Covid-19 Independent Continuous Review, Improvement and Advice Group

6 May 2021

Hon Chris Hipkins

Minister for COVID-19 Response
Parliament Building

Wellington

New Zealand

Dear Minister Hipkins

COVID-19 Independent Continuous Review, Improvement and Advice Group rapid
review of Auckland February 2021 outbreak

You have requested as part of its initial work that the COVID-49 Tndependent Continuous
Review, Improvement and Advice Group undertaké arapidireview of the Auckland February
2021 Outbreak to identify opportunities for contifuous improvement in the ongoing response
to COVID-19. That phase of work is now complete.

Overall, while we found that the February responsejbuilds on some lessons from previous
outbreaks, there are a number of areas whéeke continuous improvements should be made to
further enhance and de-risk performance:

Relationships between the operationaljagencies and other groups including the Auckland
Regional Public Health Service f{ARPHS))the dNorthern Region Health Coordination Centre
and Papatoetoe High School watked Well during the response. While we acknowledge that
connections and engagement between central government agencies and the Auckland
operational agencieshaveiimproved, from conversations held with these operational agencies,
it appears that in spite 6fithe challenges in working with the Ministry of Health, they did well to
respond how they did.andbe as connected as they were with each other.

Furthermore, wé have “abserved that relationships and communications between central
government adencies) are not working optimally. This lack of coherency between central
agencies Ji termswef messaging, instructions and leadership has caused uncertainty and
confusion fon'broader stakeholders such as businesses.

While reegommendations have been made multiple times from earlier reviews, scenario
planning has not been carried out. We do note that the table-top exercises held prior to
Christmas improved the system’s ability to coordinate itself in certain outbreak events over the
summer period, which in itself reveals how key scenario planning is for system readiness.

While we recognise that the Ministry of Health’s establishment of formal Incident Management
Team leadership and their increased internal use of epidemiological and other scientific advice
through their Science and Insights Group is encouraging, we strongly recommend that there
is formal input of external scientific expertise through established processes to incorporate
external expert peer review and advice.

The shift to an early aggressive approach to attempt early elimination is a sound use of system
capacity. However further thought needs to be given to the formalisation of this approach and
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the use of the additional contact categories reconsidered given the complexity and confusion
they have caused. We recommend that the contact categories return to two (close and casual)
and that individual outbreak plans define what is required for close and casual contacts. This
will be different for the aggressive and standard approaches and for particular scenarios, su¢h
as a school.

We also note that there did not appear to be a clear plan for communication about the eatly
aggressive approach, with mixed messaging across various platforms. It is important tosgetthe
timing and content of messaging as clear and simple as possible. We cannot afford toflose
the confidence and trust of the public by creating unnecessary complexity or airing, contlicting
messages. Consideration of the diversity of communities also needs to occufin_deweloping
communications to ensure these are appropriate, targeted, timely and effective™To that end,
we need to continue to refine the messaging and broader communication$’ strategy"

We acknowledge there has been increased focus on equity throughsthe use of Pae Ora and
Pacific teams in the Public Health Unit, engagement with WhHanada ©ra” commissioning
agencies and providers, and improved wrap-around care and Suppert for €ontacts. While this
is a pleasing development, we have identified further areas thatyneed@focus to address the
challenges faced by diverse communities. Given the eleyatedbriskyprofiles of these groups,
ongoing attention and engagement with such greups Willgbe Eritical to ensure successful
responses in the future.

We also commend the maintenance of testing timeffames at a ‘gold standard’ throughout the
outbreak.

The stretched workforce and general signsjof weariness and fatigue together with system
capacity issues are of particular coficerfin, The fatigue factor is completely understandable at
a human level and the demands thathave®een placed on people within the system are
extraordinary. However, experiepeeysugdgests that when such behavioural conditions prevail,
the ability of the system and thase ifvalved to innovate and adapt is compromised. This puts
the operating model at significantftisk.. We are encouraged by the work being undertaken by
the Public Service Commissiomand would support its ongoing implementation and recommend
that front line health agenciesexplicitly consider the issue of burn out and how best to reinforce
resilience, whetherithat be through the rotation of key staff or through other mitigations. The
lack of clarity abouf the,system’s capacity to handle a large outbreak was identified in previous
reviews and remftains a high priority to be resolved and acted upon.

The competingpriorities for resource allocation within the system and the increasing
complexities/ofyour diverse communities mean that there are barriers and challenges as we
continuefofwarelin the response to COVID-19.

As a further note, through conversations in this review, we have seen that a significant body
of expertise has been built through real-world lessons, particularly at the ARPHS. We feel that
this needs to be factored into the balance of decision making between central and peripheral
agencies to help ensure that responses to further outbreaks are successful.

Further to this, we recommend that the Group explore in more depth issues of strategic
leadership and managerial complexity (including the ongoing development of clinical
governance) in the COVID-19 response as part of our work programme going forward. This
will include exploring how clearly roles and responsibilities are defined from the central decision
makers to the frontline specialists, and the various components that need to be in place to
ensure high quality practice.

There is also a need to find credible mechanisms to involve stakeholders such as
epidemiologists, modellers, and business in the operating model enhancements we will be



exploring over the coming weeks. That will allow for broader perspectives to be brought to the
table and help to mitigate the risks of relying on key individuals and agencies for expertise.

The system has been subject to a number of reviews over the last year and t
recommendations from which have not all been actioned. We consider as a matter of priori
that a full stocktake be undertaken of what has been actioned, what hasn’t and why, and w
the timeline for addressing them will be. Accountabilities should be assigned to individ
agencies and then the implementation be monitored by the DPMC COVID-19 Group’s
Assurance and Continuous Improvement team as a matter of priority.

The future context of the required operating model around the COVID-1% is

fundamentally changing as we increasingly operate in a post-vaccinated wo reater
freedoms at the border. From the Group’s perspective we see the f e of that
operating model building on what has been deployed to date, namely §u ce, testing,
MIQ (in some form), and contact tracing. From a continuous improvement ective we will

be looking from a whole-of-system perspective as to how the cg nter-relate, the
nature of the processes to be used, the evidence base (incluging tional lessons and
developments) upon which actions and decisions are made_all Wi orking assumption
that COVID-19 will be an ongoing threat for some time, an ountry, we will continue
to eliminate the virus when it is identified in the commuinit ovation rather than just sticking
with the ‘tried and true’ will be key to keeping ing COVID-19 environment.
Furthermore, a critical success factor is tha he infrastructure, processes and
accountabilities documented and stress tested allow successful deployment anywhere
within Aotearoa New Zealand.

| have appended to this letter a summary fro

key areas for continuous improve )

implementation. As further work is undestake
) ;

issues that we will need to bring

the full report of what we consider are the initial
mendations and a suggested framework for
the group there will in all likelihood be other

We are available to discuss elaborate on any aspects of this letter and or the attached
report recommendat'@ns

od
Kook

ir Brian Roche

Chair of the COVID-19 Independent Continuous Review, Improvement and Advice Group



Appendix 1 — Opportunities for continuous improvement
Improvements in planning

Formalisation of the early aggressive approach

The shift to an aggressive early approach to community case and contact management i

not fully formed or formalised as an approach’.

The addition of two contact categories (close plus and casual plus) added com
caused confusion among the public and providers (including general practiti
addition of the categories also went against the basic underlying principle
definitions in public health outbreak management where contacts shoul [

actual level of contact.

Communications on the early aggressive approach and whajthis

be simpler.

Scenario planning
It appears that there are few, if any, scenario g o]
situations where cases are identified in partic
be flexibility to treat each real-world situation on
likely be clear benefit in having a plan in place at
before circumstances are clear.

ur

Key recommendations

The early aggressiv
formed as agro

should si are of whether they are a close or a

defined in the outbreak plan.

; p and decision-making

»v@ﬂ o an outbreak should be fully
2. The new efi \ Hs shourldibe removértiji.wlindividurailisv . Iimirrﬁieaiate
what, for the particular outbreak, they

ning and system stress testing should bé done, Two weeks

r people should

detail specific plans for

e it is felt that there needs to
ances as it unfolds, there would
ast for the early stages of an outbreak

Suggested
timeframe

One month

ew Zealand, leadership of an outbreak is complex involving central policy agencies,

operational agencies and Ministers operating within the complex architecture of
government. This can lead to a lack of clarity where it comes to accountability and decision-

making responsibilities.

As part of this complexity, the unintended consequences of directives and orders are not
necessarily fully considered, despite there being some checks and balances in place. A

' For example, it is not described in the Ministry's latest COVID-19 Resurgence Plan.



more consultative approach with strongly mandated Public Health Unit (PHU) would be
optimal to ensure that operational implications are taken into account in decision-making.
Given the significant body of expertise based on real-world lessons that has built up within
operational agencies (especially at ARPHS), this should be factored into the balance of
decision-making between the centre (ie. the Ministry of Health) and the PHU.

Key recommendation Suggested

. timeframe

4. Leadership of an outbreak needs to be clarified and adjusted
- accordingly, adopting an improved consultative approach
~ between the centre and periphery and the need for a primary
role for the publlc health spemahsts

System capacity

The risk of a large outbreak in New Zealand is real. Whil e aggressive approach
was successful for the Auckland February 2021 Outbr n ‘outbreak is advanced
already when it is detected, or an early aggressivehapproach fails, the back-up surge

capacity should continue to be substantial®. It app ow , that the Ministry of Health
are developing advice based on the assumptio ' ed for capacity to surge to be
able to trace the contacts of 1000 cases per day is‘@bsolete.

Suggested
timeframe

Key recommendations

The system capacity nege ' , to'contain a large outbreak - One week;
~ should be clarified antl agfeed, then established properly, - three months
mcludmg wnt@ad quate resource and stafﬂng 1 1

External expert i /n

The formal Te ry Groups have been disbanded which has introduced the risk
of external ad peer review not being sought when it should be. Expert input is
particular, n the review of key strategic documents to ensure that any shifts in
policy o mentation of policy are based on sound evidence and rationale.

y recommendations Suggested
timeframe

- Nationally important documents and plan changes should
undergo mandatory expert external peer review in their
- planning and completion, monitored by the Minister for
COVID 19 Response’ s offlce

- One week

2 There have been previous recommendations that there should be surge capacity of up to 1000 cases per day (refer to the
Verrall Report Recommendation 2). Since the Verrall Report, Singapore and Melbourne (both with similar populations to NZ)
have had outbreaks that reached over 900 cases per day.



Equity and diverse communities

A range of issues were experienced by diverse groups in the South Auckland community.
For example, those with disabilities may have not had access to support, or restrictions of
food quantities of certain items at supermarkets may have been difficult for larger families.
Alarge number of the border workforce live in South Auckland, and people often face stigm
which has even led to stories of border workers being turned away from health
providers.

There are high levels of fear and anxiety in the community and together with th

have experienced and the well documented barriers to accessing services b “ ific
and other groups highlight the need for implementing policies and comm ion t are
made relevant for diverse communities.

An equity approach requires that resources are organised a to diverse
communities that are underserved. Appropriate monitoring, evaluat and'metrics are also
required to support quality improvement and the design of recovery i entions.

Narratives through the media and social media indi ngonscious bias is an issue,
whereas the reality was that there were high lg¥els of complighce in these communities

cep New Zealanders safe.

Suggested
timeframe

Ongoing \

|
' The design of intervention
- access for diverse com wh
- metrics are required itoring and evaluation, and all

- messaging should reflec rd work and collective action
~ of the South#uckiand @ommunity.

Stretched workfor

There is a con§istent e of a stretched workforce that has been in crisis and response
mode for ajorit the COVID-19 response, with people placing themselves or being
placed sonable time pressures even between outbreaks. Evidence from
interviews | s that tiredness and burnout is occurring at all levels across the response.

Suggested
timeframe

‘ Ongoing

| 8. Strategies for addressing tiredness and burnout, while
‘ " injecting freshness and ongoing self-reflection and self-
criticism should be evident and implemented at all levels.






