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This research was initiated by receipt of a nib Senior Health Journalism Scholarship I May
2018. The initial proposal was to look at how district health boards (DHBs) make decisions
about what is discussed in board meetings with the public excluded; essentially what drives
secrecy in board meetings.

It did not take long to determine there are rules and guidelines around what is discussed with
the public excluded; the extent to which these rules are adhered to would require lengthy
investigation. Instead my research shifted from the question of secrecy at the DHB
governance level to the place of elected boards and the democratic process that underpins
DHBs.

Whether DHBs are secretive with regards to their boards meetings is of little relevance if
there is no public interest in their machinations

Some of the information contained in this report, along with interviews with researchers and
DHB board members, went towards creation of the feature “Secrets, fears and empty chairs”
which was published in New Zealand Doctor (13 February 2019) and made available outside
of the New Zealand Doctor website paywall. A copy of the feature is included with this
report.

The report will be sent to the Health and Disability System Review panel as a submission.
Thanks to nib for sponsoring this scholarship and encouraging journalistic endeavor.
Thanks to my daughter Madeleine Fountain for her research assistance in data collection.
Thanks to all those who shared their experiences on and off the record

Thanks to my colleagues at New Zealand Doctor



Where it all started

DHBs were created in 2001 by the Labour Government as part of a reaction to the market-based
policies brought into health in the 1990s by the National Government. The earlier National reforms
had replaced the area health boards, espoused by National in the 1970s and brought into existence
under Labour in 1989.

Fourteen area health boards replaced 25 hospital boards and, as their name suggests, the area health
boards were to be responsible for health issues beyond the running and maintenance of the country’s
many and varied hospitals.

The new area health boards continued the legacy started in 1909 of hospital boards having elected
board members, with some additional appointed members. Board members were elected for a three-
year term at the local body elections. The health minister could appoint up to an additional four board
members to supplement perceived shortfalls in representation on the board.

As local bodies, area health boards were subject to the Local Government Official Information and
Meetings Act, rather than the Official Information Act used mostly for centralised government
organisations.

But area health boards were not long for this world. When National took power in 1990, then health
minister Simon Upton unleashed reforms on both the science and health sectors; introducing first to
science market-driven ideology which saw government science agencies replaced with “crown
research institutes” required to run at a profit and a new central purchaser. Similar reforms were
visited upong the health sector, a sector far more complex than the science sector.

As a result, on on Budget Day 1990, the boards of each of the area health boards gathered in advance
of an announcement from Wellington, that being, they were all out of a job. The elected boards were
replaced by temporary commissioners charged with heralding in the new system over a two-year
period.

Hospitals were reframed as crown health enterprises, governed by government-appointed boards and
charged with providing hospital services; regional health authorities, also governed by government-
appointed boards, were charged with purchasing the services.

A raft of other changes were introduced to appease different sectors of society and the health service —
the Public Health Commission and public health agencies appealed to those conscious that population
issues such as vaccination, clean water and healthy food traditionally came second place to hospital
based services; proposed community trusts appealed to those fearful of losing local hospital services
in rural and hard to reach areas of the country; the independent health plans appealed to Maori who
felt the mainstream health services had failed to serve Maori effectively; the Core Services Committee
appealed to hose in management who had long tried to straddle government demands and public
expectations — here was a committee charged with deciding what services should and should not be
funded and provided by the state.

A hard-hitting advertising campaign sought to sell the public on the benefits of the changes.

The previous democratic underpinning of public health services — the inclusion of elected boards at
some level — disappeared with little fanfare aside from some campaigning by groups like the Coalition
for Public Health.



As it turned out, within a few years, almost everyone was disappointed. Some of the agencies never
eventuated, others were subsequently tweaked as the public revolted over paying overnight charges in
hospital as regional variation in access to drugs and treatments irked the public, and hospitals
competing for contracts did little to improve overall quality and coverage of services.

By the time Labour took power in 1999, the National Government had already begun reforming its
reforms. Labour swept them aside altogether. District health boards became the new go-to agencies
for health services funding, and for provision of hospital services.

The new DHBs were in many ways a throwback to the former area health boards — the key differences
being that where once there were 14 area health boards, now there were 21 DHBs, later reduced to 20
following the merger of Southland and Otago DHBs to become Southern DHB.

The new boards also saw a return to elected boards, but instead of being subject to the Local
Government and Official Information and Meetings Act as the area health boards had been, they were
subject to the Official Information Act.

By statute, each DHB has three advisory committees, hospital, community and public health, and
disability support, all reporting back to the main board. Committee meetings are held every six to
eight weeks and board meetings once a month.

Finance and Audit Committees, responsible for some of the sensitive financial discussions and
oversight did not hold meeting open to the public.

Public and not so public meetings

Hand in hand with elected members, the democratic process at board level sees board and board
committee meetings open to the public. There are four meetings to be held monthly and these are
usually held two each fortnight

Often extensive agendas must be publicly available ahead of the meetings.

While board and committee meetings are open to the public when the begin, how long the meeting
remains open to the public once proceedings get underway can vary.

To gauge the level of secrecy involved in DHB meetings I engaged help to look at the minutes of all
DHB full board meetings (not the committee meetings) held over the year May 2017 to May 2018, to
seek a measure of openness.

The first challenge was tracking down the minutes. Every DHB in the country has a different website
design, so finding the meeting times, agendas and minutes can be a bit of a hit-and-miss click fest,
typically starting with the “About Us” button. (Note: For a couple of years New Zealand Doctor used
to routinely tweet the date and times of all the country’s DHB meetings as a public service but the
time required to track down all the dates eventually made this activity too costly timewise.)

Once the minutes are uncovered, there is no consistency as to what information is provided.

Nevertheless, taking what was available, I looked for an average length of meeting for each DHB and
the average time spent with the public excluded.

The result; only one out of the 20 DHBs provided clear details of the time a meeting starts, the time at
which moves to excludes the public and the time at which the meeting finishes. That board was the
West Coast DHB.

Specifically, over the year, the average length of a West Coast DHB board meeting was just over 3
hours, broken down into 1 hour and 22 mins open to the public and 1 hour and 42 mins with the
public excluded, during which time board members also took a 30-40 min lunch break.



As to the rest of the DHBs, information available is patchy. Counties Manukau gives no indication of
the length of its meetings. Waikato, Lakes, Mid Central, Tairawhiti and Taranaki mention only the
time when meetings start.

Auckland and Northland sit for a total of around 4 and half hours but don’t indicate the time at which
the public are excluded.

The remaining DHBs give meeting times ranging from 1 hour to 2 hours and 45 mins leaving the
reader of the minutes to assume this is just the public part of the meeting. The results are summarised
in Table 1.

Table 1 — Summary of average length in time of DHB board meetings

from May 2017 to May 2018
DHB Note Time meeting open Length of time public Total.
to public excluded meeting
Auckland 4 h 24 mins
Bay of Plenty*
Canterbury 2 h 14 min
o 2 h 35 min*
. No details
gloal:::ltll(e:u on meeting
times
Hawkes Bay 2 h 29 min*
Hutt Valley 1 h 45 min*
Start time
Lakes —_
Mid Central Start time
only
Nelson | b
Marlborough
Northland 4 h 35 min
South o
Canterbury 2loaf8 mmi
Southern No .
meetings
Tairawhiti e
only
Taranaki Start time
only
. Start time
Waikato il



Wairarapa 2 h 19 min*

Waitemata 1 h 35 min*
1 h 42 min (including
West Coast 1 h22 min lunch break of 30-40
min)
Whanganui 1 h 28 min”

*data missing
*assuming this is public part of meeting only

As a rough measure, this data shows potentially half to two thirds of a meeting is held with the public
excluded.

Boards are legally required to give a reason for excluding the public and usually refer to the New
Zealand Public Health and Disability Act which, in clause 32 of schedule 3, allows for excluding the
public from part or all of the meeting if having them present would be likely to result in disclosure of
information that, among other reasons, could be withheld under the Official Information Act.
Appendix 1 contains the relevant clauses, 32 and 35, of the NZPHDA

If the limited information available suggests that over half of the board meetings are being held with
the public excluded, how boards decide what to discuss when is important.

I contacted all the boards and asked about their policy around drawing up agendas and deciding what
will be discussed with the public excluded. The responses show boards to be pretty consistent in
following the guidance provided by the State Services Commission.

The State Services Commission’s guidance on DHB chairs states the role includes: “chairing board
meetings including: setting the annual board agenda; setting meeting agendas; ensuring there is
sufficient time to cover issues; ensuring the board receives the information it needs — before the
meeting in board papers and in presentations at the meeting; considering which matters should be
dealt with in the 'public included' and 'public excluded' portions of DHB board meetings, encouraging
contributions from all board members; assisting discussions towards the emergence of a consensus
view; and summing up so that everyone understands what has been agreed...”"

Asked about policy around drawing up agendas and deciding what will be discussed with the public
excluded, the boards are relatively consistent with the guidelines recommended by the commission.

The response of Bay of Plenty DHB legal executive Cherie Martin is typical of most DHBs.

When a member of the executive team submits a paper, they identify if it is to go under the public part
of the agenda or with the public excluded, Ms Martin explains by email. The chief executive and chair
discuss and agree on those items to be excluded. It is the board chair who is ultimately responsible for
making the decision on the agenda. The board secretariat and in-house advisor identify the relevant
clause in legislation that applies for the exclusion of the public.

1 Resource for preparation of governance manuals — guidance for district health boards. Chapter 5 Role of the
board chair http://www.ssc.govt.nz/governance-manuals-guidance-dhbs



Despite suspicions throughout the sector to the contrary that board members might discuss issues
outside of mandated board meetings, few boards held any gatherings aside from the scheduled
meetings.

Table 2 summarises the responses from the DHBs to questions regarding the process undertaken to
decide which items are discussed with the public excluded, who is ultimately responsible for making
decisions on the agenda content, any written policies on the process for deciding whether the public
should be excluded, the extent to which board members meet to discuss issues outside normal
board/committee meetings and if so for how long and whether the board holds regular meetings aside
from the mandated meetings. Details of the letter sent are provided in Appendix 2.

Table 2 — Meetings aside from mandated public board and committee meetings

The board does not hold any other regular meetings outside of the

mandatory board and committee meetings scheduled for the year The

Auckland DHB board does meet in a ‘board only’ session for 1 hour
Auckland during each full board meeting. The purpose of this meeting is for the

board chair and board members to have informal discussion.

On occasion the board holds workshops for planning, training and to be

briefed on various matters relating to its role and responsibilities.

The board has board-only time scheduled and meet for half an hour every
quarter prior to the board meeting. The board does not hold regular

Bay of Plenty meetings other than the mandated board and committee meetings. Once or
twice a year they may have a workshop for planning or training purposes.
Canterbury*
To my knowledge (interim chief executive Julie Patterson) the board does
. not meet in advance of board/committee meetings and does not hold
Capital and Coast

regular meetings aside from the mandated board and board committee
meetings.



Counties Manukau

Hawkes Bay

Hutt Valley

Lakes

Mid Central

Nelson Marlborough

Northland

Informal dialogue between CMDHB board members can occur between
meetings on an ad-hoc and as-required basis. This might include
communication via e-mail and phone conversations.

The CMDHB board members meet 1 hour ahead of each full Board
meeting. There are no DHB employees present for that session. The
meeting is informal in nature and no decisions or formal resolutions are
made during this session.

Outside the mandated Board sub-committee meetings (Hospital Advisory
Committee, Disability Advisory Committee, and Community and Primary
Health Advisory Committee), nominated board members also attend
Audit Risk and Finance Committee and Maori Health Advisory
Committee meetings. Neither of these committees is authorised to make
decisions or resolutions on behalf of the Board.

Special meetings of the Board may be called where there are specific
matters that require the Board’s attention between routine meetings. Once
or twice a year, the Board may also hold informal workshops for
planning, strategic development and training purposes.

The board does not routinely meet in advance of board/committee
meetings. The board does not hold regular meetings aside from the
mandated board and committee meetings. Once or twice a year the board
does hold workshops for training and/or planning purposes

“To my knowledge” (acting chief executive Dale Oliff) the board does
not meet in advance of board/committee meetings and does not hold
regular meetings aside from the mandated board and board committee
committee meetings

The board on occasion meets outside the board meetings. For instance, in
respect to CE performance appraisal. All committee and board meetings
include community representation and iwi representatives

No pre-board/committee meetings of the board are held and the board
does not meet regularly outside of mandated board and committee
meetings.

There are no formal meetings of board members outside of the normal
monthly board/committee meetings. The board does not routinely meet in
advance of the board/committee meetings. There are two annual meetings
involving NMDHB board members and members of the Iwi Health Board,
starting at 10am and finishing at 2pm

Northland DHB’s board does not routinely meet in advance of the
board/committee meetings. The board does not hold regular meetings
outside mandated board and committee meetings



South Canterbury

Southern

Tairawhiti

Taranaki

Waikato

Wairarapa

The board does not meet in advance of the board/committee meetings and
does not hold meetings aside from the mandated board and board
committee meetings

As the Southern DHB board was replaced by a commissioner in June
2015 it is not subject to the NZ Public Health and Disability Act
requirement to open meetings to the public. However, it does hold pulbic
forums and Hospital Advisory Committee, Disability Support and
Community & Public Health Advisory Committee meetings open to the
public as set out in the act

The Board does not routinely meet outside the publicised meetings, not
for any period of time prior or after the official meeting time.

The only time there would be a meeting outside the normal meeting cycle
would be for a matter that is urgent, with minutes confirmed at the next
meeting. This is an extremely rare occurrence, the last being five years
ago.

Taranaki DHB board does from time to time meet in advance of
board/committee meetings. This is never for in excess of 30 minutes. The
board does schedule workshop dtes throughout the year for planning or
education. These are utilised as and when required.

Our Board does have “Board and Chief Executive Only” time, prior to the
monthly Board meeting. This is an opportunity to share perspectives on
matters that are developing, but more usually to discuss general
approaches to things that might be taken into more formal reporting at a
later date. An hour is allocated for this discussion.

Waikato DHB does not use such sessions to bypass legislative provisions
around transparency. The Board is expected to keep a record of its
decisions and the formal meeting process is an essential part of that.

The Board does convene from time to time (perhaps once a quarter) by
way of informal workshop. No decisions are taken at workshops, no
resolutions are moved and no minutes are taken. Although there are no
policies around how these are conducted, they are generally low-key and
involve the Board and staff interacting much more informally than would
be the case at a Board meeting. Generally they occur at the “storming”
stage of an issue (for example, compiling the budget, or preparing a plan)
where different perspectives are sought and challenged.

The Waikato DHB does not generally hold ad hoc meetings outside of the
regular monthly meeting cycle. The legislation allows this to occur and
we have done so in the past - notably last year when the Board was
confronting some difficult issues — but at present we have a much more
settled meeting cycle

“To my knowledge” (acting chief executive Catherine Sheridan) the board
does not meet in advance of board/committee meetings and does not hold
regular meetings aside from the mandated board and board committee
meetings
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Waitemata*
West Coast*

Whanganui*

Public spirited

Public meetings as a device to engage people in health sector decision-making have largely relied on
local media being present to report on the meetings for the benefit of the public.

For years, local newspapers and regional radio stations saw the various health board meetings as a
source of regular and often front page news. For health reporters in all centres, attendance at health
board meetings not only kept the reporter informed about decisions being made, it also led to useful
relationships with board members.

As newsrooms around the country have diminished in size due to budget cuts arising from failing
business models, attendance at meetings of a wide range of public agencies has fallen dramatically.

I suggest the model of elected board members on health boards included the expectation that for
democracy to be seen to be done, the meetings of these boards would be covered by the media.

Yet, even though routine attendance by the news media at DHB meetings can no longer be taken
forgranted, it is hard to see what DHBs have done to counter the lack of media attendance, other than
maybe breathe a sigh of relief.

All DHBs have communications teams who are tasked with engaging with the media. In light of the
media’s inability to attend every meeting as they have in the past, the DHB might think to provide
information about the meeting, maybe a summary of key decisions made at DHB meetings in the form
of a media release, a straightforward way for the DHB to communicate with the media and public

For media-shy organisations, a media release has the advantage of keeping the DHB in control of the
message, at least in the first instance. How well resourced the local news room is will determine the
extent to which media releases are followed up or queried. In some cases the releases will be run as
news stories with little modification.

Producing media releases following meetings would not only be of use to the media but also to the
public at large.

Sounds like a good idea. Does it happen? Well, not really. In fact DHBs vary considerably in how
they make use of their communications teams to communicate with the public and the media.

It is relatively straightforward to measure DHBs use of media releases because this information is
included in reports by DHBs to the Health Select Committee

However, as with the data on public exclusion in meetings, making comparisons between DHBs is
difficult because while the committee asked for some quite specific details on salaries of
communication staff and the number of media releases sent, the DHBs collated the data in different
ways.

For example, in some cases the figures for public health communications, such as vaccination
campaigns, may or may not be included in the figures. Where it is highlighted this data has been left
off in an attempt to make the data as uniform as possible, across the DHBs
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Table 3 shows the number of media releases distributed in the 2016-2017 year by each DHBs and the
annual cost of the communications team for that year.

More detailed figures are provided in Appendix 3.

Table 3 — DHB communications team costs

Number of media

Total expenditure in

release 2016/17 2016/17 on
(2015/16) communication team
Auckland 29 (24) $1,301,939
Bay of Plenty 103 (78) $277,143
Canterbury/West 60 (78) $680,073
Coast
Capital & Coast 38 (26) $386,122
Counties Manukau 5(13) $1,093,111
Hawkes Bay 82 $380,503
Hutt Valley 6(5) $182,847
Lakes 104 (69) $3529.83f
MidCentral 103 (112) $270,000
Does not keep track
Nelson Marlborough  of media releases $200,846
issued
Northland 65 (85) $329,000
%
South Canterbury > (L) $80,000
Southern 117 (89) $360,012
Tairawhiti 83 (55) $136,000
Taranaki 130 (142) $267,084
Waikato 129 (87) $335,000
Wairarapa 35 $116,122
Waitemata 491% (397) $585,870
Whanganui 55 (66) $298,360

*Board says low number is indicative of a good relationship built up with media
#Incorporates "unique situations where the communications team has provided a
formal response to the news media or proactively issued materials with a view to

promoting DHB activities."

fSeems low ~Estimate based on salary bands provided

Where DHBs have provided figures for regional public health communications, I
have not included them in the total
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A crude measure of how well a DHB is delivering on the communication front would be the cost per
media release based on the costs attributed for salaries for each communications team, the cost per
media release ranges from $235,804 in Counties Manukau to $57,316 per release in Auckland down
to $2054 in Taranaki and $1626 in Tairawhiti.

But it is a crude measure, like so much of DHB reporting it is impossible to make direct comparisons
because there is no guarantee over how data has been collected. In addition, some DHBs do publish
internal and external news on their websites but this often requires the reader to find the news.

Almost all DHBs have social media accounts with the exception of Lakes DHB

Table x — DHB presence on social media

Facebook Twitter YouTube

Auckland X X
Bay of Plenty X X X
Canterbury X X X
Capital & Coast X X
Counties Manukau X X X
Hawkes Bay X X X
Hutt Valley X X X
Lakes
MidCentral X X X
Nelson Marlborough x X
Northland X X
South Canterbury X
Southern X X X
Tairawhiti X
Taranaki X X
Waikato X X X
Wairarapa X X
Waitemata X X X
West Coast X X X
Whanganui X X

Elected boards

13



The reinstatement of elected boards fulfilled an election promise. The National reforms of the nineties
had left the public feeling disenfranchised.

Communities that had hoped to take over the running of their local rural hospital found it was not as
straightforward as taking simply taking over operation of a facility they had invested in with regular
fundraising; in many cases they had to purchase the facilities.

The promise of a core set of services that the public health services would be expected to provide to
everyone disappeared when the committee charged with the task admitted defeat; alternative health
plans were placed in the too-hard basket; public health agencies never eventuated, the Public Health
Commission was short-lived; and the hoped for market-driven innovation through competition failed.

Nevertheless, ten years had passed since the demise of area health boards and the dumping of elected
boards. According to Otago University health services researcher Robin Gauld, the romance with
elected boards might well have been over by the time Labour reinstituted them with the creation of the
DHBs.

A professor of health policy, Professor Gauld, has written extensively on structures in the New
Zealand health system, and in 2014, with co-author Miriam Laugesen, published Democratic
Governance & Health: Hospitals and Politics of Health Policy in New Zealand. He says New Zealand
is unique in sticking with a model incorporating elected board members.

Professor Gauld has looked closer at the number of and type of candidates standing for DHB seats.?

The first set of elections for the new DHBs took place in 2001. These elections saw 1084 candidates
contest 146 out of 147 seats (one seat had only one candidate). Enthusiasm was variable arund the
country. In Waitakere ward, one of three that made up the Waitemata DHB area, 50 people stood for
three seats. Likewise, in Christchurch, long a hotbed of public interest in the goings on of health
managers, 75 candidates contested five seats. Elsewhere numbers were more subdued.

The mix of the 1084 candidates was: 55 per cent male, 5 per cent were DHB employees, 7 per cent
were incumbent board appointees and 12 per cent Maori. Only around half of those appointed to
boards under the National reforms, stood for election in the new regime.

So, 2001 saw 1084 candidates; by 2004 that number had almost halved to 518 and in 2007 the number
was 428 standing for 147 places. By 2016, the last time DHB elections took place, 363 candidates
stood for 133 positions.

Looking for board members
Why the decline in numbers standing for DHB boards?

In the first instance, there is no doubt some elected board members have found the restrictions that
arise from the dual accountabilities — first and always first to the minister and a distant second to the
people who elected them — very frustrating.

The boards are implementing policy mostly created at the national level — the New Zealand Health
Strategy — and with funding streams largely tied up either in operational matters — payroll and
facilities maintenance — or otherwise to political initiatives.

The country’s annual Budget is a breeding ground for health sector initiatives which often come
without the benefit of DHB once-over.

2 Are elected health boards an effective mechanism for public participation in health service governance? Health
Expect. 2010 Dec; 13(4): 369-378. Published online 2010 Nov 4. doi:10.1111/1.1369-7625.2010.00605 .x
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Professor Gauld suggests that, as the awareness of the limits of what DHBs can achieve beyond
implementing central government policy hit home, people felt they could not make a difference.

And while potential board members may have felt a little deflated over their inabililty to achieve
significant change; expectations of them are high,

The State Services Commission sets a high bar when describing the skills typically expected of a
board appointee, presumably skills that would also ideally be found in elected members. Here’s the
list found in the State Services Commission’s Resource for preparation of governance manuals -
Guidance for district health boards’:

Generic skills for a board member will usually include:

e awide perspective on, and awareness of, social, health and strategic issues;

e integrity and a strong sense of ethics;

o financial literacy and critical appraisal skills;

e strong reasoning skills and an ability to actively engage with others in making decisions;

e knowledge of a board member's responsibilities, including an ability to distinguish
governance from management, understanding of collective responsibility and an appreciation
of the Crown as owner;

e good written and oral communication skills;

e an ability to contribute constructively and knowledgeably to board discussions and debates.

e These qualities will usually be demonstrated through some or all of the following:

e governance experience in significant organisations with either a commercial, public service or
community focus;

e cxperience at chief executive or senior management level in organisations that have
commercial or public service attributes;

e holding senior positions in relevant professional areas including, but not limited to, health,
social services, finance, law, and social policy;

e relevant governance or management experience in community or professional organisations.

In addition to these qualities, members might bring particular expertise to the board room table.
And there is no let up once you are on a board. [finished ere]

Here is the State Services Commission’s guidance on general behavior of board members?, stating
“The list below is not exhaustive nor in order of importance, but it should assist boards to specify
appropriate behaviours”

o Responsibility to the entity. Members need to recognise and always act consistently with their
responsibilities to the DHB and to Ministers. Members owe a duty to the organisation as a
whole and are not to act purely in the interest of a specific group. They should attend
induction training and board members' professional education to familiarise and update
themselves with their governance responsibilities.

3 Resource for preparation of governance manuals — guidance for district health boards. Chapter 17
Board appointments and reappointments http://www.ssc.govt.nz/governance-manuals-guidance-dhbs

* Resource for preparation of governance manuals — guidance for district health boards. Chapter 6
General behaviours of board members. http://www.ssc.govt.nz/governance-manuals-guidance-dhbs

15



Strategic perspective. Members need to be able to think conceptually and see the 'big picture'.
They should focus as much as possible on the strategic goals and overall progress in
achieving those rather than on operational detail.

Integrity. Members must demonstrate the highest ethical standards and integrity in their
personal and professional dealings. They should also challenge and report unethical behaviour
by other board members.

Intellectual capacity. Members require the intellectual capacity to understand the issues put
before them and make sound decisions on the entity's plans, priorities and performance.
Independent judgement. Members need to bring to the board objectivity and independent
judgement based on sound thought and knowledge. They need to make up their own mind
rather than follow the consensus.

Courage. Members must be prepared to ask the tough questions and be willing to risk rapport
with fellow board members in order to take a reasoned, independent position.

Respect. Members should engage constructively with fellow board members, entity
management and others, in a way that respects and gives a fair hearing to their opinions. In
order to foster teamwork and engender trust, members should be willing to reconsider or
change their positions after hearing the reasoned viewpoints of others.

Collective responsibility. Members must be willing to act on, and remain collectively
accountable for, all decisions even if individual members disagree with them. Board members
must be committed to speaking with one voice once decisions are taken on a DHB's strategy
and direction.

Participation. Members are expected to be fully prepared, punctual and regularly attend for
the full extent of board meetings. Members are expected to enhance the quality of
deliberations by actively asking questions and offering comments that add value to the
discussion.

Informed views. Members are expected to be informed and knowledgeable about the DHB's
business and the matters before the board. They should have read the board papers before
meetings and keep themselves informed about the environment in which the DHB operates.
Understanding. Members are expected to recognise the need for service delivery to positively
reduce disparities between various population groups. Members are expected to understand
Maori health and Treaty of Waitangi issues (Schedule 3, clause 5 to the New Zealand Public
Health and Disability Act 2000). This includes establishing and maintaining processes to
enable Maori to participate in and contribute to strategies for Maori health improvement and
to foster Maori capability.

Financial literacy. Boards monitor financial performance and thus all members must be
financially literate. They should not rely on other members who have financial qualifications,
but should undertake training to improve their own financial skills where necessary.

Sector knowledge. Members need to make themselves familiar with the activities of the entity
and sector. This is likely to include attending induction sessions and ongoing background
study.

Difficulties facing Maori representatives

For Maori candidates, research has found the pressures are great should they be successful in gaining
place on a board or being elected to a board.

In research for her doctoral thesis, Joy Ponoho interviewed 18 people about their experiences as
Maori directors on DHBs.’

5 A Maori-centred inquiry into health governance: Maori directors on District Health Boards, doctoral thesis of
Joy Panoho, Massey University, May 2013. Available on Massey University website, www.massey.ac.nz
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In a Massey University media release at the time she received her doctorate in 2013, Dr Ponoho says
the directors felt they were burdened by the responsibility of being the sole advocate for Maori health
on their boards.®

“They described fulfilling the role of ‘a walking Treaty workshop’ — that was in their own words.
Regardless of the best intentions of their non-Maori counterparts, enormous gaps in understanding
about Maori politics, Maori expertise, and Maori networks exist.”

“Well over half the directors I spoke to recounted incidents of confrontation where they had to
educate their non-Maori counterparts about the underlying issues affecting Maori health. While this
then led to improved levels of understanding, it can be quite an exhausting burden.”

Dr Panoho says some problems stemmed from the legislation, New Zealand Health and Disability Act
2000, which leads people to believe that it is required that DHB boards have at least two Maori
directors.

In fact, when then health minister Annette King announced the creation of DHBs she was quite
specific about the requirements for Maori representation.’

In a memorandum to the Cabinet Social Policy and Health Committee (provided in Appendix 4), Mrs
King, now Dame Annette, explained that a large part of the rationale for establishing the DHB
structure was the desire to involve local communities to a greater extent in the health decision-making
process.

Dame Annette intended that Maori be represented on boards “in a number and manner that will give
Maori an effective and informed voice in the conduct of the Boards' business, and in a way that
reflects the priority given to disparities in Maori health compared to other New Zealanders.”

To that end, it was proposed there should be a minimum of two Maori members on each board, with
additional members in areas with high Maori populations. The number of Maori seats should be
proportional to the proportion of Maori in the population, plus one additional Maori member to reflect
the greater health disparities in the Maori population.

The memo notes the extra burden of expectation carried by Maori board members and that having a
minimum of two or more Maori members will enable that load to be shared and increases the
likelihood of the voice being heard.

The memo states: A baseline of at least two seats reinforces the Government's commitment to
reducing disparities in Maori health, and it gives greater credibility to the Crown/Maori partnership
precept (although it should be noted that many Maori consider that only a 50:50 Maori to non-Maori
membership ratio gives true meaning to the Treaty commitment).

However, the ultimately wording in the legislation requires the minister to “endeavour” to ensure that
Maori membership of the board is proportional to the number of Maori in the DHB’s resident
population and, “in any event” there are at least 2 Maori members of the board.

The word “endeavour” means there are boards that have only one Maori director, and some that have
had none at all.

Another difficulty identified by Dr Panoho in her thesis was the selection of Maori representatives.

& Maori DHB directors challenge status quo, Media release from Massey University Study finds Maori DHB
directors overburdened, 20 May 2013 https://bit.ly/2MV8N4i

7 Memorandum to Cabinet Social Policy and Health Committee from hon Annette King, Minister of Health, 1
August 2000, Equitable Representation of Maori On DHB Boards
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Because the Government’s consultation over who should be appointed to directors’ roles is done
through a tribal process, some potential candidates can be excluded because they are no longer living
in their tribal area.

But the most difficult challenge faced by Maori directors, according to Dr Panoho, comes from the
attitudes of other directors.

“Many felt there was little cultural or historical understanding of the damage to Maori health brought
about by the process of colonisation. Maori directors have valuable grassroots experience that is an
important strategic tool for DHBs. This experiential capital is as valuable a resource contribution as,
for example, a law degree or an accountancy degree.”

Despite the difficulties experienced, Dr Panoho’s interviewees recognised that without the legislation
there would be little or no Maori representation.

“All participants recognised the importance of having a seat at the table even though progress was at
times hard to measure. Most felt, overall, they were having a positive impact and there was an
opportunity to change attitudes and help turn Maori health statistics around.”

In 2018, research by AUT senior lecturer in Maori health Heather Came pointed to examples of the
Ministry of Health at the time reducing checks and balances to ensure Maori representation.®
Decisions to close the ministry’s internal Maori health directorate Te Kete Hauora, to revoke the need
for DHBs to produce a Maori health plan and to reduce DHB requirement for consultation over their
annual plans were all seen to have the potential to undermine the place of the Maori DHB directors.

Why don’t people vote?

Irrespective, it seems, of the quality of candidates, voter turnouts in local body elections, where DHB
board members are elected, is trending down.

Professor Gauld found that voter turnout in 2001 was 50 per cent, in 2004, 42 per cent and 2007, 43
per cent.’ Figures from Local Government NZ show a jump in 2010 (49 per cent) but then 41.3 per
cent in 2013 and 42 per cent in 2016.!%!! The voter turnout trends for local government mirror those
in national elections.

Professor Gauld suggests the turnouts raise questions over the extent to which the broader public are
interested in health-care governance and even whether they should be expected to vote.

Though if you drill down into the voter stats, turnout is consistently highest in rural areas, followed by
provincial areas and lowest in urban areas. In health, rural voters have ongoing concerns about the
sustainability of their local services and their access to services and likewise other services. So the
figures suggest will be mobilised if their services are threatened.

8 Unravelling the whariki of Crown Maiori health infrastructure NZ Med J 2017;130[1458] 7 July
% See reference 1

19 The 2013 Elections — what are the lessons? http://www.lgnz.co.nz/nzs-local-government/vote2016/final-
voter-turnout-2016/

1 Internal affairs website
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Professor Gauld cites Canadian research relating to appointed Canadian boards “most citizens wish
only to be consulted and they expect and prefer that ‘the experts’ take responsibility for actually
making the decisions.”

If this is the case, Professor Gauld suggests participatory mechanisms other than elected
representatives may be more appropriate for garnering community input.

The Government-appointed Health Quality and Safety Commission’s consumer-engagement
programme, Partners in Care, works from the premise that consumers should be “actively involved in
decision making about health and disability services at every level.”

The commission’s guide cites the Treaty of Waitangi and the Code of Health and Disability Services
Consumers’ Rights as two legislative documents underpinning the need for consumer engagement in
health services.

Several DHBs have embarked on creation of consumer councils. It seems hardly rocket science these
days to suggest that working effectively with consumers and engaging them in the creation of services
is critical to producing health services that make a difference. The commission cites other benefits as
safer care, less waste, lower costs and better consumer and health provider satisfaction and staff
retention.

In the chief executive’s foreword, Janice Wilson writes: “By including consumer perspectives, health
providers will spend more wisely and policies will be fit for purpose because consumers have been
actively involved.”

The vision is that the consumer voice should be heard at all levels. Engaging with consumers: A guide
for district health boards recognises the challenges in finding consumer representatives, and draws up
a potential skillset with some similarity to that proffered by the State Services Commission for DHB
board members. 2

The Hawke’s Bay DHB Consumer Council was established in 2015. In what could be seen as a twist
or irony, it holds regular meetings which include sections with the public excluded.

The push for greater consumer representation and input into health services and policy at all levels,
potentially reinforces the argument for continued democratic representation at the board level. People
with the ideal criteria prepared to stand for election maybe in short supply but that does not mean the
system doesn’t benefit from elected representation.

More problems with the model

In 2010, Len Cook and Robert Hughes of Victoria University’s Institute of Policy Studies looked at
changes to governance arrangements in public health arising from a report by the Ministerial Review
Group which proposed changes to structures at the top of public health."

They find that public sector management systems have continually failed the health service in all four
previous health sector management models that had been in place since 1980.

12 Engaging with consumers: a guide for district health boards. https://www.hgsc.govt.nz/our-
programmes/partners-in-care/publications-and-resources/publication/2162/

13 The new governance arrangements for the public health sector and the need for wider public sector reform,
Len Cook and Robert Hughes, Institute of Policy Studies Working Paper 10/04, February 2010
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They say it is not “unreasonable to conclude that the current achievements of the public health service
result more from the strengths and culture of individual institutions, and the commitment of health
professionals, managers and support staff in their treatment and care of patients, that from the public
sector system that is operates in, or any of the four health sector management models put in place by
respective governments since the mid 1980s.

“The resilience that gets things done despite not having a supportive public sector management
system probably reduces confidence in collective activity of any sort. It may have contributed to the
great difficulty in achieving a timely consensus among DHBs on matters of real consequence to the
long-term effectiveness and efficiency of the health systems.”

“This resilience is likely to have reinforced the fragmentation of services.”

In 2015, the New Zealand Health System Independent Capability and Capacity Review,
commissioned by the Ministry of Health, noted the DHB board structure “presumes competence in
governance and leadership, including from elected members”. But this appears to be lacking in
practical day-to-day execution, the review team said.

It suggested reducing the number of board members to nine. The current mix did not respect the
leadership requirements to competently operate large, complex organisations.

It warned that where boards lack competence, executive managers can have too much influence on
decisions.

Further engagement
There is a certain circular problem with democracy at DHB board level.

The complexity of the role makes it hard for your average community representative to take part but
when they do their hands are pretty much tied by decisions made by central government.

The lack of ability to influence significant change at the local level means communities remain
disconnected from their boards and do not attend meetings, which are, in any event, held at times that
make it hard for many people to attend.

Coincidental changes in the media industry mean many outlets do not have the resources to send
reporters to meetings so if something of public interest is discussed it is possible this will go
unnoticed.

But the very element that is causing strife for the news media business model could also help DHBs
attract public interest. As we see above most DHBs have some social media presence but, to date,
none appear to be live streaming their meetings.

This is despite the fact many local bodies, including the largest, Auckland City, are already doing so.

At central government level, select committees are making use of live streaming. Last year the deputy
clerk of the house Rafael Gonzalez-Montero announced that select committee rooms one and two in
Bowen House have been set up for live-streaming of public proceedings on Facebook.'

And people making submissions to select committees will be asked if they want to do so via video
conference.

14 Live-streaming and video-conferencing make select committee meetings more accessible, Office of the
Clerk, New Zealand Parliament website, 13 June 2018 https://bit.ly/2tf45ph
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The Justice Select Committee made use of the technology to stream its hearings into new medicinal
cannabis legislation.

The Waitangi Tribunal last year live streamed submissions to its Health Services and Outcomes
Inquiry (Wai 2575) on YouTube.

Back in 2017, Horowhenua mayor Michael Freyen who is also a MidCentral DHB board member
called on the board to consider live-streaming its meetings.

Mr Freyen had successfully introduced live-streaming of the council meetings when he was elected
mayor in 2016 . The DHB board discussed the issue of live-streaming board and committee meetings
at its 23 May 2017 board meeting and “it was agreed that this not be progressed at this time.”

A shame they don’t have live-streaming as would provide useful details as to why the board made that
decision. I guess you had to be there.

Cost appears to be one of the issues but Taupo and Horowehenua councils appear to manage 