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I, Ashley Robin Bloomfield, of Wellington, public servar

Introduction

1.

I am the Director General of Health and in that capacity have overall
responsibility for the health system and public health aspects of New Zealand’s
COVID-19 pandemic response.

Scope of evidence

2.

I understand that my colleague Joanne Gibbs will give evidence about the
COVID-19 vaccination programme and that others will give evidence about the
decisions to move New Zealand from the Alert Level system to the COVID-19
Protection Framework (CPF) and to lift the ‘hard’ boundary around Auckland.
To assist the Tribunal, my evidence is focussed on the public health advice and

inputs into those decisions, including:

2.1 COVID-19 and the Delta variant generally;

2.2 the COVID-19 Maaoti response generally;

2.3 moving from the ‘elimination’ strategy to ‘minimise and protect’;
2.4 public health advice on the proposed CPF and its timing;

25 public health advice about the Auckland boundary;

2.6 preparing the health system for more COVID-19 in the community;

and

2.7 the cutrent state of affairs and next steps.

COVID-19 and the Delta variant generally

3.

6616043_7

COVID-19 is caused by a coronavirus named SARS-CoV-2 that can affect your
lungs, airways and other organs. As with all viruses, new variants of the SARS-
CoV-2 have evolved. The United States Centre for Disease Control has

classified genetic variants into four classes:

31 Vatiants being monitored - has a potential or clear impact on approved

or authorised medical countermeasures or that has been associated with

mif)



more sevete disease or Increased transmission but are no longer

detected or are circulating at very low levels.

3.2 Variants of interest - has specific genetic markers that are predicted to
affect transmission, diagnostics, therapeutics or immune escape (for

example, reduced antibody neutralisation).

3.3 Variants of concern - evidence of increased transmissibility, more
sevete disease, reduction in antibody neutralisation, reduced vaccine ot

treatment efficacy or diagnostic detection failures.

34 Variants of high consequence - clear evidence that prevention measures

ot medical countermeasures have significantly reduced effectiveness.

COVID-19 has continued to evolve over time and some of these changes have
affected the properties of the virus. A variant of COVID-19 is considered to be
a ‘variant of concern’ where it has changed to a degree of global public health
significance with respect to aspects including the transmissibility and virulence
of the virus. Vatiants of concern have emerged where clear evidence is available
indicating a significant impact on transmissibility and severity. Of these variants
of concern, the Delta vatiant (B.1.617.2, first detected in India in October 2020)

has become the dominant variant of COVID-19.

The Delta vatiant is highly infectious with a shorter incubation period than
eatlier variants of the virus and therefore challenges the ability of contact tracing
systems to successfully identify and isolate contacts. As a result, it presents both
a greater threat to the health of individuals who contract the infection and a
greater challenge to containing the spread of the virus where outbreaks occur.
As a result, while New Zealand's elimination strategy has been highly effective,

the overall strategy has needed to evolve to respond to the Delta variant.!

! I note too that, on 26 November 2021, the World Health Organisation designated a new variant of the SARS-CoV-
2, referred to as ‘Omicron’, as a variant of concern. Work is continuing at pace (both nationally and internationally)
to find out more about the variant and what risks it may pose. I explain below how the COVID-19 Protection
Framework offers a range of public health measures that can be used to respond to new variants (such as Omicron).
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The COVID-19 Maaoti response generally

6.

From the outset, the needs of Maaoti and our most vulnerable communities
have been at the centte of the pandemic response. This is reflected throughout
in key advice and decisions, as well as in the broader plans which the Ministry

has developed with its partners to guide the overall response.

Much of out ditect engagement has been summarised by my colleague John
Whaanga for recent High Court proceedings and I draw on his narrative, which
is accurate, in the high-level summary that follows. In short, the Ministry
published the Initial COVID-19 Maaori Response Action Plan (the Plan) on 16
April 2020 The Plan establishes a framework to ensure the health and
wellbeing of iwi, hapuu, whaanau, and Maaoti communities is protected during
the COVID-19 pandemic. It sets out a strategic approach and suite of actions
that the COVID-19 response can adopt to uphold Te Tiriti o Waitangi and
support the achievement of Maaori health equity. The Plan acknowledges that
thete are indigenous health inequities in New Zealand, and that unequal
disttibution and exposute to the determinants of health increases risk for Maaori.
Importantly, it also sets out that equity for Maori is a critical feature central to
the Ministty's pandemic response. The Plan was developed through engagement
and collaboration with a range of Maaoti health sector leaders including Maaori
health providers, Maaori clinician leaders, Maaori data specialists, and Maaori
health academics. A critical patt of the Plan was the establishment of the Maaori

Monitoring Group (discussed below).

On 9 July 2020, the Ministty of Health published the Updated COVID-19
Maaoti Response Action Plan (the Updated Plan).” The Updated Plan builds
on the progtess made by the Initial COVID-19 Maaori Response Action Plan
and provides an updated framework to protect and mitigate the impacts of
COVID-19 within whaanau, hapuu, iwi, and Maaoti communities. The Updated
Plan responds to a range of feedback received by the Ministry since the release
of the Plan and adjusts the strategic approach against the Government's evolving

approach to COVID-19.

2 The Initial COVID-19 Maaori Response Action Plan is annexed as exhibit AB-A.
3 The Updated COVID-19 Maaori Health Response Plan is annexed as exhibit AB-B.

6616043_7



10.

11.

12.

As international efforts to combat the virus progressed, vaccines were developed
and approved for public use. Initial evidence was positive and now suggests that
being fully vaccinated provides a high level of protection against infection and a
very high degree of protection against severe illness, hospitalisation and death.

Vaccination helps to reduce transmission of the virus. Evidence cutrently

shows:

9.1 the effectiveness of two doses of the Pfizer vaccine against
symptomatic illness is 64—-95%;

9.2 the effectiveness of two doses of the Pfizer vaccine against
hospitalisation or severe disease due to Delta infection is about 90—
96%; and

9.3 the Pfizer vaccine can reduce transmission of the virus.

So, we were aware from the outset that vaccines would play a critical role in the
response. On 26 March 2021, the Ministry published the COVID-19 Maaori
Vaccine and Immunisation Plan: Supplementary to the Updated COVID-19
Maaoti Health Response Plan (the Immunisation Plan).* The Immunisation
Plan builds on the Updated Plan implemented in 2020. In particular, the
Immunisation Plan outlines key initiatives that will be undertaken to ensute that
the COVID-19 Vaccine and Immunisation Programme (the Programme)
addresses its obligations under Te Tiriti o Waitangi and supports Maaori health

and equi‘ty.5

The overarching goal of the Programme is to ensure as many people receive the
vaccine as eatly as possible, whilst giving effect to the Crown’s obligations under
the Te Tiriti o Waitangi and the principles of equity, active protection, options,

partnership, and tino rangatiratanga.

In order to prepate for the roll-out of vaccines to the general population, the
Ministry engaged with all DHBs to discuss and agree on their equity plans for
Maaorti, Pacific and disabled people. The equity production plans focus on

4+ The COVID-19 Maaori Vaccine and Immunisation Plan is annexed as exhibit AB-C.
5 Affidavit of John Whaanga, at [21] is annexed as exhibit AB-D.
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13.

14.

15.

16.

equitable uptake for these populations. The production plans show the number
of Maaori and Pacific people DHBs intended to vaccinate for the period from
July to October 2021. The Iwi Communications Collective (the Collective) was
also heavily involved in the design, development, and delivery of this campaign
which has been incredibly successful in reaching and engaging Maaoti

communities to this point.

The purpose of the Collective was to provide a forum for engagement between
the Crown and iwi communications professionals: iwi had direct access to
government information through our officials and were able to provide direct
feedback on the various COVID-19 campaigns being led out of government. It
was also an opportunity for iwi to update government on how their individual
communications responses were progressing. Having access to local intelligence
meant we could tailor communications and engagement work to meet the needs

of Maaoti communities.®

The Maaoti Monitoring Group represents diverse interests (including Maaori
health sector leaders, Maaoti data specialists, Maaozi health providers and Maaoti
health academics) to help advise the Ministry on the COVID-19 response and
monitor progress. The Maaori Monitoring Group meets regularly to provide
data, practical insights and advice relating to the COVID-19 response for Maori.
This group acts as a key accountability and monitoring mechanisms to track the

Ministry’s progress against the COVID-19 Maaori Response Action Plan.

The Ministry of Health, through the Maaori Health Directorate, has also met
with members of Te Tumu Whakarae (General Managers Maaori Health at the
20 DHBs) regularly during the COVID-19 outbreak response periods including
during the August 2021 Delta outbreak.

Te Tumu Whakarae have strong connections into theit local Iwi/Maaoti
communities and Maaoti provider networks. These meetings serve as a forum
for the Ministry to provide and receive feedback on challenges and opportunities

at the local and national levels to better meet the needs of Maaori communities.

6 For example, the “golden rules” Covid-19 awareness campaign.

6616043_7



17.

18.

19.

20.
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Further to this, the Ministry’s Maaori Health Service Improvement Team in the
Maaoti Health Ditrectorate has been working closely with the Maaori provider
network actoss the countty as it agrees contracts and distributes much of the

targeted funding that has been made available.

The Ministty of Health ditectly provides regular updates to the Maaori health
and disability sector on our COVID-19 response. This includes a daily paanui
(newslettet) to a wide array of stakeholders, including Maaori health providers,
iwi communications professionals, iwi leaders, and Maaori NGOs during
outbreaks. Feedback to date on this paanui has been consistently positive and
useful. Many of the providers have said this paanui is the one source of
government update they regularly share with their wider networks into Maori

communities.

As part of the delivery of the Programme, the Ministry has also facilitated various
online and in-person hui between Minister Henare and Maaori health providers
across Aotearoa. These hui wetre a forum for the Ministry to collaborate with
Maaoti health providers in how to better support whaanau as a result of the
increase in COVID-19 Alert Levels as well as challenges and opportunities in

the COVID-19 vaccination rollout, patticularly for rangatahi Maox1.

Together with our partner agency Te Puni Kookiri, we have also been
supporting the work of Kaupapa Maaori services through the Te Pou Matakana
and Te Puutahitanga Te Waipounamu and their networks with direct
relationships and contracts with the Ministry and other DHBs. In addition, there
are also many Maaoti health service providers who are not formally part of the
Whaanau Ora network that the Ministry of Health and DHBs directly work with
to provide COVID-19 related services to their communities and therefore
funding has also been provided directly to Maaori health service providers. This
includes direct funding for iwi organisations to support them in their role in the
Maaori health COVID-19 response in both outbreak management and
immunisations. My colleague Grace Smit from TPK will speak to further direct

funding and support they provide.
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21.

In addition to funding, and my colleague Joanne Gibbs will speak to this, we
have also looked to support Maaori outreach through the provision of data. The
Ministry has partnered with the Data Iwi Leaders Group of the National Iwi
Chairs Forum to undertake a project to collect iwi affiliation data. This project
included updating the COVID-19 online booking system to capture iwi
affiliations for Maaori alongside the vaccine roll-out. The first part of this project
has gone live with the Tatai website. This project is co-governed between the
Crown and DILG data experts, under the framework of the Mana Orite
Relationship Agreement between Statistics NZ and the DILG. In addition to
sharing meshblock level data directly with the Whaanau Ora Commissioning
Agency and others, we have also now reached agreements to share individual

level Maaoti health data to support outreach activities in a range of rohe across

the North Island.

Moving from the ‘elimination’ strategy to ‘minimise and protect’

22.

23.

Prior to the arrival of the Delta variant in New Zealand a range of public health
measures, including lockdowns, were used to successfully eliminate community
transmission of COVID-19. In response to the Delta outbreak that emerged in
Auckland this year, a three-month lockdown was used to slow the spread and
contain the vitus. However, the nature of the Delta variant, in particular its high
level of transmission and short incubation period, meant that we were unable to
fully eliminate the virus this time (noting that no country has successfully done
so to date). The combination of the lockdown, testing, isolation and contract
tracing, and the increased vaccination rates slowed the spread of the outbreak
allowing the country to move to a ‘minimise and protect’ strategy, whilst still
protecting the health of New Zealander’s and preventing the health system from

becoming overwhelmed.

As set out in the evidence of Ruth Fairhall, Cabinet decided on 18 October 2021
to replace the elimination strategy with the ‘minimisation and protection’
apptoach, and to replace the Alert Level Framework with the CPF.” The

elimination strategy enabled New Zealand to keep cases, hospitalisations, and

7 Ministry of Health, COVID-19 Response: Updated Strategy for nioving to mininiisation and profection, 11 November 2021,
at [6] is annexed as exhibit AB-E.
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death rates very low by international standards.® It was a highly effective

response to COVID-19 prior to vaccines being widely available’ and kept people

safe while we increased vaccination rates.'°

24. A range of public health reasons supported the move to a minimisation and

ptotect approach:"

24.1 the Delta variant meant lockdowns were less effective at eliminating
the vitus as they need to be longer and require very high levels of
compliance to be effective;

24.2 testing, contact tracing and managed isolation and quarantine were
under increasing pressure as case numbers increased,

24.3 COVID-19 found its way into more vulnerable communities; and

24.4 social licence for the very restrictive lockdown measures was slipping.

25. The differences in approach for the ‘minimisation and protection’ strategy for

the health system include:

25.1

252

253

preparing to manage mote COVID-19 in the community;'

revising strategies for testing, contact tracing and isolation with a focus
of resources where they are most effective to deal with new cases (for
example in high risk settings or where there are lower vaccination

rates);"

more efficient and targeted use of resources, technologies and
management strategies such as rapid antigen testing, shorter quarantine

and isolation petiods, community level management and wrap-around

8 At[2.
9 At[3).
10 At [4].
At [10].
12 At [15).
13 At [17].

6616043_7

ol



10

health and welfare services for people quarantining or isolating at

home;'* and

254 localised restrictions (e.g. on movement) which may still be required in
addition to the standatrd ‘public health toolkit’ measures but reserved
for situations where COVID-19 risks are higher (e.g. communities with
low vaccination rate and therefore consequently higher risk of

hospitalisation and fatalities)."

26. Overall, the CPF capitalises on high vaccination rates to provide an additional
level of protection from the virus that wete not present when the Alert Level
system was developed. The CPF is a more nuanced and, comparatively, a less
blunt instrument than the previous Alert Level system. It enables a more targeted
response to respond to specific areas of risk and vulnerability and provides
enough flexibility for the government to approptiately respond to emetging
variants. The CPF provides more protection for both those who ate vaccinated

and those who are not vaccinated.

27. Priot to the commencement of the CPF in a situation where COVID-19 was
present but there was no widespread transmission in a particular region, alert
level two was used. This allowed evetryone to travel around the community and
attend public events regardless of their vaccination status. In the same
citcumstances the CPF is relatively more protective than the previous Alert
Level Framework (preventing those who are unvaccinated from gathering in
circumstances deemed high risk). Core public health measutes that have been
built into the CPF such as social distancing, use of masks, testing, contract

tracing, and isolating also bolsters protection from the COVID-19.

Public health advice on the ptoposed CPF and its timing
28. Public health advice on how and when New Zealand should be moved to the

CPF was based on the following guiding principles, which are widely accepted

HoOAt[18].
15 At [19].
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29.

30.

11

internationally, and already govern much of what government does in New

Zealand:'®
28.1 respect for human rights;

28.2 equity — recognising that different people with different levels of
advantage required different approaches and resources for equitable

outcomes;
28.3 inclusivity and community participation;
28.4 meeting government’s obligations to its Tiriti o Waitangi partner; and
28.5 transparency, openness and accountability.

The advice around managing public health risks in the CPF included that there
will likely be more COVID-19 in the community,"” however many of the impacts

8 and extended and

should be less severe because of high vaccination rates;'
widespread restrictions on people’s lives through lockdowns had significant
costs on people’s livelihoods, mental and broader health and wellbeing.”
Accordingly, public health advice was that the most vulnerable parts of the
community needed protecting,”’ and that decisions about the level of additional
protection would need to be over and above usual public health measures

included in the CPF.*" Vulnerability was defined to include age (i.e. 65+), ease

and proximity to health services, socio-cultural and socio-economic factors.”
Our advice identified that:

30.1 Maaori wete at an increased tisk from COVID-19 due to the impact of
widet determinants of health and wellbeing and a disproportionate

burden of disease.

16 At [14].
7 At [29].
18 At[28].
9 At[28].
2 At [32).
2 At [32).
2 At[35).

6616043_7



30.2

30.3

304

30.5

30.6

30.7

30.8

12

Te Tiriti principles of active protection, equity and options wete most
important to considetr when transitioning to the CPF. The additional
risk that Maaori faced when limiting lockdowns needed to be
considered, alongside what else could be done for Maaoti to help

mitigate this risk.

It was essential that Maaori were not left behind in the vaccination

effort before the shift to the CPF.

Even with a 90% overall vaccination rate, the Ministry of Health
expected some hospitalisations and deaths from COVID-19 to occur,
given that the vaccine alone is not 100% effective in preventing setious
illness. In order to mitigate the impact of this on Maaori and other
vulnerable groups, at least a 90% vaccination rate in these groups
before the transition to the new system would be ideal, while ensuring
that the health system is ready to support people who expetience

serious illness, vaccinated ot otherwise.

Vulnerable communities would face inequities that required additional
layers of support and protection as widespread restrictions wete

relaxed.?

The vulnerability of areas be considered when decisions were made
about the level of protection each community may need. This would
be over and above the usual public health measures included in the

CPF.

An assessment of vulnerability, based on various factors, suggested that
West Coast, Northland, Whanganui, Bay of Plenty and Wairarapa were
particularly vulnerable.

It would be necessaty to continue to take a tatgeted approach to
boosting vaccination rates in vulnerable communities, including young

Maaori and Pasifika.

6616043_7
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31.

32,

33,

13

Regarding vaccination uptake, public health advice also noted that parts of the
countty had not yet reached 90% and that, in particular, this included Maaori
having comparatively low vaccination rates for the 12-19 and 20-34 age groups.*
A targeted approach to boosting vaccination rates for Maaori was therefore seen
as necessaty.”” We were also conscious that the population of those who cannot
yet be vaccinated are disproportionately Maaori, given the younger age structure

of the Maaori population.Z(’

The consequence of comparatively lower vaccination rates for Maaori is that
there is likely to continue to be a disproportionate number of COVID-19 cases,
hospitalisations and fatalities among Maaoti unless mitigations are put in place.”’
We were advised by some iwi/Maaoti that transitioning to the CPF went against
the advice of some Maaori experts;”® however our advice was that these risks
could be mitigated to an extent by working with iwi/Maaori to provide
additional community level protections.” This included additional resources and
focus to increase vaccination rates,” and ongoing support to the Maaoti health
sector by pharmacies and non-Maaori primary care to enable a sufficient
response for iwi/Maaori going forward.> As set out in numerous Ministry of
Health documents, perhaps almost all of them, equity of outcomes was at the
centre of decision-making criteria and a critical component of the minimisation

and protection sttategy.32

Duting the development of the CPF we provided public health advice to further
strengthen the proposed framework. One additional protection that was added

by government following the health advice was the use of vaccination passes at

each level of the CPF (including at “green”).

24

25

26

27

28

29

30

31

32

At [41].
At [42].
At [80].
At [81].
At[82].
At [83].
At [84].
At [84].
At [85].
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34,

35.

36.

14

In addition to the CPF measures, but sepatate to the CPF itself, public health
advice prior to the CPF was that additional public health tools were needed in

the ‘minimise and protect’ phase, including:”

34.1 surveillance measures (e.g. testing and contact tracing) to rapidly

identify where COVID-19 outbreaks occur;

34.2 localised movement and activity restrictions, particulatly to contain

small outbreaks;

343 public advice on staying home if unwell, QR code scanning,

appropriate face coverings and good personal hygiene;

34.4 public health measures to minimise transmission risk for those

travelling from higher risk places to lower risk ones; and

34.5 public health measures to avoid the potential for super-spreader events,

ventilation and physical distancing requirements.

Our advice was that a central part of the public health response under
‘elimination’ had been the test, trace, isolate and quarantine system (T'TIQ) and
that system would need to play a significant but different role under ‘minimise
and protect’.”* In particular, it will need to ‘stamp out’ outbreaks whete practical
to do so, protect the most vulnerable communities and individuals from the
disease and ensure the health system has sufficient capacity and capability to
suppott communities (patticular the most vulnerable).”® In other wotds, TTIQ
will help with both stopping the spread of COVID-19, and also to reducing
serious illness and death due to COVID-19.%

I know there is considerable interest in the 90% vaccination ‘target’ and that the
decision to move New Zealand to the CPF was made before that ‘target’ was
reached. While I prefer the term ‘milestone’ — as we are not stopping at 90% -

as set out above, the Ministry’s view, which was informed by expert scientific

33

34

35

36

At [43].
At [44].
At [45).
At [46).
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37.

38.

39.

15

advice, was that 90% vaccination was a level at which thete would be reasonable
confidence in the public safety settings proposed under the CPF. 90% was not
a minimum threshold target that needed to be met before it was safe to move to
CPF but rather, as set out above, a factor among many to consider in the overall

balancing exercise.

In providing ‘targets’ for vaccination rates the Ministry’s advice has always been
that the higher the vaccination rate the better the health outcome will be for
New Zealand. The 90% target was an ambitious goal (with initial planning
centred around a vaccination rate of 70%) which helped achieve high vaccination

rates in a short period of time.

Accordingly, on the basis that modelling indicated it would take until
mid-December 2021 for Auckland to reach the 90% vaccination target and
“considerably longer” for all other DHBs, public health advice was that there
was matginal additional community protection in waiting for rates to increase by
1-2%.%" Instead, our advice was that it may be mote appropriate to loosen
restrictions and focus protection measures on the communities that are known

to be vulnerable (i.e. those with significantly lower vaccination rates).”®

Regarding the timing for moving to the CPF or shifts in ‘traffic light colours’,
our advice was that public health considerations should remain central and the
Director-General of Health should inform all decisions (based on public health

expertise).” Those public health considerations included:*

391 vaccination coverage across the populations and area of concern,

including the equity of coverage;

39.2 an assessment of the demand for care for the sick against the capacity
of the health and disability system, and the community, to manage
(including hospitalisations and fatalities, and any other local system

pressures);

37

38

39

10

At [58].
At [59].
At [21].
At[22).
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39.3 availability of testing, contact tracing and case management capacity in

the community of concern; and

394 transmission of COVID-19 within the community of concetn,

including its impact on need for ICU beds and ventilators.

40. The Ministty’s view was that all of New Zealand should move to the CPF
simultaneously and a minimum of two weeks after Auckland DHBs reach 90%
fully vaccinated." This is because it would be opetationally simpler to operate
one framework at a time and it would be easier to ensure public communications
are consistent.” Our view was also that those communities which are considered
vulnerable due to their ability to respond to cases should move into Red® and
that there should be a higher threshold for shifting up through the ‘traffic
lights’.* The number of hospitalisations and available ICU bed capacity relative
to demand is likely to be a much more important consideration for shifting

between Green, Orange and Red, than simply having cases in the community.*

41. The Ministry’s view was that transitioning to CPF in early December 2021, rather
than relying on the 90% vaccination rates across all DHBs, could put vulnerable
Maaori communities at greater risk of COVID-19 infection sooner than
expected.* Even with vaccination and testing requitements in place to cross the
Auckland boundary, there is an increased likelihood of the virus spreading
throughout the country.” For this reason, continued focus on vaccination
outreach efforts and the wider public health mitigation tools remain critical. So
saying, vaccination rates continue to increase in all DHBs and particularly among
Maaori, which increases protection against the virus. As such, there are no
regions with ‘low’ vaccination rates per se; all regions have moderate, high or

very high vaccination rates.

4 AE[61).
2 At[62).
B AL[62).
HOAE[63)].
5 At[63)].

46 Ministry of Health, COV/ID-19 Protection Framework Assessment, 24 November 2021, at [45] is annexed as exhibit
AB-F.

T At [45].
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Public health advice about the Auckland boundary

42.

43,

44,

Our advice was that the ‘hard’ or ‘enforced’” boundary around Auckland should
be removed when Auckland and the rest of the country move to the CPF, likely
in mid-December 2021.* This is because there will be [no public health

justification to maintain a boundary around Auckland under the CPF.”

Put another way, the boundary around Auckland has served its purpose. It has
been effective, alongside other public health measures, in greatly reducing the
tisk of the virus ‘escaping’ Auckland. The use of Alert levels, along with a
comprehensive public health response and high vaccination rates, has contained
the outbreak in Auckland. The outbreak now appears to have peaked and the
pool of active cases will reduce over coming weeks. This, alongside the high and
increasing rates of vaccination around the country and the CPF, greatly reduce
the risk of cases and therefore serious illness and death both in and beyond

Auckland.

Public health advice was that a requirement for testing and vaccination
certificates to leave Auckland would direct resoutces away from where they are
most needed, particularly given the high practical cost of enforcement.”® We
considered that testing capacity should be allocated to prioritising quick turn
arounds for close contacts and those who are symptomatic, particulatly given

the speed of transmission associated with Delta.’!

Preparing the Health system for more cases and hospitalisations

45,

As set out above, our public health advice was that the move to the CPF was
likely to result in more COVID-19 in the community, therefore further work

was required to ensure the health system is prepated.52 This includes:

45.1 vaccinations, which are the key to unlocking the new way forward,

whereby those who are vaccinated are less likely to contract the vitus,

8 Ministry of Health, COVID-19 Response: Updated Strategy for moving to minimisation and protection, 11 November 2021,
at [66] is annexed as exhibit AB-E.

© At [15].
0 At [67).
stAt[67).

2 At [48]-
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spread the virus, and much less likely to get seriously ill, require

hospitalisation or die from the infection;™

45.2 the Health System Readiness Programme, which was already underway,
was set up for the purpose of prepating for any increase in
hospitalisation as a result of the move to ‘minimise and protect’,
including providing necessary health and social supports for the less
severe COVID-19 cases;**

453 continued engagement with iwi/Maaori and local authorities on ways
to protect their communities (including partnership with central

government);” and

454 localised restrictions might still be required (e.g. lockdowns or
restrictions on movement) but reserved for higher risk situations (e.g.

in communities with low vaccination rates).*

Now and in the future

46. On 24 November 2021 the Ministry provided public health advice to feed into
the paper for Cabinet’s meeting on 29 November 2021. This set out advice about
which settings each DHB region should move to when New Zealand transitions
to the CPF. Specifically, it summarised the factors that the Ministry considered
and its view based on these of the setting each region should enter the CPF on.
Notably, our preliminary view was that various regions could enter into the CPF
on Green. However, given our assessment committee’s concerns about the
number of ateas with low vaccination status, particularly for Maaozi, and current
active cases in several DHBs not just limited to Auckland metro DHBs, this
preliminary view was adjusted. The final recommendation was that regions
should be placed at Orange, except for Northland and Auckland metro DHBs,
which should enter at Red! This adjustment was based on a precautionary

approach and should be viewed as an interim measure for the coming weeks.

5 At [48].
5 At [51].
5 At [54].
5% At [56].
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47, At the same time the vaccination programme is maintaining its momentum our
booster programme is underway for anyone who had their second does at least
six months ago. Medsafe is currently examining the provision of the COVID-19
vaccine to those aged 5-11 years old. Work is well advanced to enable the roll
out of the vaccination for this age group from the end of January 2022 (pending
official approval). Although recent research suggests there remain anxieties
around the vaccination of children under 12-years-old, with only 57% of Maaori
polled reporting that they would “definitely” or ate “likely to” vaccinate children
within their cate, we will be working hard with our partners and Maaori to
address concerns and increase these numbers, as proved possible for the

cutrently eligible adult population.”

nh

at Wellington this_ Yy ~day of
December 2021
before me: l

A Solicitor qf the High Court of New Zealand
\_\

Madeline Grace Alison } \\
Solicitor B

WELLINGTON
\

57 Horizon, COVID-19 1Vacination and Maaori, 14-21 October 2021 at 54 annexed as exhibit AB-G.
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