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Management of personal 
protective equipment in 
New Zealand during the 

COVID-19 pandemic: report 
from the Auditor-General

Elizabeth Fenton

In June 2020 the Offi  ce of the Auditor-Gen-
eral released its report on the Ministry of 
Health’s management of personal protec-

tive equipment (PPE) during the early stages 
of New Zealand’s response to COVID-19. 
Relative to other countries New Zealand has 
(so far) fared well in this pandemic, with 
the number of cases staying well within the 
capacity of our health system to manage 
them. As in other countries, however, health 
workers have expressed concerns that they 
have not had access to the PPE that they felt 
was required in the clinical circumstances 
in which they found themselves. Numbers 
from April 2020 indicate that 10% of cases 
in New Zealand at that time were health-
care workers, of which half were infected 
in their workplace.1 This number refl ects 
the World Health Organization’s estimate 
(at the time of writing) that 10% of all cases 
of COVID-19 globally are among healthcare 
workers, though the percentage varies be-
tween countries and regions.2 Recent studies 
indicate that front-line healthcare workers 
are at increased risk for COVID-19 infection, 
and that availability, quality and correct use 
of PPE can reduce this risk.3–5 These fi nd-
ings refl ect historical data from previous 
infectious disease outbreaks, such as the 
2014–2016 Ebola epidemic in west Africa, in 

which disproportionate deaths of healthcare 
workers were attributed, at least in part, to 
lack of adequate PPE.6,7 The Auditor-Gener-
al’s report highlights three issues of ethical 
concern in the Ministry of Health’s manage-
ment of PPE.

Inadequate stock
The report makes clear that stocks of PPE 

held by DHBs and the Ministry of Health 
were inadequate. This was in part because 
existing calculations for how much PPE 
should be held in the national reserve were 
based on outdated population fi gures and 
modelling for an infl uenza pandemic.8 In 
addition, funding for the reserve stocks 
of PPE held by DHBs was for hospital use 
only, and did not include meeting the 
needs of health and disability workers in 
the community, or non-health essential 
workers.8 The Ministry confi rmed to the 
Auditor-General that the national reserve of 
PPE was “only to support DHBs and not the 
wider sector or non-health sector.”8 Poor 
stock management also meant that a signif-
icant amount of PPE stock held by DHBs 
had expired.8 

These defi ciencies in stock levels and 
management are of ethical concern for 
two reasons. First, in the circumstances of 
a pandemic we depend on the availability 
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and willingness of healthcare workers, and 
all those who work in healthcare facilities, 
to continue to come to work. However, 
their willingness to do this, even their duty 
to do this, is in turn conditional on the 
provision of the equipment, and training 
in the use of that equipment, needed to 
minimise the level of risk to which they 
are exposed. If healthcare workers have a 
duty to come to work during a pandemic, 
then we as a society, through our elected 
government and its institutions, have a 
reciprocal obligation to protect their well-
being so far as is possible.9,10,11 

Second, inadequate resources for 
healthcare workers to do their jobs safely, 
alongside other defi ciencies in the systems 
for managing and accessing those resources, 
undermines the trust those workers have 
in the institutions for which they work. 
Without addressing the appropriateness 
of the Ministry’s clinical guidance on PPE 
use, the Auditor-General’s report highlights 
that, in addition to confusion and apparent 
mixed-messages about the use of PPE, there 
was a discrepancy between what workers 
felt they needed to be safe, and what the 
clinical guidance stated was necessary. 
The Auditor-General received correspon-
dence from health and disability workers 
(and those they were caring for) expressing 
concern that the Ministry’s guidance was 
“too narrow” and that “the guidelines did 
not provide what they felt they needed 
to feel safe delivering care”.8 One DHB 
reportedly responded to the concerns of its 
workers by distributing “what people were 
asking for rather than what the guidelines 
recommended”.8

Healthcare workers’ willingness to work 
during a pandemic will depend in part on 
trust that guidance on the use of PPE is 
driven by concern for protecting their safety 
as much as possible, and not concern to 
protect inadequate stocks. This will refl ect 
a deeper level of trust that the system as 
a whole is well-resourced and suffi  ciently 
robust to deliver services safely during a 
crisis. The concern that clinical guidelines 
did not refl ect what healthcare workers felt 
they needed, and the reported experiences 
of workers who were not able to obtain 
equipment they felt they needed, amplify 
distrust in the capacity of the healthcare 
system to function during a crisis.

Inequity
The second issue raised by the report is 

inequity in the availability and distribution 
of PPE across the health and disability 
sector. As noted above, the funding provided 
to DHBs in 2005 to purchase PPE supplies for 
the national reserve was based on modelling 
that assessed PPE needs for hospital use 
only, and did not include the needs of the 
wider health and disability sector or the 
non-health sector.8

On 31 March 2020 the Ministry instructed 
DHBs to establish a process to distribute PPE 
to all publicly funded health and disability 
providers who deliver health and disability 
services, including those not directly funded 
by DHBs.8 While some DHBs made efforts to 
follow this instruction, at least one reportedly 
told community-based workers that it had 
only enough supplies to maintain DHB 
services, that the only PPE requirement 
relevant for them was fastidious hand 
hygiene, and that they could contact private 
medical suppliers for additional PPE.8 While 
this advice might have been directed towards 
non-funded services and non-health sector 
workers, it nevertheless highlights a deeper 
concern that community-based health and 
disability providers, and the people they 
care for, are deprioritised relative to hospi-
tal-based workers. To the extent that such 
prioritisations refl ect higher risk levels they 
are appropriate and justifi ed—higher risk 
justifi es higher levels of PPE—but all health 
workers providing in-person care during a 
pandemic require PPE at some level to refl ect 
the risks of close human contact for both 
workers and those they are working with. At 
the time of writing, fi ve out of 16 clusters of 
COVID-19 In New Zealand occured in aged 
residential care facilities, highlighting the 
risks for community-based care workers 
and those they care for. These risks must be 
refl ected in the availability of PPE and other 
critical resources. 

The Ministry and DHB’s approach to 
providing PPE to the wider health and 
disability sector, as refl ected in this report, 
was at best confusing and piecemeal, and 
at worst inequitable and unjust. Healthcare 
workers who were community based or 
worked outside the funding mechanisms 
of the DHBs were overlooked in emer-
gency planning and preparations. Given the 
vulnerability of this sector to the risks of 
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infectious disease, and its value in providing 
critical care and support in the community, 
there is no justifi cation for such oversights. 

Complacency
The third ethical concern raised by the 

Auditor-General’s report is apparent compla-
cency towards emergency planning and 
preparedness. With respect to the Minis-
try’s decentralised model for procurement 
of PPE, the report notes that the model 
prevented the Ministry from making 
informed decisions quickly, and to ensure 
that “the right product was provided to the 
right people, at the right place, at the right 
time”. An operational plan should have been 
part of general pandemic preparedness, 
“rather than trying to plan as the pandemic 
was unfolding”.8 The report also observes 
that the response to COVID-19 revealed the 
extent to which the Ministry’s oversight 
of PPE reserves had “fallen away over the 
years”.8 It is worth noting in this context that 
warnings around supply and availability of 
PPE for healthcare workers were sounded 
long before the COVID-19 pandemic, so 
increased demand was predicatable.12

Emergency planning and preparedness 
activities are ethically important for two 
reasons. First, the public deliberation 
required for the complex and diffi  cult 
questions that arise during public health 
emergencies cannot happen in the thick 
of a crisis. Public health emergencies are 
characterised by uncertainty, urgency, politi-
cisation and fear, and are not conducive to 
broad public engagement in diffi  cult moral 
questions about how to allocate scarce 
resources or restrict individual liberty for 
the greater good. Although the conclusions 
of any such deliberation need to be revisable 
in light of evolving emergency situations, 
they are best reached, at least provisionally, 
during the planning phase, rather than in 
the heat of the moment.13 Second, emer-
gency planning is valuable as an activity in 
itself. Emergency planning should be viewed 
as a civic practice that presents opportu-
nities for citizens to engage out of a sense of 
solidarity and responsibility for the health 
of our shared community.13 On this view 
emergency planning aspires to more than 
the production of plans to be consumed, 
it is “a convenant of public trust” that can 
embody “both the remembered traditions 
and values of a community and a forward-

looking vision of how the community can 
be made a better environment for all its 
members in the future”.13From this civic 
perspective, complacency with respect to 
emergency preparedness is both an ethical 
failure and a signifi cant oppportunity lost: 
an opportunity to strengthen social capital 
within communities, improve resilience, and 
to direct attention to core values and moral 
commitments that provide ‘compass points’ 
when crises occur. In calling for a “whole of 
community/whole of government” approach 
to managing PPE the Auditor-General 
refl ects this more aspirational view of emer-
gency planning as an activity that can bring 
communities together.8

An ethical dilemma
The Auditor-General’s report concedes 

that there is likely to be tension between the 
interests of healthcare workers in main-
taining a high level of personal protection 
and the interests of the Ministry and DHBs 
in prioritising the appropriate use and allo-
cation of PPE stocks.8 This concession draws 
attention to a dilemma at the heart of emer-
gency preparedness: how to balance the 
goals of preparedness for future uncertain 
emergencies, and meeting demands on the 
health budget in the present.Stockpiling 
for future emergencies has opportunity 
costs, and so must be done with adequate 
attention to the potential health benefi ts lost 
by investing in resources that might not be 
used.14 More generally, this tension refl ects 
a commitment within public health to two 
conceptions of justice that can be at odds 
with each other. Its concern for improving 
the health of populations gives public health 
a natural affi  nity with utilitarian principles 
of justice that emphasise maximising net 
benefi t or welfare. Yet public health is also 
deeply committed to fairness and equity 
in the distribution of burdens and benefi ts 
across society. When managing resources 
for public health emergencies these twin 
foci of effi  ciency and equity require both 
that we pay attention to opportunity costs, 
and also to meeting the needs of those likely 
to be most burdened by the risks of any 
future public health crisis. 

As with most ethical dilemmas, reso-
lution lies somewhere between the two 
poles. Put simply, the best preparation 
for future public health emergencies is to 
invest in maintaining a robust public health 
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system.14 Despite New Zealand’s success in 
managing COVID-19 to date, public health 
infrastructure is weaker than it could or 
should be. In his refl ections on public health 
in New Zealand epidemiologist and public 
health physician Sir David Skegg describes 
the decline in political support for public 
health in this country, noting that crises 
such as the Campylobacter outbreak in 
Havelock North in 2016, which infected 40% 
of the population, and resulted in at least 
three deaths, must be attributed, at least 
in part, to failures within the government 
adequately to resource and value public 
health services.15 These failures stem from 
the “invisibility of public health”: except 
in times of crisis, public health is far from 
public view or concern, and the benefi ts of 
the investments required to sustain it are 
often not realised until long into the future. 

The Auditor-General’s report focuses 
primarily on the provision and 
management of PPE equipment, and 
does not address the fact that PPE is just 
one element of respiratory protection 

for healthcare workers. The importance 
of training in the procedures for safely 
putting on and taking off PPE, and regular 
fi t testing, are not considered in the 
report, nor is the critical role of occupa-
tional health practioners in preparing all 
healthcare workers to protect themselves. 
The scope of the report is limited in several 
other important respects. In particular, 
it does not address in detail access to PPE 
for non-health essential workers, nor does 
it review the clinical guidance on PPE use 
from the Ministry of Health, though it 
describes reactions to this guidance from 
healthcare workers. Nevertheless, the 
report shows PPE to be a bellwether for 
emergency preparedness and response in 
New Zealand. Accepting and acting on its 
recommendations will be important for 
strengthening our emergency preparedness 
for the future. It is also an opportunity 
to build trust in and commitment to our 
public health system, within the whole 
health and disability sector, and the 
community more broadly.
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