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	GOVERNMENT INQUIRY INTO HAVELOCK NORTH DRINKING WATER BEFORE THE HONOURABLE JUSTICE LYNTON STEVENS QC, 

DR KAREN POUTASI AND ANTHONY WILSON ED*
                                    SUMMARY OF STAGE 1


JUSTICE STEVENS WELCOMES PARTIES:
E te Mana Whenua, Ngāti Kahungunu, e ngā iwi katoa o Heretaunga Ararau, e āku hoa whakawā, e te iwi e hui nei, Māori, Pākehā hoki, tēnā koutou, tēnā koutou, tēnā koutou katoa
To the original authority of the land, Ngāti Kahungunu and to all the peoples of Hastings, Havelock North and the wider Heretaunga area, to the panel and all present, my greetings.
MR GEDYE QC:
May it please the panel.  My name is Gedye, I appear with Ms Cuncannon as counsel  assisting the Inquiry.

MR CASEY QC:
May it please the panel, Casey for the Hastings District Council.
JUSTICE STEVENS:
Yes good afternoon, Mr Casey.  Ms Cuncannon.
MS RIDDER:
May it please the panel.  Ms Ridder for the Hawke’s Bay District Health Board.

JUSTICE STEVENS:

Yes good afternoon to you.

JUSTICE STEVENS:
It is my privilege on behalf of the Inquiry to present a summary of the stage 1 report.  The purpose of today’s hearing is to draw attention to key parts of the report, but it will be a précis only.  The printed report, which will also be available on the website at the conclusion of this hearing, is the official report for stage 1.  It goes without saying that the report speaks for itself.  By way of introduction and overview, safe drinking water is crucial to public health.  The outbreak of gastroenteritis in Havelock North in August 2016 shook public confidence in this fundamental service.  Some 5500 of the town’s 14,000 residents were estimated to have become ill with campylobacteriosis.  Some 45 were subsequently hospitalised.  It is possible that the outbreak contributed to three deaths and an unknown number of residents continue to suffer health complications.
The August 2016 outbreak was traced to contamination of the drinking water supplied by two bores in Brookvale Road on the outskirts of Havelock North.  This raised serious questions about the safety and security of New Zealand’s drinking water.  Accordingly in September 2016 the Government established this Inquiry into the outbreak.  The Inquiry has proceeded in two stages.  
This report on stage 1 focuses on identifying what happened.  What caused the outbreak and assessing the conduct of those responsible for providing safe drinking water to Havelock North.  

Stage 2 of the Inquiry will address lessons learned for the future and steps to be implemented to reduce the likelihood of such an outbreak occurring again.  Hastings District Council supplies drinking water to consumers in Havelock North.  The drinking water is sourced from an aquifer, under the Heretaunga Plains, the Te Mata Aquifer.  This aquifer was thought to be a confined aquifer and the water secure from contaminants and as such the District Council did not treat the water drawn from it.  Brookvale Road bores 1 and 2 were used to access the water from the aquifer and to pump it into the reticulation system through which it was delivered to consumers.  To be deemed safe, the drinking water needed to meet the requirements of Drinking Water Standards for New Zealand.  Drinking Water Assessors worked with the District Council to monitor compliance with those standards and to ensure the safety of drinking water.  But as this Inquiry has shown, meeting the Drinking Water Standards was only part of the story.  Where the source was an aquifer the delivery of safe drinking water to consumers was dependent on the security of the source from contaminants.  It was also dependent upon the water supplier being aware of and managing the risks of contamination of the water supply.  And competent local authority administration of the broader resource management regime.
This Inquiry has found that several of the parties with responsibility for the water supply regime in Havelock North, in particular the District Council, the DWAs, the Hawke’s Bay Regional Council, failed to adhere to the high standards of care and diligence necessary to protect public health and to avoid outbreaks of serious illness.  A higher standard of care needed to be embraced, akin to that applied in the fields of medicine and aviation where the consequences of failure could similarly be illness, injury or death.  The failings by those with responsibility for the safe water supply are summarised in the key findings section below and shortly I am going to refer to those.  
The Inquiry has found that none of the faults, omissions or breaches of standards directly caused the outbreak.  However, had all or any of these failures not occurred, a different outcome may have resulted. It is generally accepted by those responsible for these failings, that greater diligence and co‑operation is needed to ensure that a much higher standard of care is reached and soon.
Responses to the August 2016 outbreak were generally well handled particularly by the Hawke’s Bay District Health Board.  There were, however, significant gaps in readiness such as the District Council’s lack of an emergency response plan, draft boil water notices and up to date contact lists for vulnerable individuals, schools and child care centres.  

Before I refer to the key findings, it is important to touch on the interim hearing held in this Court back in December last year.  After that hearing, the Inquiry issued an interim report which is Appendix 2 to this report.  The interim report was focused on the key issue of ensuring the safety of the drinking water for the people of Havelock North and I want to refer now, because of its importance to that interim report which it starts at page 156 of the report.  

By way of background, one of the matters which the Inquiry is required by the terms of reference to report on and provide recommendations about is the following, “Any other matter which the Inquiry believes may promote the safety of drinking water and/or prevent the recurrence of similar incidents.”   The Panel determined that the proposed reactivation of Brookvale Bore 3 required an assessment of interim measures needed to ensure the safe supply of water to the residents and businesses of Havelock North.  Accordingly, the Inquiry directed that it would consider what has become known as Issue 8 at a public hearing held on 12 and 13 December last year.  The focus of this hearing would be on the actions or further actions required to ensure a safe supply of drinking water to Havelock North over the next 12 months.  

During the course of preparation for that hearing Dr Snee, the Chief Executive Officer of the District Health Board, proposed a tri-partite working group which has become known as the Joint Working Group.  The gist of the proposal was that the Joint Working Group would have two representatives each from the District Council and the Regional Council. Tthere would also be a representative from the District Health Board and Mr Peter Wood from the Central North Island Drinking Water Assessment Unit would attend.  When it came to the hearing, the Joint Working Group relevantly advised that the following matters were all agreed upon by its members: 
(a) Brookvale Bore 3 can longer be regarded as secure.  The District Council is to maintain chlorination of the Hastings supply until it has completed its investigation of the security of all Hastings bores and the options for long-term measures to ensure the safety of the water.  In addition to chlorination, water sourced from Brookvale Bore 3 is to be treated with both cartridge filtration and UV for the next 12 months.  An emergency response plan was to be developed and Joint Working Group members are to notify each other of any information that may affect the safety of drinking water.  Consequently, in the light of the information provided by the Joint Working Group and obtained at the hearing and the state of both the aquifers and the bores supplying Havelock North, the Inquiry made 16 recommendations and they are set out on pages 164, 165 and 166 of the report.  Importantly, these recommendations provide the following for at least the next 12 months commencing December 2016; Log 5 level of treatment be applied to Brookvale Bore 3 drinking water that being cartridge filtration, UV and chlorination, with the Joint Working Group to approve the selection and commissioning of the equipment and oversee the training and operational procedures for the treatment, equipment and processes.  

(b) For at least the next 12 months commencing December 2016, the Hastings water will be treated with chlorination and that the Joint Working Group should keep under review the nature and extent of treatment required to ensure the safety of the Hastings water being supplied into Havelock North.  

(c) For at least the next 12 months commencing as soon as practicable but before Brookvale Bore 3 was reactivated, monitoring and testing of the Havelock North and Hastings drinking water supplies take place in accordance with the recommendations of Dr Fricker and those in summary involve the sampling and testing of the water from these sources.  In addition, for at least four months commencing in December 2016, testing and monitoring for Protozoa shall be carried out at each bore weekly using 1000 litre samples with the regime thereafter to be subject to review by the Joint Working Group for frequency but still using 1000 litre samples.

Those are just some of the key recommendations that were made back in December and which were to be implemented by the Joint Working Group and which the Inquiry would and has monitored.  And I just emphasise that those recommendations were provided in draft to the parties, District and Regional Councils, District Health Board and Crown parties; submissions were heard and all parties confirmed their agreement to the recommendations.  So those were the steps that were put in place in December to ensure the safety of the drinking water of Havelock North in the interim. 

Now I want to come to the key findings.  These are set out on page 3 to 5 of the report and I am going to read them verbatim.

Contaminated drinking water was the source of the campylobacter bacterium that caused the gastrointestinal illness campylobacteriosis among Havelock North residents in August 2016.  Sheep faeces were the likely source of the campylobacter.  

It is highly likely that heavy rain inundated paddocks neighbouring Brookvale Road causing contaminated water to flow into a pond about 90 metres from Brookvale Road bore 1.  On 5 and 6 August 2016, water in the pond entered the aquifer and flowed across to Brookvale Road bore 1 where the bore pump drew contaminated water through the bore into the reticulation system.

Contamination may also have occurred when water from neighbouring paddocks entered roadside drains adjacent to Brookvale Road bores 1 and/or 2 and then entered the bore chambers.  If sufficient water had entered the chambers it could have risen to a level where it overtopped the bore head cables holes and because the cable seals were loose, travelled down the cables into the water supply.  This scenario is regarded as much less likely than travel from the pond to the bore via the aquifer, as described in the second finding.

Now the detailed evidence, reasoning and findings as to the source and pathway of the contamination are set out in section 2, part 7 of the report and I am not going to refer to those in any detail.

Causation:

The failings, most notably by the Regional Council and the District Council did not directly cause the outbreak, although a different outcome may have occurred in their absence.  Findings as to causation are set out in detail in section 2 of part 8 of the report.  

Fault and failings. 
The Regional Council failed to meet its responsibilities as set out in the Resource Management Act to act as guardian of the aquifer under the Heretaunga Plains.  Protection of the water source, in this case the aquifer, was the first and critical step in the multi‑barrier approach to ensuring safe drinking water.  

The Regional Council’s knowledge and awareness of aquifer and catchment contamination risks near Brookvale Road fell below required standards.  The Regional Council failed to take specific and effective steps to assess the risks of contamination to the Te Mata Aquifer near Brookvale Road and the attendant risks to drinking water safety.  This included, through its resource consent processes, its management of the many uncapped or disused bores in the vicinity.  Its state of the environment and resource consent monitoring work and in its liaison with the District Council.  

The Regional Council imposed a generic condition on the water take permits it granted to the District Council, related to the safe and serviceable state of the Brookvale Road bores.  This condition failed to meet the necessary standard.  The Regional Council then failed adequately to monitor compliance with the conditions of the permits.  That is the summary.  The detailed findings, evidence and analysis of the actions of the Regional Council are in section 2 part 10 of the report.

District Council:

The District Council did not embrace or implement the high standard of care required of a public drinking water supplier.  Particularly in the light of its experience of a similar outbreak in 1998 and the significant history of transgressions, that is positive E-coli test results.  As a consequence the District Council made key omissions including in its assessment of risks to the drinking water supply and it breached the Drinking Water Standards.

The District Council’s failings apply especially to its mid-level managers who delegated tasks but did not adequately supervise or ensure their implementation.  This caused unacceptable delays to the preparation of a water safety plan which was fundamental in addressing the risks of an outbreak of this nature.  

The District Council did not manage the maintenance of plant equipment or keep records of that work.  It carried out little or no supervision of the necessary follow up work.  Specifically it was slow to obtain a report on bore head security, a key plank in source water security and it did not properly carry out recommended improvements.  

There was a critical lack of collaboration and liaison between the Regional Council and the District Council.  The strained nature of this relationship, together with an absence of regular and meaningful co-operation resulted in a number of missed opportunities that may have prevented the outbreak.  The findings, evidence and reasoning concerning the actions of the District Council are in section 2 part 9 of the report.

Drinking Water Assessors:

The Inquiry found that they were too hands-off in applying the Drinking Water Standards.  They should have been stricter in ensuring that the Council complied with its responsibilities such as having an emergency response plan and meeting the responsibilities of its water safety plans.

The Drinking Water Assessors failed to oppress the District Council sufficiently about the lack of risk assessment, analysis of key aquifer catchment risks including the link between the Brookvale Road bores and the nearby pond, in a meaningful working relationship between the District Council and the Regional Council.  The Drinking Water Assessors also failed to require a deeper and more holistic investigation into the unusually high rate of transgressions in the Havelock North and Hastings reticulation system. The detail of the findings in relation to the Drinking Water Assessors is in section 2, part 11 of the report.

MWH:

The consultancy firm, MWH, a technical advisor to the District Council failed competently to assess and report on the security of the bore heads of Brookvale Road bores 1 and 2 and the detailed evidence, findings and analysis are set out also in section 2 of the report, part 12.

Then in terms of the outbreak itself, contingency planning by the District Council was lacking.  The District Council had no contingency plan referred to in various contexts also as an emergency response plan.  No draft boiled water notices or no communication plans at the ready and those are the key findings of the Inquiry.  

In addition to these key findings, the Inquiry identified five important highlights from stage 1 which are usefully referred to before the report deals with the substantive sections of the report.  

The first relates to the 1998 outbreak.  The Inquiry has found that the August 2016 outbreak was not Havelock North’s first experience of drinking water contamination and that the lessons that should have been learned from that earlier contamination had been forgotten.  In July 1998 the town had an outbreak of campylobacteriosis.  Sampling of two of the Brookvale bores showed campylobacter in the bore heads.  This was the same location that would feature in the August 2016 outbreak.  An independent report by Mr Stu Clark concluded that the two bores were a possible source of campylobacteriosis and that the likely point of entry for contaminated surface water was a leaking power supply cable gland.  The Clark report raised doubts about the confined status of the Te Mata aquifer from which the bores drew water.  It recommended testing the aquifer to establish whether it was confined along with measures to ensure the safety of both bore heads. 
Regrettably, while the two outbreaks, 1998 and August 2016 shared remarkable similarities, it appears nothing was learnt from the July 1998 outbreak.  The District Council as the water supplier did not take the 1998 outbreak seriously enough and implement enduring systemic changes.  Memory of the earlier outbreak simply faded. 

The second highlight was that the aquifer is not confined.  The Inquiry has found that the Te Mata aquifer from which the Brookvale Road bores draw their water was vulnerable to contamination.  The aquifer was not confined as was assumed prior to the Inquiry process.  At best, it might be characterised as “semi-confined,” meaning its water was subject to surface influences and was vulnerable to penetrations of its rather thin and variable confining layer. 

The Inquiry found that near the Brookvale Road bores the aquifer had been penetrated by a significant number of disused or uncapped bores, leaving it vulnerable to entry from contaminated water.  Additionally, the confining layer or aquitard near Brookvale Road bore 3 had been affected by earthworks at the neighbouring Te Mata Mushrooms property leaving it vulnerable to entry by contaminated water.  The Te Mata aquifer is also no longer a source of aged water, meaning it is not a secure source of drinking water.

These facts have critical implications in terms of compliance of the water supply with the Drinking Water Standards.  The Inquiry’s finding of a likely direct causal link between the pond and the entry of contaminated water into the Havelock North drinking water system does not detract from these concerns.  Until the security of the water source and the bores can be assured – and we add and that may never happen – in the Inquiry’s view, treatment of the water in Havelock North and Hastings is the only option. 

The next highlight is the history of high transgressions.  The Inquiry has found that in recent years the Havelock North water supply had a relatively high number of positive E.coli readings or transgressions.  The Hastings supply has also had a high number of positive E.coli readings.  The Hastings water supply is drawn from nine bores at five locations in Hastings and Flaxmere.  These bores also draw water from the Heretaunga Plains aquifer system.  There is a known unconfined aquifer zone close to Portsmouth and Wilson Roads.  Recent positive E.coli readings from the Hastings bores have resulted in a downgraded bore status for most of the Hastings bores under the Drinking Water Standards.  This in turn has required chlorination of the Hastings supply.  The Inquiry has found that the District Council tended to underestimate the significance of positive E-coli results.  It sometimes ended the treatment of water before clearly establishing the contamination source.  While such an approach, that is after three subsequent clear test readings, technically meets the Drinking Water Standards, a more rigorous approach was needed with public safety at stake.

Poor Working Relationships:

The Inquiry has found that the Regional Council and the District Council did not work effectively or constructively together.  This was at variance with the Ministry of Health’s Guidelines for Drinking Water Quality Management for New Zealand which required, and I quote:  “Maximum interaction and mutual support between the various stakeholders.”  Indeed, it is fair to say that the relationship between the two local authorities before August 2016 was dysfunctional.  While the lack of collaboration may not have contributed directly to the outbreak, at the very least it resulted in a number of missed opportunities.  The uptake of such opportunities might well have prevented the outbreak.  The relationship between the two Councils deteriorated further when, following the 2016 outbreak, the Regional Council began investigating the District Council’s Brookvale Road bores.  Subsequently the Regional Council filed a criminal prosecution against the District Council on 18 November 2016 which led to a lengthy delay in the Inquiry’s work.  In the Inquiry’s view, such a proceeding was ill advised and ought never to have been launched.  On the evidence the Inquiry heard, the prosecution based on proof to the criminal standards was bound to fail.  It was eventually dropped and replaced with two infringement notices.  The money which the Regional Council spent investigating the case reportedly $450,000 could have been more wisely applied to gaining a better understanding of the status of the aquifers beneath the Heretaunga Plains.  The two authorities were subsequently induced to partner with the District Health Board and the Drinking Water Assessors to form the joint working group, focussing on providing clean, safe drinking water for Havelock North and Hastings.  This group guided by recommendations from the interim measures hearing, to which I have referred earlier, is making promising progress under an independent chair.  Its reports and action plans are available on the Inquiry website.  Much work, however, remains to be done.

The Joint Working Group’s mandate and progress will be dealt with in stage 2 when the Inquiry examines systemic issues and makes recommendations about managing water supply nationally.  This approach may provide a blueprint for collaboration elsewhere.  No structural or legislative changes are needed for the group’s operation although the question of whether a regulatory framework should be developed will be part of the next stage.

And finally Protozoa risk.  The Inquiry has found that campylobacter was the cause of the illnesses in Havelock North, nevertheless where diarrhoea and vomiting systems are involved, the possibility of Protozoan pathogens such as cryptosporidium, or Guardia cannot be ruled out without careful testing.  The response to the outbreak did not sufficiently consider this risk.  The Inquiry has learned that a number of major outbreaks of water-borne illness overseas have involved cryptosporidiosis.  For example, Western Georgia, Milwaukee and Northern Ireland.  Water-borne Protozoa outbreaks have also occurred in New Zealand, in Masterton, Waikato, Tauranga.  Giardia outbreaks have been recorded in Denniston, Auckland and Dunedin and we give the time scales and the details of those in a table of water-borne outbreaks in Appendix 7 which is a very important document. 
Some managers at the District Council in the present case seem to have little or no knowledge about Protozoan pathogens and the significant risks associated with them.  Gaining an awareness of and education about such risks and how they might be identified at an early stage will be an important part of stage 2.  

The annual report on drinking water quality 2015/2016 states that the achievement of Protozoa standards was at a level of only 82% across the whole population covered by that report.  While this represented a 2% improvement over the previous year, Protozoa achievement is still well below optimum.  The Annual Report on Drinking Water Quality 2015/2016 states that the achieve of Protozoa standards was at a level of only 82% across the whole population covered by that report.  While this represented a 2% over the previous year, Protozoa achievement is still well below optimum.
The risks associated with water-borne diseases in New Zealand are well recognised.  The Drinking Water Guidelines emphasise that untreated drinking water contaminated with pathogens represents a significant risk to human health.  Such risks suggest that it is vital that this time lessons must be permanently learned from the Havelock North campylobacteriosis outbreak.

That concludes reference to the overview, the key findings and the highlights.  

I am now going to summarise the next part of the report which is about the background and context that the Inquiry faced.  It sets out the facts of the outbreak.  It provides a map in figure 1 of the Brookvale Road area and discusses the detail of all of the facts prior to the outbreak.  

Part 3 addresses the Inquiry processes, explains the terms of reference, the two stages of the Inquiry, stages 1 and 2, the hearings that have been held and the preliminary processes embarked upon.  It also deals with expert evidence of which the Inquiry heard much.  It refers to the work of Dr Colin Fricker retained by the Inquiry, the ESR and the Science Caucus.  It refers to the work or output of the Science Caucus, the Science Caucus Report which is at Appendix 3, full detail set out there.  It discusses the prosecution of the District Council.  

It then turns in part 4 to address the interim safety and the Joint Working Group and that topic is also dealt with in Appendix 2 as I have explained earlier.

Then on page 25 it refers to further drinking water safety issues surrounding laboratories and testing.   The report deals with the use of sodium thiosulphate by analytical research laboratories and sets out all of the circumstances in relation to that important topic.  

Next in part 5 the report sets out the general regulatory context.  This is important because it sets the framework for Stage 2, the regulatory framework which is summarised extensively in Appendix 4, referring to the Resource Management Act, the Local Government Act and the Health Act, and in particular the National Environmental Standards for Sources of Human Drinking Water, NES Regulations.  

The report refers to the fact that a multi-disciplinary system operates in New Zealand.  That in addition to that, a multi-barrier approach operates and it addresses the topic of how partnerships and collaboration are to be encouraged.  And then there’s a section dealing with practical responsibility by all agencies involved for the Havelock North Drinking Water supply.

Section 2 starts on page 35 and it relates to the events and issues preceding the outbreak and these are critical to our findings.  

First the historical events and issues, particularly the 1998 outbreak.  It then refers to the complaint by the health protection officer in 2002.  And I will just read one paragraph on that.  “On the 8th of August 2002, Mr Inkson, a health protection officer, emailed the Regional Council copying the District Council with a complaint about a bore close to Brookvale Road bore 2.”  That’s what’s been known as the Inkson email.  “He referred to it as an insecure bore situated in a sheep paddock approximately 45 metres from bore 2.  He complained that this bore contravened a rule in the Regional Council’s Resource Management Plan and that it could allow faecal material into the aquifer close to the drinking water bore.”  And that was in August 2002.  We then refer to the July 2013 contamination incident.  We refer to the December 2015 test bore contamination event and we list the other transgressions.  We describe the District Council’s bore maintenance and inspections, facts relating to those on pages 44 and 45 and the lack of knowledge of Protozoa risk.  

Then part 7 deals, as I have already mentioned, with the findings as to source and pathway of the contamination.  I have already read the key findings so I won’t repeat those.  

Part 8 deals with causation of the contamination event.  Then part 9 deals with the District Council’s failures to meet required standards.  Part 10 is the equivalent for the Regional Council.  That starts on page 80, part 10.  Regional Council failures to meet required standards.  The next section, part 11 is about faults and failures of the Drinking Water Assessors and part 12 deals with the actions of MWH and its employee Mr Abbas Rahman, that starts at page 112.

So that brings me to section 3 which deals with, starting on page 124, the outbreak events and responses.  This topic includes outbreak events, contingency planning and responses and set out in appendix 8, which is a very important document is a timeline of the events that occurred in connection with this outbreak.  It starts back in May of 2016 and goes through until January 2017 and has a detailed date and timeline and summarises the specific activities and occurrences that occurred on those dates and times and then those facts are referred to in detail, in the findings in the report itself.  

Part 14 deals with the assessment of responses to the outbreak, the District Council contingency planning and response, dealing with notification, the boil water notice, the division of responsibilities between the District Council and the District Health Board, the scale of the outbreak and the need to provide welfare support, investigation of water quality issues and possible pathogens and then a separate section dealing with contingency planning and response by the drinking water assessors.

Over to page 145, the terms of reference required the Inquiry to look at the role of Central Government in contingency planning and response.  The responses of the outbreak, the Inquiry has found, was managed at a local level with oversight and support from the Ministry of Health and various other Government agencies.  No party provided any evidence or submissions asserting that there was any deficiency by any Central Government agency in this regard.  

The Inquiry has, however, considered whether a drinking water emergency should have been declared under s 69ZZA of the Health Act and while the Inquiry has identified above aspects of the District Council and the DHB’s contingency planning and response that were deficient, it does not consider that the overall circumstances of the outbreak meant that a drinking water emergency should have been declared.  

I now come to Part 15, concluding observations.  Importantly these relate to what we call the pathway to Stage 2.  Apart from referring to the recommendations made following the interim measures hearing in December last year, this Stage 1 report does not contain any recommendations.  The focus of Stage 1 has been on ascertaining all relevant facts including those needed to address Stage 2 issues and the assessment of the conduct of core participants in the water supply.  Stage 2 of the Inquiry will focus on lessons which can be learned and on potential improvements for the future in terms of legislation, operating practices and procedures to promote the safety of drinking water and prevent the reoccurrence of similar incidents. 

Stage 2 will also draw substantially on the experiences emerging from the Inquiry’s consideration of the interim safety of the drinking water and in particular the work of the Joint Working Group.  This part of the Inquiry has already produced very substantial benefits and insights.  These will be considered further in Stage 2 which will address the lessons for the future, possible stages to the statutory regime and implications for other parts of New Zealand. 

The interim safety of Havelock North drinking water is a matter that the Inquiry will continue to monitor and as required, investigate.  It anticipates further liaison with the Joint Working Group on these issues.  Despite the substantial improvements that have been achieved in the process of reactivating Brookvale Road bore 3, the Inquiry recommends that there is still room for further improvements with the District Council’s supply of drinking water.  


In this context, it is pleasing to learn that the District Council has instructed an international drinking water supply scientist, Dr Daniel Dare.  The Inquiry will continue to focus on the supply to Havelock North, but for the foreseeable future this is expected to be substantially from Hastings bores.  On this basis the Inquiry contemplates further consideration of all of the aquifer source, District Council water supplies.  And that section of the report concludes at paragraph 607 and 608 and 609 are appropriate and well due acknowledgements.  I also and although many of them are not here, wish to acknowledge the work and assistance of counsel assisting the core participants.  So Ms Ridder on behalf of other counsel if you would take that message back, we are very grateful, thank you.

Now I will shortly refer to the procedures for stage 2, briefly but before I do so, I am just going to ask my colleagues.  Dr Potasi, do you confirm that that summary is drawn from the report and that you have joined in this written report?

DR POUTASI:

Yes I do.

MR WILSON ED*

I concur.

JUSTICE STEVENS:

That, therefore, concludes the formal presentation of the report for stage 1 but I want now to refer briefly to minute number 7 that has already been issued to the core participant and is available on the website which provides an opportunity for all interested parties to provide topics to be included for stage 2.  We do not need detailed submissions, we just need headings, topics.  

We appreciate that a number of submitters and the list is set out in Appendix 10, put in submissions which in most part relate to stage 2.  Those will be taken into account in stage 2.  So submitters who have already made submissions on stage 2, do not need to repeat the submissions.

Minute number 7 signals that the Inquiry will be holding two principal hearings.  One on the 27, 28 and 29 of June and the other in August 7-11.  The focus of stage 2 will be on the lessons learned as I have already explained.  

The June hearings will focus largely on the continued safety of the drinking water and the workings of the Joint Working Group and all interested parties will be able to make submissions if they wish, on those topics by the 20 June 2017.  On or about the 23 May the Inquiry will issue a further minute, minute 8, setting out the process which is proposed for the stage 2 hearings and also issue a finalised stage 2 list of issues.  That will be a very important document because it will signal, taking into account what we hear from the parties, the key topics, key issues and will identify questions to be answered.  So that will be set out in minute number 8 to be issued around 23 May.

Mr Gedye is there anything else I need to deal with, in terms of procedure only.

MR GEDYE:
No thank you.

MR CASEY:
Thank you Your Honour.  Can I just ask some clarification about the 2 stage, stage 2.

JUSTICE STEVENS:

By all means.

MR CASEY:
As I heard what Your Honour said, the June hearing will largely be, if I can call it that, largely be a continuation of issue 8.

JUSTICE STEVENS:

Largely and issues around co-operation and collaboration.

MR CASEY:
It is probably best if I take it up with my friend Mr Gedye just our broad that might be.

JUSTICE STEVENS:
Absolutely, Mr Gedye will be able to assist you, but if necessary, a detailed minute will issue as to what is expected at that time.

MR CASEY:
Thank you Sir.

MS RIDDER:

Nothing thank you Sir.
JUSTICE STEVENS:

Well, just a final word to all those who have come today, we appreciate your interest in this important topic.  As you can see form the report which will be available on the website now, it is a very complex and challenging area.  It is a very important area to the people of not only Havelock North and Hastings, but New Zealand in relation to drinking water and we have some big challenges in respect of Stage 2. 
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