




HEALTH CONSUMER COUNCIL MEMBER ATTENDANCE 

2023/24 

Member April May June July Aug Sept Oct Nov Dec Feb Mar 
Hayley Chapman ● ● ● ● 
Rosalie Liddle Crawford ● ● ● ● 
Shelly McLauchlan ● ● 
Lisa Murphy ● ● ● ● 
John Powell ● ● ● ● 
Florence Trout ● ● ● ● 
Adrienne von Tunzelmann ● ● ● ● 
Kelly Hohapata 
Resigned 18.04.23 

- 

Theresa Ngamoki 
Resigned 09.07.23 

● ● A 

• Attended.
A Apology received.
- Absent, no apology received.
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Message from Debbie Brown 

I apologise that due to strike action I cannot attend the meeting. 

Updates 

Focus has been on strike planning (0700 9 August 2023 to 0700 10 August 2023) and 
ensuring we have adequate coverage during this period. 

Hospital Occupancy 

4 August 2023 Tauranga green – 94% occupancy 
Whakatane yellow – 93% occupancy 

We have seen encouraging signs lately of whānau in the Bay of Plenty increasing their 
trust in immunisations and receiving vaccinations including COVID. 

Bronwyn Anstis has resigned from her position as Interim Lead Hospital and Specialist 
Services and Sarah Mitchell will cover in the interim. 

8.1.4 Health Consumer Council – Role, functions, remuneration and recruitment – 
update. Noting Hectors comments sent to Lisa we have put a hold on any further 
EOI’s and removed from our website. I have had no further updates on what is 
happening in this space. 

8.1.7 Certification – Meeting with auditors – has report come out yet? No we have not 
received the report our recertification is due the beginning of October so it will be 
within that time frame. 

What is the status of afterhours service at Papamoa- No update. 
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My advance care plan – page 2 tō tātou reo advance care planning

2b	|	What worries me
This is what I want my whānau, loved ones and health care team to know about what worries me.

I worry about:

my loved ones because:

suffering. To me this means:

not being able to talk or communicate

not doing things such as:

other things that worry me are:

nothing worries me

2a	|	What matters to me
This is what I want my whānau, loved ones and health care team to know about who I am and 
what matters to me.

My cultural, religious and spiritual values, rituals and beliefs:

To honour these beliefs, I want my whānau, loved ones and health care team to:
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My advance care plan – page 3 tō tātou reo advance care planning

3	 |	 Why I’m making an advance care plan
This is why I am making my advance care plan:

I am well.

I am receiving care and treatment for the following:

I understand this may happen to my health in the future:

Facing my future makes me think about: 

Facing my future makes me feel: 

If my time were limited my priorities would be:
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My advance care plan – page 4 tō tātou reo advance care planning

4a	|	Making decisions and sharing information about my health
These scales might help you think about how you like to make decisions and how you prefer your 
medical information to be shared. Mark along the scale what you would want.

all the details about my 
condition and my treatment

I like to know:

only the basics 

As doctors treat me, I would like:

my doctors to do 
what they think best

to have a say in  
every decision

If I had an illness that was going to shorten my life, I prefer to:

know my doctor’s 
best estimate for how 

long I have to live

not know how 
quickly it is likely 
to progress

How involved do you want your loved ones to be?

I want them to do 
exactly as I have said, even if 

it makes them uncomfortable

I want them to do what brings 
them peace, even if it goes 
against what I have said

When it comes to sharing information:

I don’t want 
my loved ones to know 

anything about my health

I am comfortable with 
my loved ones knowing 
everything about my health
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My advance care plan – page 5 tō tātou reo advance care planning

4b	|	If I am unable to make decisions,  
I would prefer them to be made like this

I want the following enduring power of attorney for personal care and welfare to make 
decisions using the information in this advance care plan.

Name: 

Relationship to me:  Phone: 

OR

I don’t have an enduring power of attorney.

Using the information in this advance care plan, the following person will help my health care 
team make the best decisions for me.

Name: 

Relationship to me:  Phone: 

In addition, the following people know me well and understand what is important to me. I would 
like them included in discussions about my care and treatment.

Name: 

Relationship to me:  Phone: 

Name: 

Relationship to me:  Phone: 

Name: 

Relationship to me:  Phone: 

Name: 

Relationship to me:  Phone: 

Name: 

Relationship to me:  Phone: 

Name: 

Relationship to me:  Phone: 
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My advance care plan – page 6 tō tātou reo advance care planning

5	 |	 When I am dying
As I am dying, my quality of life means:

Other details I would like you to know:

I understand that when I am dying my comfort and dignity will always be looked after. This will 
include food and drink if I am able to have them.

In addition, I would like you to:

let the people who are important to me be with me

take out things like tubes that don’t add to my comfort

stop medicines and treatments that don’t add to my comfort

attend to my cultural, religious and spiritual needs, as I described in section 2a.

The place I die is important to me:	  Yes   No

When I am dying I would prefer to be cared for:

at home, which for me is:

in hospital

in a hospital-level care facility (residential care)

in hospice

I don’t mind where I am cared for

Other details I would like you to know:
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My advance care plan – page 7 tō tātou reo advance care planning

6a	|	My treatment and care decisions
This section is best completed with help from a doctor, nurse or specialist.

Sometimes treatments can be both helpful and harmful. They may keep you alive, but not 
conscious, or make you feel a bit better for a short time, but cause you pain. Your health care 
team will only offer treatments you will benefit from.

If I am seriously ill and not able to make decisions for myself, the following best describes the 
care I would like to receive. If I request a treatment that will not benefit me, I understand the 
health care team will not be required to provide it.

Seriously ill to me means:

Choose only ONE of these five options:

1 I would like my treatment to be aimed at keeping me alive as long as possible. I wish to 
receive all treatments that the health care team think are appropriate to my situation. The 
exceptions to this would be:

If required and appropriate I would want CPR to be attempted:

 Yes   No   I will let my doctor decide at the time

2 I would like my treatment to focus on quality of life. If my health deteriorated I would like to 
be assessed and given any tests and treatments that may help me to recover and regain my 
quality of life, but I do not want to be resuscitated.

For me, quality of life is:

3 I would like to receive only those treatments that look after my comfort and dignity rather 
than treatments that try to prolong my life. I do not want to be resuscitated.

4 I cannot decide at this point. I would like the health care team caring for me to make 
decisions on my behalf at the time, taking into account what matters to me and in close 
consultation with the people I have listed in section 4b.

5 None of these represent my wishes.  
What I want is recorded in my advance directive on page 8.

I choose option number 
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My advance care plan – page 8 tō tātou reo advance care planning

6b	|	My advance directive
If you have treatment and care preferences for specific circumstances or you want an advance 
directive, please write the details below.

An advance directive is a way of recording, before you need them, specific treatments you would 
or would not want in different situations if you were no longer able to speak for yourself.

If you can’t speak for yourself, it is the responsibility of your health care team to apply your 
advance care plan and any advance directive. When applying the advance directive, they must be 
confident that you:

• fully understood what you were asking for

• were free from influence or pressure from someone else

• meant this to apply to the current situation.

In the following 
circumstances:

I would like my care 
to focus on:

I would accept the 
following treatments:

I would wish to refuse 
or stop the following 

treatment:

Example: 
Severe stroke, unable to 

recognise anyone

Example: 
Allowing a 

natural death

Example: 
Comfort measures

Example:  
Artificial feeding

If I have left this section blank; I am happy with the choice I made on the previous page and 
have no other preferences.

28



My advance care plan – page 9 tō tātou reo advance care planning

6c	|	Signing my advance care plan

By signing below, I confirm: 

• I understand this is a record of my preferences to guide my health care team in providing
appropriate care for me when I am unable to speak for myself

• I understand treatments that would not benefit me will not be provided even if I have
specifically asked for them

• I agree that this advance care plan can be in electronic format and will be made available to all
health care providers caring for me.

Name: 

Address: 

Phone:	  Email: 

Date:  Signature: 

Health care professional who assisted me 

By signing below the health care professional confirms that: 

• I was competent at the time I created this advance care plan

• we discussed my health and the care choices I might face

• I have made my advance care plan with adequate information

• I made the choices in my advance care plan voluntarily.

Health care practitioner:

Facility/organisation:

Designation:

Phone:	  Email: 

Date:  Signature: 

Remember to give copies of your advance care plan to your:

• whānau/loved ones

• doctor or health professional

• enduring power of attorney if you have one.
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My advance care plan – page 10 tō tātou reo advance care planning

7	 |	 After my death
My wishes for organ and tissue donation, if appropriate:

My wishes for caring for my body immediately after death:

After I die I would like to be:   buried   cremated

For my funeral or tangi I would like:

I would like my last resting place to be:

This is important to me because:

 I don’t mind. I would like the decision to be made by:

Things I would like my loved ones to know:

My will and other important things can be found:
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Plan the healthcare you want in the future 
and for the end of your life

My Advance Care Plan  & Guide

Name:

Date:
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If I am seriously ill and I am unable to make decisions for myself, the 
following best describes the care I would like to receive. I understand 
this does not require the healthcare team to provide treatments 
which will not be of benefit to me.
Seriously ill to me means:  

This section is best completed with help from a doctor, nurse or specialist. 

There are medical procedures that keep you alive or delay death.   
These may include resuscitation (CPR), life support, getting food and 
drink through a tube, and kidney dialysis.   

Sometimes treatments can be both helpful and harmful.   
They may keep you alive, but not conscious, or make you a bit better  
for a short time, but cause you pain.

You need to decide if this is what you want.  Your healthcare team  
will only offer treatments that you will benefit from, this includes  
the offer of CPR. 

Think about what is important to you.  
For example, quality of life (how good your life is) or quantity of life  
(how long your life is)?
Are there circumstances in which you would want to stop being kept 
alive and be made comfortable so you can have a natural death?

6 My treatment and care choices
I would like my treatment to be aimed at keeping me alive as long 
as possible. I wish to receive all treatments that the healthcare 
team think are appropriate to my situation.  
The exceptions to this would be:

If required and appropriate I would want CPR to be attempted:

YES NO  I will let my doctor decide at the time.

I would like my treatment to focus on quality of life.   
If my health deteriorated I would like to be assessed and given  
any tests and treatments that may help me to recover and regain 
my quality of life, but I DO NOT WANT TO BE RESUSCITATED.  
For me, quality of life is:

I would like to receive only those treatments which look after my 
comfort and dignity rather than treatments which try to prolong 
my life.  I DO NOT WANT TO BE RESUSCITATED.

I cannot decide at this point.  I would like the healthcare team 
caring for me to make decisions on my behalf at the time, taking 
into account what matters to me and in close consultation with 
the people I have listed in Section 4.

None of these represent my wishes.  
What I want is recorded in my Advance Directive on page 11.

I choose Option Number:

Choose only ONE of these five options.  
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In the following circumstances: I would like my care to focus on: I would accept the following 
treatments:

I would wish to refuse or stop the 
following treatment: 

6 My Advance Directive

If I have left this section blank, I am happy with the choice I made on the previous page and have no other preferences.

11

If you have treatment and care preferences for specific circumstances  
or you want an advance directive please write the details below.

An advance directive is a way of choosing beforehand specific 
treatments you would or would not want in different circumstances if 
you were no longer able to speak for yourself.

If you can’t speak for yourself, it is the responsibility of your healthcare 
team to apply your advance care plan and any advance directive.   
When applying the advance directive, they must be confident that you:

(1) fully understood what you were asking for, 
(2) were free from influence or duress from someone else, and
(3) meant this to apply to the current situation. 

Example: Severe stroke, unable to 
recognise anyone

Example: Allowing a natural death Example: Comfort measures Example:  Artificial feeding

11
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HEALTH CONSUMER COUNCIL 
Annual Review Workshop 

11 April 2023 
Context: 

- Health system reforms, 1-2 year settling period
- End of June onwards/ more will be confirmed & set in stone

Strengthening/improving how we work: 
- Elevating Health concerns (eg palliative care in EBOP)
- Making our projects meaningful
- Amplified voices in the community, how we ensure we are doing that
- Consumer engagement & whanau voice, to be clear and real
- Assess and measure what this means
- Looking forward, consider how we can hold our place
- Pushing issues through Clinical Governance Committee, Critical Care group, National

Chairs Forum
- Making attendance at Grand Rounds a priority – keeps us up to date and informed

Membership/recruitment: 
- More diversity
- How to make this equitable, different demographics
- EOI Forms
- Plain speaking, job description
- Part of a transition document
- Putting in disclaimer about change in the future
- Marketing through networks, one place
- Recruitment should be managerial not HCC
- More info from candidates: how you came to us

Weaknesses: 
- Do we need to be doing more?
- Not overreaching ourselves, limited time
- HCC is only one group, could be doubling up eg renal consumer group etc (though

these have different functions from HCC)
- No contact list of special interest groups. How do we contact, communicate and link in

with these groups? Need a short list of other groups, keep on horizon.
- Haven’t found a way to maximise use of networks
- Identifying workstreams/priorities
- HCC needs more clarity, where we fit into the overall scheme of things

Barriers: 
- District pilot plan/locality areas not set; areas being identified at national level
- Consultation documents, public health documents, could change boundaries
- Regional placements not set
- Where are the reporting lines? directed to Regional
- Issues defined at a national level; we have a different local voice
- Local voices getting lost
- Opportunities offered to be a consumer representative (joining consumer groups) are

predetermined, don’t necessarily relate to areas of interest any one of us can usefully
contribute to

- HCC not having budget, travel (TOR mention travel)
- Not all staff aware of HCC, HCC not being invited for input
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Future roles: 
- Use review as a foundation, where we go to from here (using findings to get better

health groups ??)
- Keep identity as a council
- Umbrella group for health organisations in BOP
- Strategic connecting health groups to people (people don’t know where to go to find

help)
- Mapping possible connections that fit within TOR
- Making these connections relevant for ourselves
- Taking up opportunities for consumer representation, but thinking about time

commitments; members being informed on ways to engage – triggers opportunities
- Workstreams: insist on being real
- Getting on with making it real
- Emphasis on the mahi
- Be proactive rather than responsive
- Links – check in with Maria
- Menti Meter – Lisa to learn about this and get back to council; utilise in council

responses

Future meetings: 
- What other health services/issues we might want to pick up on?
- Health issues in the community, raised at Grand Rounds, can we do something about

it?
- Personal experiences, where we might put in effort

o Pathlab, palliative care, dental care
o Sleep disorders that affect all

- HCC members undertaking commitments between meetings; doing homework to bring
back to next meeting

Hayley Chapman 
for HCC 
21 May 2023 
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HCC ANNUAL YEARLY REVIEW: Ac�on points 

From mee�ng 12 July 2023 

Discussion points from whiteboard Possible ac�ons 

• What we will do if there is a na�onal
approach to consumer engagement

• How will we contribute and provide input
into a Na�onal Group

• Recognising work we doing
• Updated Online Directory e.g.

Mental Health
• Poten�al for independent en�ty in the

future with funding for community health
service naviga�on

• Acknowledging �me involved and
informa�on that is shared from groups Lisa
is involved in

• Demands of being asked to read & respond
to informa�on faster

• Don’t get all controlled documents sooner
• Not Majoring on minors, eg. Moving on

from issues dealt with by HCC eg. Pathlab
• Sleep not featuring as a cornerstone of

Good Health in guidelines and
documenta�on

• Pushing hard for rights of members and the
community

• Linking Staff with HCC Role. Staff not aware
of HCC and knowing how and where to
engage with consumers. As a voice for
consumers there is poten�al for crossover
in roles. Groups eg. Renal already have their
own group interac�ng with pa�ents as part
of quality and safety measures

• Func�oning as a group – sharing knowledge
– where do we put it?

• Collate networks, contacts, sources
and interests

• Informal contacts and lived
experience

• Used to be on a shared pla�orm
• Health Consumer Council Promo�on

A national approach: 
• Maintain ac�ve watch on updates/advice

from Te Tāhū Hauora HQSC via Chair and
members’ networks.

• Put forward ideas & seek to influence
na�onal outcome, via Chair.

• Make sure we are well-placed for change:
con�nue ongoing work under exis�ng TOR;
con�nue to build our knowledge and
rela�onships.

• Document past and current work as a
record for future reference. What we have
done, and with what outcomes.

Improving how we function: 
• Set priori�es for our work; priori�se new

issues/opportuni�es.
• Methodically follow through on issues

raised by members.
• Track and ‘sign off’ completed work

items/ini�a�ves.
• Raising awareness of HCC with hospital staff

(and wider community?).
• Compile a list of other health-related

consumer groups; seek to coordinate
efforts.

• Collate members’ networks, contacts
(including informal), sources, interests and
lived experience (revive format on Connex).
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From: Consumer Council
To:
Subject:
Date:

Bay of Plenty Health Consumer Council expression of interest 
Friday, 4 August 2023 2:24:23 pm

Dear 

Thank you for showing an interest in becoming a member of the Bay of Plenty Health Consumer
Council and completing the expression of interest form.  As you will be aware there are
significant changes occurring within the health system and as a result a recent decision has been
made not take on any new members at present while we await the outcome of the changes.  We
will post any updates on the web page.

Kind regards.

Bay Plenty Health Consumer Council Administration Support
Hauora a Toi Bay of Plenty 

Te Whatu Ora – Health New Zealand 
TeWhatuOra.govt.nz 
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