and these processes are guided by 
local wound care experts. We therefore believe that a national procurement 
approach is not needed or warranted for wound management products. (s35) 

A fixed budget 
75.	 Where there was opposition expressed to PHARMAC managing hospital medicines or 

medical devices, there was also opposition to there being a fixed budget for these products. 
These submissions expressed the view that a fixed budget would lead to a focus on the 
price of products, rather than their clinical effectiveness or longer-term benefits, as well as a 
focus on fiscal indicators of success, rather than improvements in health outcomes (e.g. 
s46). On the other hand, a range of submissions and meeting participants emphasised that 
they already essentially operate under a fixed budget model within their hospital, with 
constraints imposed by local departments or others within their DHB. Others advised of 
their own awareness of the imperative to deliver value-for-money. 

76.	 Submissions that supported there being a fixed budget (or fixed budgets) generally did so 
on pragmatic grounds; for example, RACS noted that ‘Given the significantly constrained 
health funding, despite the steadily growing demand of an aging population who expect 
high quality health care, fixed budgets for hospital medicines and for medical devices 
should be considered’ (s41). However, as implied in that quote, RACS supported the 
budget for medicines being separate from a budget for devices: ‘It is essential that these 
budgets are kept separate, as they represent two very different areas of health support.’ 
This was a position shared by others. 

77.	 On the other hand, some respondents indicated support for combining the medical devices 
and pharmaceutical budgets, or all of the pharmaceutical budgets, or that this should be a 
long term goal, in order to allow clearer trade-offs and to eliminate artificial distinctions 
between medicines that may be used in the hospital or in the community (e.g. s6). 
However, others expressed concern that combined budgets would lead to some specialties 
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(such as oncology) crowding out spending in other areas which may already be under-
funded, and argued that the budgets (including a separate cancer medicines budget) 
should remain separate from each other (e.g. m4). Some also noted concern that access to 
medicines might become influenced by the time of year – with access being declined at the 
end of a financial year if the budget was exhausted or ‘running low’. 

78.	 A number of submissions and meeting participants also expressed their concern that a 
fixed budget approach was essentially already in place in their specific area, with 
applications to implement some courses of treatment being turned down on the basis of 
cost rather than clinical need. There was a concern that a national fixed budget would not 
alter this, and may entrench less-than-optimal rates of intervention in some areas (e.g. 
coronary stents). 

79.	 Several mentioned that the existing process for setting pharmaceutical budgets by 
negotiation between PHARMAC and DHBs could be more transparent and explicit (e.g. 
s30). Others noted that they could not comment on a fixed budget, because of uncertainty 
around how it would operate, particularly what would happen when the annual budget was 
exhausted (e.g. s53, m4). Some noted that it was unclear how each individual DHB would 
contribute to the fixed budget and, if so, what would happen if a DHB’s utilisation exceeded 
its contribution (e.g. s30). As previously recorded, several clinicians suggested that a 
‘contingency fund’ would be needed to meet/cover costs when an unexpectedly high 
number of ‘high-cost patients’ exhausted the budget or to fast-track the funding of 
efficacious new drugs or to fund a trial of a new treatment, medication or device. 

80.	 Some supporters indicated caveats such as the budget needing to be ‘realistic’, reviewed 
regularly or sufficient to allow for technological advances. As indicated above, submissions 
regarding insulin pumps either implicitly or explicitly supported there being a fixed budget, 
provided that it served to increase access to insulin pump therapy. 

81.	 Only one submitter supported PHARMAC management of hospital medicines but not within 
a fixed budget (s24). They expressed concern about the cost that would be involved in 
establishing and maintaining a pharmacy claiming system to seek reimbursement from 
PHARMAC, and the costs involved with monitoring the process. Others, while in support of 
the concept of a fixed budget, also noted their concern about the potential costs of 
establishing such a system. 

Other issues 
82.	 This section identifies and briefly discusses other issues that were raised during the 

consultation period. 

83.	 Recruitment and retention: numerous submissions and meeting participants expressed 
concern that expanding PHARMAC’s role could have negative implications for recruitment 
and retention of skilled staff, particularly if it involved unreasonable constraints on clinical 
choice and impeded clinicians’ ability to use and perform innovative treatment approaches 
(e.g. s46, m6, m7). 

84.	 Flexibility to meet local needs: some submissions and meeting participants expressed 
concern that the proposal may not be sufficiently flexible to allow DHBs to tailor 
interventions to the particular needs of their populations. For example, Counties Manukau 
DHB (s49, m8) emphasised that the diversity of its population would make a ‘standardised’ 
approach inappropriate for meeting the needs of particular groups. CMDHB (and others 
(e.g. s16)) also noted that the implications of implementing the proposal for primary care 
providers and other community-based services (e.g. aged residential and palliative care) 
were unclear, and may be significant. Some also questioned the potential implications for 
small DHBs and/or for small hospitals and rural health services within DHBs (e.g. when a 
visiting specialist from a large DHB prescribes an expensive course of treatment to a 
constituent of a small DHB). 
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85.	 PHARMAC assessment criteria: the proposal/discussion document asked respondents to 
comment on PHARMAC’s assessment criteria. Where these were commented on, 
submissions and meeting participants generally noted that PHARMAC’s track record 
suggested the criteria were appropriate (e.g. s41). However, with regard to expanding into 
hospital medicines, it was often noted that PHARMAC could take a longer-term perspective 
and give greater weight to whether an intervention could reduce costs in other ways (e.g. a 
shorter stay in hospital) and produced a ‘social benefit’ (e.g. an earlier return to work). 
Some noted that existing local decision-making processes take these factors into 
consideration. Many noted that the current ninth component of PHARMAC’s criteria (‘Such 
other criteria as PHARMAC thinks fit’) was of concern, and that what is considered should 
be clearly identified on a case-by-case basis.4 As previously noted, there was some general 
concern that PHARMAC could be more transparent with regard to providing more detail on 
what factors were (or will be) considered in its decision-making processes. As is apparent 
from the above discussion, there was concern that PHARMAC’s current decision-making 
processes (and, by implication, the criteria) are unsuitable for the assessment, prioritisation 
and procurement of medical devices. 

86.	 Section 29: many submissions and meeting participants advised that implementing the 
proposal would present both an opportunity and a challenge with regard to Section 29 of 
the Medicines Act 1981 (e.g. s29, m2). Section 29 enables medical practitioners to access 
and prescribe pharmaceuticals that are not currently approved for use in New Zealand 
under that Act (or not approved for the use that the practitioner intends to implement). 
These are generally low volume or low margin products which a supplier has decided not to 
market in New Zealand. Many meeting participants questioned whether PHARMAC would 
be able to secure national access to medicines currently sourced by hospital pharmacies 
under Section 29, or what would happen if PHARMAC was unable to do so. 

87.	 Submissions from industry: three submissions were received from industry organisations. 
Roche Products (New Zealand) Limited (s32), the subsidiary of the multi-national 
pharmaceutical company and ‘New Zealand’s largest supplier of hospital medicines’, 
expressed support for PHARMAC becoming responsible for hospital medicines within a 
fixed budget, provided there are significant changes to how (including how quickly and 
transparently) PHARMAC assesses pharmaceuticals and how ‘the budget’ is agreed 
between DHBs and PHARMAC. Jackson Allison Medical and Surgical Limited (s22), which 
holds ‘significant’ contracts with the Ministry, DHBs, private hospitals and defence 
organisations for medical devices, expressed opposition to PHARMAC assuming a role in 
the area of medical devices. 

88.	 The Medical Technology Association of New Zealand (MTANZ) provided a copy of their 9 
December 2009 ‘Position on Proposed Government Reforms for Medical Technology 
Procurement’ early in the consultation period (although it is recorded as being the last 
submission received – s55). MTANZ ‘supports the drive to find efficiencies within the 
procurement and supply of medical devices in New Zealand’, but argued that applying 
‘PHARMAC-like’ processes represented a ‘risk to patient safety’, would disenfranchise 
clinicians and result in ‘reduced access to innovative technology.’ Furthermore, MTANZ 
‘supports the call for better regional planning by DHBs and working towards standardised 
contracts and a standard tendering process across the country’, but suggests that low-
technology, rather than implantable, devices are ‘the first priority for possible national 
procurement’. 

89.	 MTANZ emphasised that a short-term focus on cost control may compromise longer-term 
improvements in health outcomes. As such, the general concerns of MTANZ were shared 
and expressed by clinicians during the consultation process and have been reflected in this 

4 It should be noted that this ninth criteria also states that ‘PHARMAC will carry out appropriate consultation 
when it intends to take any such “other criteria” into account’; however, it would appear from the consultation 
that clinicians would not agree that ‘appropriate consultation’ is occuring. 
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report. However, one argument that MTANZ emphasised it its position statement that was 
not reflected in other comments during the consultation period was its concern that the 
proposal might jeopardise the current and potential future contribution of domestic medical 
technology companies to the New Zealand economy. 

90.	 PHARMAC capacity and capability: numerous submissions and meeting participants either 
questioned whether PHARMAC had the capacity and capability to take on additional 
responsibilities, or emphasised that the successful implementation of the proposal would be 
dependent on PHARMAC being adequately resourced to undertake the increased range of 
functions in a timely and robust manner. At least one submission (s21) noted concern that 
New Zealand did not have the technical (health economics) capacity to undertake the 
extent of assessment and prioritisation required by the proposal. 

Consultation with PHARMAC 
91.	 As part of the consultation process, Dr Sage and Ministry of Health officials met with 

PHARMAC to discuss the proposal. Amongst those at the meeting were Dr Peter Moodie 
(PHARMAC’s Medical Director), Professor Carl Burgess (Chair of PTAC) Sean Dougherty 
(Therapeutics Group Manager) and Rachel Mackay (Acting Chief Executive). A written 
submission was also received from PHARMAC (s31). 

92.	 PHARMAC recognised that the proposal would most likely be met with a degree of 
apprehension amongst the hospital clinicians sector, but emphasised that their experiences 
were that this can be overcome and positive relationships can be forged and maintained. 
PHARMAC was clear that, if instructed to proceed with regard to hospital medicines, it 
would take a considered approach and draw, in particular, on its experience with regard to 
cancer medicines, because lessons were learnt from that process. PHARMAC was 
emphatic that it/they would proceed with caution, would consult widely with clinicians and 
would establish additional advisory committees to ensure the expansion was guided by 
clinical leadership (e.g. ‘We recognise that it would be important to involve clinical staff in 
the process of considering what restrictions on prescribing options can be made’). 
PHARMAC agreed that there would be ‘clear benefits’ in implementing the proposal, 
including: a more cohesive ‘overall’ approach to medicines; greater national consistency 
(i.e. reduced clinical variation); and a stronger focus on ‘the next best investment’. Greater 
alignment of ‘hospital’ and ‘community’ medicines would be another clear advantage, 
although it was noted that this already is more of a ‘construct’ than a substantive barrier. 

93.	 PHARMAC acknowledged that the transparency of its processes would be likely to be a 
recurrent and core issue during the consultation. PHARMAC advised that keeping some 
matters confidential is a necessary part of negotiating with pharmaceutical companies, but 
has been seeking to be more open about its decisions. It was also noted that transparency 
is ‘only really a problem when we [PHARMAC] say no.’ Potential mechanisms for 
increasing awareness of the ‘reasonableness’ of PHARMAC decisions were discussed. 

94.	 It is also important to note that PHARMAC agrees that a (further) expansion into medical 
devices would be a significant challenge and would most likely require a different 
assessment methodology, as ‘the evidence’ for devices does not exist in the same way as it 
often does for medicines (i.e. RCT data). As explained in PHARMAC’s submission, its 
current approach is a: 

particular process suited [to] the market and the products that we are working with, 
however if we were to be responsible for other medical devices, alternative 
processes with different commercial and clinical arrangements may be required to 
suit the particular issues at hand. 

95.	 However, a potential risk in expanding PHARMAC’s responsibilities would be that it may 
‘dilute’ PHARMAC’s existing technical expertise and/or would be likely to over-load its 
assessment capacity. It was also noted that an expansion into managing all hospital 
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medicines would necessarily involve being cognisant of the devices and procedures that 
were involved in those medicines. PHARMAC also acknowledged the importance of 
considering factors that were specific to devices, rather than simply applying its medicine 
assessment methodology, and that PHARMAC already does this: PHARMAC already has 
involvement in some diabetes treatment devices, and its contracts for these enable on-
going support and up-grades. PHARMAC also acknowledged the potential risks of 
contracting with a single supplier for devices. 

96. With regard to devices, PHARMAC advised that there needed to be much greater clarity 
about the characteristics of the devices that would ‘make sense’ for PHARMAC to be 
involved in, and suggested that devices that served a clear therapeutic purpose, had a 
clear ‘body of evidence’, were a potential substitute for a medicine, or were required to 
elute or administer pharmaceuticals would be possible starting points. 

97. With regard to the possibility of there being one or more fixed budgets, PHARMAC noted 
there were advantages and disadvantages to both approaches. A single budget would 
enable a clear focus on ‘the next best investment’, but could also lead to ‘the next best 
investment’ repeatedly being in a certain area (e.g. not the device that PHARMAC has 
been asked to assess and prioritise). On the other hand, separate budgets may lead to 
allocative inefficiencies, with medicines or devices in one area being prioritised ahead of 
other areas, despite the latter being of a higher relative priority.  

98. PHARMAC also recognised that, if the proposal proceeds, special authority and exceptional 
circumstance processes for hospitals would need to be quicker than they currently are. 
PHARMAC advised that there would be potential to achieve a balance of local 
autonomy/discretion and national decision-making in such circumstances. It was also 
emphasised that an expansion into hospital medicines would be much, much larger than 
the expansion into cancer medicines and would require significant development of IT 
infrastructure in DHBs and centrally. PHARMAC noted that, if directed to implement the 
proposal, the expansion would involve the development of a national formulary, with the 
hospital pharmaceuticals that it already manages (Section H of the Pharmaceutical 
Schedule) being the starting point. 

99. Finally, it should be noted that PHARMAC advised that the successful expansion of its 
functions and responsibilities would be dependent on being adequately resourced to 
perform those functions. 

 

5 Conclusion 
100. The consultation process to elicit clinicians’ views on a proposal to expand PHARMAC’s 

functions with respect to hospital medicines and a limited range of medical devices, which 
occurred during April 2010, resulted in a significant number and range of clinicians’ views 
being taken into consideration. While the perspectives outlined in this report may not 
represent the views of all the clinicians and disciplines in the health sector, it nevertheless 
provides two clear messages: 

 a broad sample of clinicians support PHARMAC becoming responsible for the 
assessment, management and prioritisation of hospital medicines within a fixed 
budget, provided that there are no unreasonable constraints on clinical choice and 
timely treatment; and  

 the concerns of a broad range of clinicians and professional associations 
overshadow the view that there may be benefits in PHARMAC assuming a greater 
role in the assessment, prioritisation and procurement of devices. 

101. The broad support for PHARMAC managing hospital medicines does, however, generally 
come with a warning to not underestimate the size of the task involved in making it happen. 
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In particular, hospital-based clinicians foresee the development and maintenance of a 
national formulary and the infrastructure development that it requires as being major 
challenges. Furthermore, the success of overcoming this challenge may necessitate subtle, 
but important, changes to ‘the PHARMAC model’, especially with regard to involving 
clinicians and the transparency of decision-making processes. 

102.	 The consultation sought views of extending PHARMAC’s responsibilities to include three 
types of medical devices: coronary stents, insulin pumps and wound care products. 
Although support for this came from some ‘major players’ in the sector, the concerns of 
others, particularly from the cardiology and wound care sectors, provide a sufficient cause 
to be concerned about proceeding with that aspect of the proposal. 

END 
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Appendix One: 

Consultation/discussion document for possible expansion of

PHARMAC’s role


Introduction 
1.	 The Minister of Health (the Minister) is seeking the views of clinicians on a proposal to 

expand the current role of PHARMAC with respect to hospital medicines and a limited 
range of medical devices, including whether PHARMAC should manage a fixed budget for 
these items in the way that it currently does for community medicines, to inform Cabinet 
decisions on this issue. 

2.	 The Minister has invited Dr David Sage to oversee a period of consultation and has agreed 
that clinicians’ submissions on the proposal outlined in this paper will form the basis of that 
consultation, supplemented by meetings with particular groups of clinicians. Decisions 
regarding who this paper has been sent to, and subsequent meetings, have been made by 
Dr Sage, in collaboration with the Ministry of Health (the Ministry). 

Purpose 
3.	 This document asks clinicians to provide their views on the proposal below to expand 

PHARMAC’s current role to include managing the assessment, prioritisation and 
procurement of hospital medicines and a limited range of medical devices from within a 
fixed budget. 

4.	 This discussion document also outlines key information relating to the current role of 
PHARMAC and issues relating to an expansion of PHARMAC’s current role. 

5.	 The consultation intends to seek comment on the overall proposal of PHARMAC extending 
its role in relation to hospital medicines and a limited range of medical devices, and to draw 
out the key issues and concerns that would need to be addressed should PHARMAC take 
on this additional role. It is envisaged that PHARMAC would undertake further consultation 
with the sector before the finer details of this proposal would be finalised. 

6.	 In commenting on the proposal below, submitters are asked to give consideration to the 
issues that have been identified as ‘Issues to Consider’, identify the advantages and 
disadvantages of the proposal, potential benefits and risks, potential obstacles to 
implementation, and also consider the recommendations of the Ministerial Review Group. 

Cabinet decisions 
7.	 After considering advice from officials on the report of the Ministerial Review Group (MRG), 

which was made available to the public in August 2009, Cabinet ‘noted that the control of 
healthcare costs is one of the most pressing fiscal challenges facing New Zealand and 
lifting health system performance is critical to its sustainability and the future of the New 
Zealand economy’ [CAB Min (09) 37/13-15 refers]. 

8.	 The MRG’s report recommended expanding PHARMAC’s current range of functions in 
order to establish more cost-effective arrangements for the prioritisation and procurement 
of medical devices. 

9.	 A core argument of the MRG report was that, in order to help secure the long term financial 
sustainability of the health and disability sector, it would be imperative to improve the 
effectiveness and efficiency of prioritisation and procurement processes. As part of 
achieving this, the MRG recommended expanding the role and responsibilities of 
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PHARMAC, so that its decision-making processes would be applied to the prioritisation and 
procurement of medical devices. 

10.	 Following advice on the MRG’s recommendations and the submissions received following 
the publication of the report, Cabinet made an in-principle decision, subject to work 
informed by consultation with the sector being completed, to expand PHARMAC’s role in 
prioritising and negotiating the purchase of hospital medicines (which are more closely 
aligned with PHARMAC’s current role) and a limited range of medical devices. Cabinet 
noted that the Minister would invite a clinical leader to oversee consultation with the sector. 

11.	 Cabinet has invited the Minister to report back to Cabinet in May 2010, with a view to 
making further decisions on implementing an expansion of PHARMAC’s role with respect to 
hospital medicines and a limited range of medical devices, including whether PHARMAC 
should manage a fixed budget for these items. 

Consultation process 
12.	 In order to meet the requirement of a report to Cabinet being submitted in May 2010, only a 

limited and targeted consultation process is practicable. Clinicians’ submissions on the 
proposal outlined in this paper will form the basis of that consultation, supplemented by 
meetings with particular groups of clinicians. 

13.	 This document has been sent via email to a list of key stakeholders (see Appendix One) 
identified collaboratively by Dr Sage and Ministry officials. Compiling the list focused on 
identifying those groups of clinicians most likely to be affected by its implications. Those 
who have received this document directly from Dr Sage have been encouraged to forward it 
to colleagues and clinical networks likely to be affected at their own discretion. 

14.	 This document was initially sent to the key stakeholders listed in Appendix One on 2 March 
2010. Submissions on the proposal outlined in this paper must be sent to the below email 
address by 1 April 2010. Due to the timeframes involved in preparing a report for Cabinet’s 
consideration, late submissions may not be considered. 

15.	 Dr Sage has expressed a clear interest in conducting teleconference, videoconference and 
face-to-face meetings as part of this consultation process. However, his availability to do so 
is constrained by the timeframe available for the consultation and other professional 
commitments. To help ensure this consultation is successful, we ask that you indicate 
whether you or your organisation has a strong interest in meeting with Dr Sage to discuss 
the proposal. At this stage, Dr Sage is most likely to be able conduct meetings on March 16 
and March 23 and 24. We ask that you indicate interest by emailing the below address by 
the end of Friday 12 March 2010. 

16.	 Please note that if the proposal is progressed further, it can be expected that PHARMAC 
would initiate further consultation with clinicians and other stakeholders on the processes 
and policies related to managing hospital medicines and a limited range of medical devices. 

How to make a submission 
17.	 Submissions on the proposal outlined in this paper must be sent to the below email address 

by 1 April 2010. 

PHARMAC_consultation@moh.govt.nz 
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Status quo 
18. Sections 47 and 48 of the New Zealand Public Health and Disability Act 2000 respectively 

define the objectives and functions of PHARMAC. In performing its functions, PHARMAC 
determines which pharmaceuticals offer the greatest relative benefit in terms of health 
outcomes, determines which pharmaceuticals will be subsidised, and negotiates the 
procurement of those pharmaceuticals, including the price at which they will be subsidised. 
Crucially, PHARMAC must perform these functions from within a fixed budget; indeed, 
PHARMAC’s core objective is ‘to secure for eligible people in need of pharmaceuticals, the 
best health outcomes that are reasonably achievable from pharmaceutical treatment and 
from within the amount of funding provided’.5 

19. However, there are some important caveats in how these responsibilities are currently 
performed in practice. Importantly, PHARMAC does not currently undertake the 
prioritisation and ‘procurement negotiation’ of all pharmaceuticals. PHARMAC’s present 
‘core business’ is the prioritisation and procurement negotiation of community medicines for 
DHBs. This involves managing a pharmaceutical schedule that lists approximately 1,600 
medicines and other therapeutic products. In 2009/10, this schedule will be managed within 
a budget of $694 million.  

20. PHARMAC also manages contracts that cover 70 to 80 percent DHBs’ $200 million annual 
expenditure on medicines that are administered within hospitals.  

21. PHARMAC does determine which cancer medicines will be funded for use within DHB 
hospitals; however, PHARMAC does not determine what other medicines will be used in 
hospitals (other than setting a preferred brand of particular medicines and negotiating price 
and other terms of supply). Decisions regarding what medicines are available for use in 
hospitals are made by DHBs. 

22. PHARMAC currently has only a very small role with regard to the prioritisation and 
procurement of medical devices. The small number of medical devices that are currently on 
the pharmaceutical schedule, and which PHARMAC therefore does prioritise and negotiate 
the procurement of, are directly related to administering certain medicines that are on the 
schedule. However, PHARMAC has provided advice to DHBs on the procurement of some 
other medical devices, including coronary stents, items for wound care and orthopaedic 
prosthetics. Decisions regarding what medical devices are available for use in hospitals are 
made by DHBs, either individually or collectively, but there is no standardised or collectively 
agreed process for how this is undertaken. 

Proposal 
23. This discussion document asks clinicians to submit their views on the following proposal: 

Over an appropriate timeframe, PHARMAC would become responsible for managing the 
assessment, prioritisation and procurement of hospital medicines in the same way that it 
currently manages the assessment, prioritisation and procurement of community medicines 
and hospital-administered cancer treatments; in addition, PHARMAC would become 
responsible for managing the assessment, prioritisation and procurement of those medical 
devices where PHARMAC already has some role because the devices are closely related 
to medicines delivery or are devices that PHARMAC has previously provided advice to 
DHBs; in the first instance, this will include the following: 

 coronary stents 

 insulin pumps 

 wound care (such as dressings and fluids for irrigating and cleaning wounds). 

                                                
5 Section 48(a), New Zealand Public Health and Disability Act 2000. 
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PHARMAC would manage the assessment, prioritisation and procurement of hospital 
medicines and the medical devices identified above, potentially within fixed budgets; these 
budgets would be negotiated and agreed annually by PHARMAC and DHBs as part of 
existing processes to negotiate and agree an annual budget for PHARMAC’s current 
activities. 

24.	 It is anticipated that there would be benefits in terms of improved resource use and national 
consistency resulting from PHARMAC undertaking these functions, including redeploying 
efficiency gains to frontline services. Some standardisation could assist medical 
professionals working in different hospitals, which may currently use similar, but different 
devices for many tasks. 

Issues to consider 
25.	 Although managing the prioritisation and procurement of hospital medicines within a fixed 

budget would be closely aligned with PHARMAC’s current activities, it is clear that there are 
key issues that require further consideration as part of the process for deciding whether 
PHARMAC’s role should be expanded into this area. Identifying the fundamental 
differences between medicines and medical devices was a key aspect of a number of 
submissions on the MRG report. These differences were a key consideration in Cabinet’s 
decision to progress with exploring only a limited expansion of PHARMAC’s role in medical 
devices. 

26.	 Recognising and accommodating these differences will be essential to the successful 
expansion of PHARMAC’s role in the area of hospital medicines and medical devices. 

27.	 Your views are sought on the following issues: 

a.	 Should there be a fixed budget for hospital medicines and for the medical devices 
identified above? If so, how should these operate? Should they be combined or 
separate from existing budgets? Should it be set, as with PHARMAC’s existing activity, 
through negotiation between PHARMAC and DHBs? 

b.	 How can clinical choice with regard to hospital medicines and the medical devices 
identified above be balanced with national consistency and good resource 
management? 

c.	 PHARMAC manages Exceptional Circumstances Schemes to offer access to medicines 
which are not otherwise currently funded. Would a specific scheme be required for 
hospital medicines? How might it operate? 

d.	 What challenges do the differences in how medicines are prescribed and dispensed in 
hospital and community settings (including information systems) present to the 
implementation of this proposal? How might these challenges be overcome? 

e.	 What lessons from PHARMAC’s expansion into the management of hospital cancer 
medicines should be considered in deciding how PHARMAC’s role should be expanded 
into all hospital medicines? 

f.	 What categories of medical devices should PHARMAC be responsible for managing the 
prioritisation and procurement of? What categories of devices do not lend themselves to 
being managed by PHARMAC? Please provide reasoning. 

g.	 PHARMAC’s decision-making criteria and processes have been designed to guide 
decision-making with respect to medicines and may not be suitable for managing the 
prioritisation and procurement of medical devices.6 What specific additional criteria 
need to be considered in making decisions about medical devices? Are there any 
criteria PHARMAC currently use that would not be relevant to medical devices? 

6 See http://www.pharmac.govt.nz/DecisionMakingProcess/DecisionCriteria. 
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h.	 Would an Exceptional Circumstances Scheme be required for medical devices? How 
might it operate? Would it need to be separate from a hospital scheme for medicines? 

28.	 The above issues have been identified as key issues via engagement with a limited number 
of key stakeholders. In addition to addressing these issues, submissions that identify other 
key issues are, of course, welcome. 

Acknowledgement 
29.	 Finally, we acknowledge that this is not the first time in recent months that clinicians have 

been asked to contribute submissions on what may appear to be similar issues. Clinicians 
and their professional associations have made valuable contributions to work related to 
considering the recommendation of the MRG report, the work of the High Cost Highly 
Specialised Medicines review panel and work being completed by the Ministry in other 
areas. While the Ministry will continue to draw on those submissions, clinicians are now 
asked to contribute submissions addressing the specific proposal and specific issues 
outlined in this paper. 
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Appendix One: List of recipients 
 
 CEOs and CMOs of the 21 District Health Boards 
 DHB Directors of Nursing 
 DHB Cancer Centres 
 Association of Salaried Medical Specialists 
 Australasian College for Emergency Medicine 
 Australian and New Zealand College of Anaesthetists 
 Australian and New Zealand Intensive Care Society 
 Australian and New Zealand Society for Geriatric Medicine 
 Cardiac Society of Australia and New Zealand  
 College of Intensive Care Medicine of Australia and New Zealand 
 College of Nurses 
 Internal Medicine Society of Australia and New Zealand 
 New Zealand Association of Cancer Specialists 
 New Zealand College of Pharmacists 
 New Zealand Council of Medical Colleges 
 New Zealand Hospital Pharmacists’ Association 
 New Zealand Medical Association 
 New Zealand Orthopaedic Association 
 New Zealand Rheumatology Association 
 New Zealand Society for the Study of Diabetes 
 New Zealand Society of Endocrinology 
 New Zealand Society of Gastroenterology 
 Nursing Council of New Zealand 
 Paediatric Society of New Zealand 
 Royal Australian and New Zealand College of Obstetricians and Gynaecologists 
 Royal Australian and New Zealand College of Psychiatrists 
 Royal Australasian College of Surgeons 
 Royal Australasian College of Physicians 
 Royal New Zealand College of General Practitioners 
 Society of Obstetric Medicine of Australia and New Zealand 
 The Thoracic Society of Australia and New Zealand 
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Appendix Two: Meetings Held 

# Who (when) 

1. 

Dr Andrew Simpson, Medical Oncologist, CCDHB 
Clinical Director, Central Region Cancer Network 
Executive, New Zealand Association of Cancer Specialists 
Face-to-face at Wellington Hospital, am, 09/03 

2. 
Chris Jay (Pharmacy Manager) and Dr Andrew Harrison (Clinical Director, Rheumatology), HVDHB 
Face-to-face at Hutt Hospital, am, 09/03 

3. 
Dr Peter Hicks, Clinical Director, Intensive Care Services, CCDHB 
Immediate Past President, Australian and New Zealand Intensive Care Society 
Face-to-face at Wellington Hospital, am, 09/03 

4. 
Dr Michael Epton, Canterbury DHB, Department of Respiratory Medicine 
President of New Zealand Branch of Thoracic Society of Australia and New Zealand 
Video-conference, am, 16/03 

5. 
Dr Peter Foley (Chairman) and Cameron McIver (CEO) of New Zealand Medical Association 
Face-to-face at Ministry of Health, Wellington, with Dr Foley joining by phone, am, 16/03 

6. 
Waikato DHB clinicians 
Meeting convened by Dr Tom Watson, Chief Medical Officer 
Face-to-face at Waikato Hospital, am, 23/03 

7. 

Dr Gerard Devlin (Clinical Director, Department of Cardiology, Waikato DHB, and Regional Chair 
(NZ), Cardiac Society of Australia and New Zealand) 
Dr Scott Harding (Interventional Cardiologist, CCDHB) 
Dr Nigel Lever (Interventional Cardiologist, ADHB) 
Face-to-face at Waikato Hospital, pm, 23/03 

8. 
Counties Manukau DHB clinicians 
Meeting convened by Denise Kivell, Director of Nursing 
Face-to-face at Middlemore Hospital, pm, 23/03 

9. 
Otago DHB clinicians 
Meeting organised by John McArthur, Assistant Chief Medical Officer 
Videoconference, am, 24/03 

10. 
Dr David Grayson, Chief Medical Officer, Hawkes Bay DHB (currently on sabbatical) 
Teleconference, am, 24/04 

11. 
Kim Miles (CEO) and Executive members of the New Zealand Orthopaedic Association 
Face-to-face, Brentwood Hotel and Conference Centre, Wellington, pm, 24/04 

12. 
Associate Professor Peter Gow 
Representing the Royal Australasian College of Physicians (RACP) 
Face-to-face, Auckland City Hospital, am, 30/03 

13. 
Dr Craig Jefferies, Paediatric Endocrinologist, Starship Hospital 
Face-to-face, Auckland City Hospital, am 30/03 

14. 
Associate Professor Andrew Holden, Interventional Radiologist, ADHB 
Face-to-face, Auckland City Hospital, 30/03 
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Appendix Three: Record of submissions 

Who Role / Affiliation / Organisation 
1. Dr Grant Cave Emergency and Intensive Care Specialist 

2. Marty Kennedy Charge Pharmacist, Gisborne Hospital 

3. Dr Kenneth Clark Medical Director / Chief Medical Advisor, MidCentral DHB 

4. Richard Everts Physician, Nelson Hospital 

5. 
Prof Evan Begg and Jane 
Vella-Brincat 

Department of Clinical Pharmacology, Christchurch Hospital 

6. Dr Mat Bailey Intensive Care Specialist, Dunedin Hospital 

7. Dr Antony Suter Ophthalmologist, Nelson Public Hospital Eye Department 

8. Carol Johnson Clinical Leader, Radiation Oncology, CCDHB 

9. Denise Kivell (see 49) Director of Nursing, CMDHB 

10. Ruth Wickens Clinical Nurse Specialist, Radiation Oncology, CCDHB 

11. 
Prof Tim Cundy, Dr Paul 
Drury and Dr Simon Young 

New Zealand Society for the Study of Diabetes 

12. Dr Jim Stewart Interventional Cardiologist, Auckland City Hospital 

13. Pamela Hale Hospital Pharmacist, Nelson Marlborough DHB 

14. Dr Bruce King Department of Medicine, Nelson Marlborough DHB 

15. Dr Damien Mosquera Consultant Surgeon and Head Of Department, Taranaki DHB 

16. Rachel Stedman 
Regional Senior Procurement Specialist, Otago and Southland 
DHBs 

17. Dr Graham Roper Clinical Director, Anaesthesia, Canterbury DHB 

18. A/Prof Andrew Holden Director of Interventional Radiology, Auckland City Hospital 

19. Dr Mark Webster 
Consultant Cardiologist and Director, Cardiac Investigation & 
Intervention Unit, Auckland City Hospital 

20. Dr Howard Wilson 
Rural GP and Chair of PTAC’s Pulmonary Arterial Hypertension 
sub-committee 

21. Dr Ken Whyte 
Auckland DHB Respiratory Services and long-serving member of 
Auckland DHB Hospital Medicines Committee 

22. Hamish Allison 
Managing Director of Jackson Allison Medical and Surgical Ltd 
(Medical Device Company) 

23. Dr Gloria Johnson 
Chief Medical Advisor, Northland DHB 
‘A composite of views expressed by SMOs at Northland DHB’ 

24. Marilyn Crawley 
Chief Pharmacist, Waitemata DHB 
On behalf of the DHB’s Pharmacy and Therapeutics Committee 

25. Dr Clare O’Donnell 
Paediatric/Congenital Cardiologist 
On behalf of the Paediatric and Congenital Cardiac Service, 
Starship and Auckland City Hospitals 

26. Mandy Pagan Clinical Nurse Specialist, Wound Care, Southland DHB 

27. 
Dr Umesh Pandey and 
Jennifer Sexton 

Consultant Radiologist and Head of Department and Clinical Nurse 
Manager, Radiology Department, HBDHB 

28. Sue John Principal, Open Sesame Consulting 

29. William Allan New Zealand Hospital Pharmacists’ Association 
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30. Dr Christina Cameron 

General Physician, Clinical Pharmacologist and Chair of Medicines 
Committee, CCDHB 
On behalf of herself and Drs Andrew Simpson, Colin Feek, Geoff 
Robinson and Adrian Gilliland (Clinical Directors, CCDHB) 

31. Dr Peter Moody PHARMAC 

32. Andrea Grant Roche Products (New Zealand) Limited 

33. Pam Berry RNZCGPs 

34. Philippa Bascand NZ Society of Anaesthetists 

35. Wayne Naylor NZ Wound Care Society 

36. 
Dr Craig Jefferies 
(following meeting) 

Clinical Director, Paediatric Diabetes Service, Starship Hospital 

37. 
Kim Miles 
(following meeting) 

CEO, NZ Orthopaedic Association 

38. John Peters CEO, NMDHB 

39. Jackie Edmond, CEO, Family Planning 

40. Margaret Wilsher 
Deputy CMO, Auckland DHB 
On behalf of ADHB employees 

41. Jean-Claude Theis Chair, New Zealand Board, Royal Australasian College of Surgeons 

42. Dr Yvonne Anderson Consultant Paediatrician, Taranaki DHB 

43. Dr Geoffrey M Robinson President, Royal Australasian College of Physicians 

44. Denise Trigham Paediatric Society of New Zealand 

45. Elizabeth Plant Chief Pharmacist, Taranaki DHB 

46. 
Dr Gerard Devlin, Dr Scott 
Harding and Dr Nigel Lever 
(following meeting) 

Cardiac Society of New Zealand (CSANZ) 

47. Euan Galloway 
Chief Pharmacist Advisor, Pharmaceutical Society of New Zealand 
‘Incorporating the New Zealand College of Pharmacists’ 

48. Tony Blackler 
Manager, Clinical Engineering and Sterile Services, Canterbury 
DHB 

49. 
Denise Kivell (following 
meeting) 

Director of Nursing, Counties Manukau DHB 

50. David Meates CEO, Canterbury DHB 

51. Christy Parker Women’s Health Action Trust 

52. Waikato SMOs Mulitple short emails from various clinicians, Waikato DHB 

53. Marilyn Head New Zealand Nurses’ Organisation (NZNO) 

54. Lucille Curtis New Zealand Medical Association (NZMA) 

55. Faye Sumner Medical Technology Association of New Zealand (MTANZ) 
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