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Abstract 

Heal th reforms in New Zealand during the 1990s introduced a new term to our lexicon, 
'by Maori for Maori providers'. Thes� providers are an expression of a policy attempt to 

marry two distinctive government intentions in respect of Maori. One intention was the 

inclusion of Maori to address political concerns such as tino rangatiratanga (Maori 

control �ver Maori lives). The other was the devolution of responsibility for Maori 

health outcomes to the Maori community itself, in line with other neo-liberal policies 

adopted between 1 984 and 1 999. 

This research examines the effects of the health reforms announced in 1 99 1  in respect of 
Maori health policy and Maori health services within the Auckland region. In particular, 

the research is concerned with how North Health enacted these reforms. 

North Health was the northernmost Regional Health Authority responsible for the l argest 
Maori population in New Zealand, the largest metropolitan centre, and areas of high 

Maori health need in Northland, South Auckland and West Auckland. They developed a 

distinctive approach to Maori health policy that would have pervasive and lasting effects 

on health pol icy in the rest of the country. In particular, their identification of three 
strategies for Maori health purchasing, including support for by Maori for Maori 

providers, mainstream enhancement and Maori provider development, formed the basis 

of Maori health services within Auckland for many years. 

This thesis is not an attempt to tel l  the story of the Maori health providers who form the 

bas is of the case s tudies .  Many have started this process themselves. Rather, it is an 
attempt to place their experiences within the broader context of pub l ic pol icy ana lys is  
during a period of considerable change in New Zealand. It a lso provides an opportunity 
for understand ing the ideas of North Heal th as the health services purchaser. These ideas 
remain as significant influences on current Maori health policy through the Health 

Funding Authority. Furthermore, this more contextual ised analysis is consistent with the 
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Ottawa Charter 's  emphasis on healthy publ ic pol icy. Such pol icy must take account 01 

its impact on the wel l -being of popu lations within society. This pol icy is not l i m itec 
solely to that of the health sector, but includes al l  publ ic pol icy that impacts on healt� 
such as housing, education, income maintenance and other s ign ificant social factors. 

While a great deal has been written about the health reforms in New Zealand, l ittl e  has 
been written about the. impl ications of these reforms for Maori. Even less h as been 
written about the specific experiences of Maori providers and the pol icies the underpin 
Maori health services and health in New Zealand. 

The research found that there has been considerable  innovation on the part of M aori 
policy makers and purchasers in an attempt to shift resources to Maori communities to 
provide services themselves. This was part of a broader move within government pol icy 
to devolve responsibil ity for service provision and risk to communit ies of interest from 
the late 1 980s to 1 999. 

Strategies to promote by Maori for Maori providers enabled Maori communities 
(especial ly iwi communities) to become more d irectly involved in health decis ions and 
service provision, but they also al lowed weakened government accountabi l i ty for M aori 
health outcomes. While Maori providers have displayed considerable  innovation and 
energy in establ ishing services. They have developed a distinctive community 
development approach that is at the forefront of changes in  primary care incorporat ing 
communi ty health workers, extensive community networks and health p romotion 
programmes . However, these elements are often under-valued with in their services and 
they remain heavi ly dependent upon the GP service at the core of their health centres . 

Mainstream enhancement among l arge health providers has been largely an afterthought 
considered too difficult and without the pol itical rewards of independent Maori p roviders . 
Yet the overwhelming majority of Maori continue to use m ainstream services and 
therefore require urgent reorientation of these services to better meet their needs. 
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[he provision of local Milori services is an essential complement to what already exists 

md these should be strengthened and promoted because they provide suitable primary 
:::are models of care for all New Zealanders . However, th is approach must be part of a 

broader population based and macro pol icy approach that informs government pol icies 
that impact on Milori health and wellbeing. The provision of highly targeted primary 

care services wi ll not change Milori health status without the accompanying shift in  

macro-environments such as labour market participation, cul tural pride and greater 
egal i tarianism.  
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Kumara 
Kura 
Mana whenua 
Mana 
Maori 
Maoritanga 
Marae 

Mataku 

Maori English Glossary of Terms 
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sub-tribe 
l ifebreath, health 
meeting or gathering 
power, authority, rank 
fish 
tribe 
food from the sea 
guardian 
face to face 
face 
form of modern Maori cultural group performance 
prayer or incantation 
elderly men 
groundwork, topic or subject 
to 
seek, look for 
nest 
elderly women 
native sweet potato 
school 
having rights over this land 
prestige, authority 
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Maori culture and beliefs 
Maori gathering place, place in  front of the 
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fear, afraid 
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language 
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funeral 
precious or valuable item 
traditional weapon (spear) 
form of weav ing 
sacred 
l iteral ly to b ind together, but in  this context it 
means group from another tribal area who b ind 
together 
the (s ingular) 
justice 
protocols and practices 
sovereignty 
told 
body 
trepidation 
tradi tional carv ing 
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extended fam ily 
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Introduction 

In July 1991 a National government announced sweeping changes to the New Zealand 
heal th system as a result of an extensive series of public pol icy changes fol lowing its 
election in October 1990. Assumptions in place since the introduction of the Social 
Security Act 1938 would be challenged. Changes to the health sector wrought by the 
Area Health Boards Act of 1983 would be overturned. These changes would have an 
effect on Maori at a personal and population level . It is these changes and their 
imp lications for Maori that form the basis of this research. 

The current parlous state of Maori health is a reflection of the cumulative effects of the 
loss of land, culture and precipitous loss of l ife fol lowing colonisation in the nineteenth 
century (Pool ,  1991; Durie, 1998b; Belich, 1 996; Kunitz, 1994; Penney, 1996) . While a 
more benign attitude has existed towards Maori in New Zealand than, for example, 
towards Aborigines in Austral ia, successive government  and public responses to Maori 
are characterised by too l ittle, too late. On the other hand, Maori have consistently 
attempted to influence New Zealand society by preserv ing those aspects of our culture 
that are important for our survival as a distinctive ethnic and cultural group in the world 
(Walker, 1990; Durie, 1998b). 

The research sets out to understand the health reforms from the perspective of those 
Maori who participated in the design and implementation of these policies, as purchasers 
and as providers in the heal th sector. These efforts are put into a broader publ ic pol icy 
perspective and a population approach is taken in respect of understanding the l ikely 
health outcomes. 

The thesis is div ided into five sections; one on the research process, another on pol icy 
analysis, a third considers the evidence from a popu lation perspective of what has 
happened to Maori during the time of the reforms, the fourth substantively examines the 
Case Studies. and the final section cons iders the future debates and draws some 
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conclusions. The research i ncludes a meta-analysis of Maori health policy and services, 
augmented with case studies . This analys is emphasises an approach to healthy public 
policy as advocated in the Ottawa Charter (World Health Organ ization,  1 986) . 

The thesis provides a detai led explanation of the pol icy environment of these reforms 
with the case studies providing a more mean ingful interpretation of the reforms at the 
level of the healthcare purchaser and healthcare provider. It is hoped that this interaction 
between pol icy and the actual practice environment, wi l l  enable the reader to better 
understand how these health reforms have been affected by Maori, and wil l  in turn affect 
Maori as a popUlation. 

A literature review is contained in each chapter, and can usua l l y  be found at the 
beginning of the chapters as a means of setting the scene for subsequent discussion. This 
became necessary because of the scope of the l iterature that covers areas as diverse as 
public choice theory, epidemiological transition theory, and kaupapa Maori theory. 

Chapters One and Two discuss the research questions, methodology and l iterature, with 
Chapter Two attempting to theorise Maori health in its broadest sense. It should be noted 
that the literature on Maori health research methodology during  the period of this 
research 1996-1999 was extremely l imited. However, there is a rapidly growing body of 
l i terature in this area. In particular the work of Lind� Tuhiwai Smith, Mason Durie, 
Maori Masters students and various hui have made valuable contributions to this field. 
Ethical questions quickly become evident when doing research in Maori health. This 
thes is examines questions about emitic or ' insider' research and the embryonic nature of 
Maori policy analysis. 

Chapter Three discusses Maori development and public policy and reveals an assumption 
that research on Maori health cannot be separated from the broader discussion about 
changes to other publ ic policy areas, and cannot be separated from a consideration of 
Maori development (Durie, 1 998a) .  This Chapter therefore provides a b asis for a more 
holistic analysis of the evidence in Maori health policy and Maori health outcomes. The 
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Chapter lays out the background of the huge number of pub l ic pol icy changes that 
occurred in the period from 1 990 with the election of the new National government, and 
which were started by the fourth Labour government in 1 984. These changes have had a 
profound effect on the health of Maori. They also provided the environment for the 
health reforms. Without these broader publ ic pol icy changes, the 1 990s health reforms 
would not have been conceived. The rel ationship between Treaty of Waitangi settlements 
and Maori development are also discussed in this Chapter. 

Chapter Four is an analysis of Maori social policy and examines the l inks between major 
policy debates in  New Zealand society on Maori . It also tracks the major debates within 
Maori society and argues that there is  a congruence between Maori desire for tino 
rangatiratanga (self-determination) and government desire for devolution under neo­
l iberalism. This congruence may be at odds with the interests of Maori. Debates within 
Maori have been around Treaty settlements, iwi and Maori representation and access to 
publ ic monies for social services del ivery. There has been l ittle attention paid to the 
macro and micro-policy issues of Maori unemployment and the decline in Maori l iving 
conditions. S imilarly, increased i ntra-ethnic disparity has been ignored on the Maori and 
government policy agenda. 

Chapter F ive details the 1 990s health reforms and subsequent Maori health policy. The 
reforms are discussed along with their implications for Maori. Specific policy developed 
by Maori and for Maori is also discussed under the heading of Maori health pol icy and a 
definition for this pol icy is developed. This Chapter examines the major drivers for 
competition, transparency, efficiency and cost control that have also become evident in 
other developed economies over the past few years. However, few have overthrown. their 
heal th system with as much gusto as New Zeal and. These new structures are d iscussed, 

{ 
along with some of the strategies for improving competition in the heal th sector. 

Analysis of Maori health status is addressed as one of a number of i ndicators i n  Chapter 
Seven. It cons ists of an exploration of major mortal i ty and morbidity trends, and a 
discussion of 'Hauora ' and how this may be differentiated (if at al l )  from 'Heal th'. 
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Chapter Six picks up the socio-economic and cultural determinants literature in more 
depth in an attempt to theorise about the evidence presented in Chapter Seven. In 
particular, the link between these broad social and economic experiences and the 
importance of re l ativi ties in health outcomes for vulnerable populations such as Maori are 
examined. 

Chapters Six and Seven consider the empirical and statistical evidence of Maori well ­
being, adopting a broad perspective including health status, housing tenure, labour market 
participation, income and educational ach ievement. These are summarised as indicating a 
widening or stagnation in improvements of indicators between Miiori and non-Maori over 
the past 16 years . This  raises serious questions about the l i kely benefits accruing to Miiori 
despite the heal th reforms given public pol icy and societal cohesion during the period. 

Chapter Eight marks the beginning of the case studies, with an analysis of North Health 
as the purchaser. Their motivations, analyses and implementation of the reforms between 
1 993 and 1 997 are examined. These dates represent the period during which the 
Regional Health Authorities existed. Like their forebears, the Area Health Boards, they 
would be rapid ly dis-established. A significant feature of this analysis is the way in which 
North Health sought to grapple with the complexities of a diverse Miiori population 
within a pol iticised multi-triba l ,  metropolitan centre. North Health ' s  co-purchasing iwi 
authorities, Maori Assisted Provider Organisations (or MAPO) are a lso discussed. 

Chapters Nine, Ten and Eleven contain an analysis of the health reforms from the view of 
Maori health providers within the Auckland region. Six Miiori providers were chosen to 
provide a representative view of Maori providers within Auckland, covering the range of 
Maori heal th gain strategies developed by North Health. These strategies are by Miiori 
for Maori health providers, mainstream enhancement and Maori provider development 
through Maori heal th  consultancy and training. They include two iwi-based and two 
multi-tribal primary health providers, including the largest urban Miiori health provider i n  
the country. The other two providers are a mainstream enhancement Miiori provider a n d  a 
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Maori provider development consultancy company. The emphasis in Chapter Nine is on 
estab lishment issues such as contracting, governance, recruitment of staff, enrolment of 
patients and financing. Common themes are identified between the providers . However, 
there are also differences between Maori providers and these are described in the 
fol lowing Chapters. Chapters Nine, Ten and Eleven also address the development of 
other Maori health initiatives in publ ic health and national Maori provider networks as 
part of the backdrop of Maori health provision within the Auckland region. 

Chapter Nine continues the case studies by examining consolidation issues for the Maori 
health providers. These issues include what it is that Maori health providers do that 
differentiates them from other primary and secondary health providers . Consideration is 
also given to how these distinctions may contribute to improved Maori health status, the 
simi larit ies with good c l in ical practice in a primary care environment and the degree of 
Maori patient acceptance of these services. An attempt is made to understand what a 
kaupapa Maori service might i nvolve, including involvement with marae, other Maori 
health providers, and other health professionals. 

Chapter Twelve discusses recent and future issues for Maori providers including issues 
around financial sustainabi l ity, consol idating cl inical expertise, refining management and 
governance practices, relationsh ips w ith other health professionals, and managed care and 
its implications for Maori as providers and patients. It also examines the latest round of 
health reforms fol lowing the election of the Labour-Al l iance Coalition Government in 
November 1999. Contrasts are made between a return to an Area Health Board approach 
and continuing with a managed care approach. 

Chapter Thirteen draws together the key arguments about seeing Maori health policy 
within the broader publ ic  pol icy context. An argument about the essential need for 
government to actively partner Maori to achieve economic advancement to improve 
Maori health status i s  posited, along with an argument for inclusion of a l l  Maori 
i nstitutions, not solely iwi, in this process. Maori health status is summarised, along with 
the changes to the health sector and their effects on Maori . An argument for a more 
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publ ic health ,  population-oriented approach is made based on international evidence of 
the health effects of increasing inequal ity on populations . Publ ic pol icy reforms in the 
economy and soci al pol icy areas are discussed with regard to their impact on Maori, and 
l ikely future impl ications are examined, based on demographic data and emerging 
analyses of Maori children's well -being. 

The constantly changing landscape of the health sector during the period of this research 
made it difficult to identify a suitable cut-off point for the research. Final ly,  the arbi trary 
date of 1 997 was chosen because of the focus of this research on North Heal th,  given that 
this was the year in which the Regional Health Authorities were disestabl ished and 
rep laced by the Health Funding Authority. Further changes occurred during the final 
write-up stages of  this Doctorate, including the announcement that the Health Funding 
Authority would itself be disestabl ished by November 2000. 

In addition to the many pol icy changes in this period, there was also a rapidly growing 
body of research and l iterature on socio-economic determinants of health and the effects 
of inequal ity and poverty on the health and wel l -being of the general popul ation. Some 
of this material was incorporated, but it was not poss ib le to do justice to all material .  
This new materia l  awaits further analysis about its relevance for Maori health. 

During the 1990s health pol icy was consistent with other government policy. This meant 
it expressed the prevail ing ideology of independence from the state, individual 
responsibil ity and risk sh ifting that dominated the early reforms. Whi le  health pol icy 
could not be said to have contributed to negative socio-economic determinants that affect 
health, it was an essential part of the government pol icy puzzle and therefore reinforced a 
hegemonic pol icy environment - particularly during the early period of the health 
reforms . 

If as this thesis argues, socio-economic and cultural determinants affect heal th outcomes, 
then health can be seen as hav ing acted in a dual capacity. On the one hand it dealt with 
the cumulative affects of Government policies by prov iding health serv ices. To this 
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extent, it attempted to amel iorate the negative effects of other reforms. But health policy 
and services were also enacted in ways that reinforced the inherent correctness of these 
detrimental pol icies by providing positive ev idence of their ostensible 'success ' .  

The achievements o f  Maori providers were often touted b y  politicians a s  examples of the 
success of the health reforms. Maori (who had good cause to be proud of such 
achievements) overwhelming concurred with this view and therefore provided support to 
the reforms as a whole even when they d id not intend to do so. 

Concurrent with these health reforms, government pol icies were enacted that would erode 
socio-economic determinants of Maori health. Examples of the effects of these policies 
are discussed at length in the pol icy analysis chapters of this thesis. These can be 
summarised as : (i) the high levels of Maori unemployment through most of the 1 990s 
(having peaked in 1 992) fol lowing sale of state assets such as the Post Office, Forestry, 
and New Zealand Rail ,  (i i) the demol ishing of apprenticeship schemes through which 
many Maori had entered careers such as carpentry, electronics, and glazing, (ii i) the 
introduction of market rentals that impacted most harshly on the lowest i ncome Maori 
fami l ies, (iv) growing disparity in incomes because of the impact of a more-market 
differential remuneration system instituted in the publ ic sector, (v) the introduction of 
user pays to public hospitals and increased charges on pharmaceuticals (al though most of 
these were withdrawn fol lowing publ ic outcry) impacting most on middle to low income 
Maori famil ies. The flow on effects are seen most criticall y  in the worsening rel ativity's 
in Maori social outcomes around educational achievement, home ownership, i ncome, and 
labour market participation in stable permanent work (increases were in casual ised, part­
time work during this period) . 

If Maori accept that socio-economic and cultural determinants affect Maori health, then 
the net effect of the changes in government policy and economic environment were to be 
largel y  detrimental for Maori as a population, even when some Maori benefited from the 
reforms . These negative impacts were offset by an improvement in cultural determinants 
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of health during the same period that may have staved off the worst effects of worsening 

socio-economic determinants. 

If a more positive profile for Maori achievements through kohanga reo (started in the 

1 980s), kura kaupapa, Treaty settlements, and Maori health providers (to name a few) 

during the 1990s contributed to cultural determinants of health, then this could be so. 

This thesis raises the possibility that these benefits were not enough to overcome the 

overall negative impacts of changes that lead to poorer socio-economic outcomes for 

Maori as a population, thereby affecting the socio-economic determinants of health. This 

is despite the best efforts of many Maori and Pakeha to address all of these in their efforts 

to help Maori. 
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CHAPTER 1 

Research Question & Methodology 

Introduction 
Maori health continues to be the subject of considerable interest in health research 

because of the huge burden of i l lness borne by Maori in New Zealand. However, there 

are also other reasons for examining Maori health policy and services. These include the 

poss ibility of applying some of the lessons learned from working differently in the health 

sector that may lead to improved health outcomes not just for Maori, but for others as 

well . Clearly. one of the aims of this research is to assist in this process of improving 

Maori health outcomes. This requires more than a consideration of how well Maori fare 

in comparison to non-Maori, and extends to a consideration of how concepts of hauora 

can better service Maori and the rest of society. Such concepts need to be recognised and 

incorporated at all levels of health services planning. including policy development. 

implementation and service delivery. 

This research focuses on the strategies and policies of North Health. the Regional Health 

Authority for the Auckland region between 1993 and 1997. and the implementation of 

these strategies and policies. Other actors include a selection of Auckland Maori health 

providers who form the bulk of the Case Studies in the research, and the MAPO (Maori 

Assisted Provider Organisations) who assisted North Health in the co-purchasing of 

Maori health services. 

This research draws on an emerging corpus of Maori knowledge on Maori health policy 

and services. but this remains limited to a few authors such as Mason Durie and Linda 

Tuhiwai Smith. The latter researcher draws heavily on the work done in Maori 

educational research and applies this to Maori health research. 

One of the features of the late 1 990s has been the expansion in numbers of Maori health 

researchers and Maori health commentators available to write up Maori experiences. 
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This has been due in part to an active heal th research workforce development strategy put 
into practice by the Health Research Council of New Zealand, the rise in interest in Maori 
health services fol lowing the emergence of a p lethora of Maori providers, and sustained 
evidence of h igh Maori health need in New Zealand. 

This Chapter describes the institutional setting of this research, poses the research 
questions, provides an overview of the l iterature in areas as diverse as epidemiology, 
kaupapa Maori development and public choice theory, and explains the methodology. It 
provides a framework for a political analysis of Maori health that h as been so absent in 
the l i terature. Such a framework allows Maori to understand what changes are required 
in society for Maori health status to be improved. Case Studies in subsequent chapters 
allowMaori to understand what types of activities services can perform that add value to 
Maori patients ' experiences. This i s  not however, an evaluation of Maori providers. 
Such an evaluation is required and s hould be from a critical perspective, s ince only this 
wil l  enableMaori to understand what further changes are needed to achieve the h igh 
standards necessary in Maori healthcare service del ivery. 

Institutional Setting 
This research wi l l  examine the way in which institutions establ ished as a resu l t  of the 
1990s health reforms, such as Regional Heal th Authorities were conceived and 
developed. These institutions include the Regional Health Authorities (RHAs) who were 
the ' purchasers ' in the new health environment. They were accompanied by a multi tude 
of heal th service providers, most of who were paid from publ ic funds. This research is 
mainly concerned with two types of providers in the health sector (exclud ing the 
d isab i l i ty and mental heal th sectors) . These types of prov iders are independent prov iders 
such as 'by Maori for Maori ' providers, and Crown Health Enterprise based providers. 

The four purchasers establ ished around New Zealand provided funds through contracts to 
health prov iders .  init ial ly through an annual contracting process .  These annual contracts 
were gradual ly  extended in time from one to two years, then two to three or five years . 
During the reforms a number of new health prov iders emerged mainly from the private 
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sector, i nclud ing those owned by community trusts such as most Maori health providers. 
These prov iders were able to ' compete ' with other more establ ished providers, who were 
themselves transformed into new types of Crown Entity providers, such as with Crown 
Health Enterprises .  

During the 1990s further reforms were enacted, once again changing the purchasers and 
providers . The four purchasers were merged into a single entity in 1997, the Trans itional 
Health Authority. This Crown entity became the Health Funding Authority (HFA) from 
1 January 1 998. Crown Health Enterprises, who control led al l  public hospitals, became, 
Health and Hospital Services (HHSs) at the same time. A more detailed explanation of 
these institutions is provided in chapter on health reforms . 

Strategies pursued by the Northern Regional Health Authority, North Health, form the 
locus of this research. North Health 's three-pronged strategy encouraged the 
development of a variety of different Maori providers promoted through the Maori 
Development Div ision and through the Pub l ic Health Group of North Health. 

In  particular the i ncreased number of Maori health service providers should be noted 
(Min istry of Health, 1 997) . Their  purchas ing strategies also involved the establishment 
of a unique form of co-purchasing institution cal led MAPO. MAPO was an acronym for 
Maori Assisted Provider Organisation. These MAPO were establ ished entirely accordi ng 
to iwi with mana whenua in the Auckland region, namely Tainui, Ngati Whatua and Te 
Tai Tokerau (primari ly  Ngapuhi) .  

I n  addition to MAPO, other new Maori service forms would eventuate fol lowing the 
Health and D isab i l ity Services Act amendments and the demise of the Publ ic Health 
Commission. Each Regional Health Authority would become responsible for publ ic 
health purchas ing, although North Health would bear major respons ibi l ity for national 
contracts. Despite repeated attempts by the Maori Health Development Division within 
North Health to solicit support for separate Maori health purchasi ng in  the respective 
activities of the purchaser/funder over the years of the reforms, few would take up this 
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offer. The Pub l ic Health Group of North Health was one of the few. In 1 996 it 
purchased a $700,000, three-year contract for Maori public health in Auckland. Mental 
health also purchased a number of by Maori for Maori services. The contract establ i shed 
Hapai Te Hauora Tapui L imited with three shareholders : two iwi and one urban Maori 
(Lawson-Te Aho, Gifford, & Coupe, 1 999) . Another publ ic health contract was 
purchased in Northland from Te Hauora 0 Tai Tokerau (THOTT) (Te Pumanawa Hauora 
Evaluation Report, 1 999), al though this organ isation did not experience the same 
complexities as evidenced in the relations within the Auckland region between iwi and 
urban Maori organisations.  

Questions about the right to pol itical representation versus ev idence of effective service 
del ivery went to the heart of the debate around institutional arrangements in the Auckland 
region as a result of the 1 990s health reforms. As new institutional arrangements evolved 
and were implemented, questions about whether rights to pol i tical representation or 
ev idence of effective service del ivery should be paramount became core elements in 
debates over these new arrangements . 

Research Question 
The research hypothes is for this thes is is that, 'The heal th reforms of the 1 990s were 
viewed as effective by Maori and the Government because they enabled a congruence in 
the pol itica l  agenda of both parties to come to frui tion. However, this congruence has 
been aimed more at pol i tical rather than health outcomes, thus p lacing Maori health 
policy at the centre of the debate around Maori representation and iwi development' .  
Rel ated to this hypothesi s  is a question, "How did the 1 990s health reforms affect Maori 
health pol icy and services in Auckland?" .  Th is quest ion also leads to others such as, 
"What ideas influenced the strategies adopted by purchasers and government in respect of 
Maori health pol icy during the 1 990s?". "How successful were these strategies in  
addressing key issues in Maori health?", and "How have Maori in  purchas ing and service 
provision, viewed these reforms?" .  The research also poses questions rel ating to health 
outcomes such as, "What is the relat ionship between Maori health pol icy, Maori health 
status and Maori health outcomes?". While these latter questions may h ave no definitive 
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response and were not the prime focus of this research ,  the evidence gathered does 
suggest the need for a change in Maori health policy. The only significant academic 
work done about Maori and. the heal th reforms' comes from Durie (Durie, 1 998c), and 
other Masters and Doctoral theses (Martin, 1 997; Penney, 1 996) . There are also reports 
for government agencies such as the Ministry of Heal th, Health Funding Authority and 
National Health Committee on specific aspects of the reforms, and these have also been 
used as sources of information for this research.  Few of these reports discuss research 
methodology in any depth. 

The research is concerned with how the 1 990s health reforms were interpreted and 
implemented by Maori within the Auckland region, and in particular the period 1 993 to 
1997 when the Health and Disability Services Act ( 1 993) was introduced. It was during 
this period that the Regional Health Authorities existed as heal th purchasers , and it is the 
development of Maori health policy in North Health (the Regional Health Authority 
responsible for Auckland) that is of central interest to this research. 

The reason for this interest is North Health 's  s ignificance as a Regional Heal th Authority 
and the continued influence of its key staff, fol lowing its dis-establishment and 
transformation to the Health Funding Authority between 1 997 and 1 999. A detailed 
description of North Health is given in chapter 5, however it is important to understand 
Auck land's  significance if Maori wish to understand how these health reforms have been 
taken up by Maori and how they are l ikely to influence Maori health status. Auckland is 
the l argest Maori population centre in New Zealand, with nearly a third of al l  Maori 
living within the region. Most tribal groups are represented within Auckland as taura 
here, or through Maori urban organisations, or by virtue of mana whenua occupation. 
Diversity between Maori is evident, with pockets of considerable Maori wealth, middle­
class Maori and many more represented amongst the low socio-economic groups. 

The research �as concerned with the way that opportunities created in the health reforms 
of the 1990s impacted on Maori, and because the researcher was a participant in this 
process, case studies and key informant interviews were chosen as research methods. 
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These would acknowledge the ins ights and l imitations of being an ' i ns ider' to the 
research process (discussed ful ly  later in the chapter) , and would  also enable the 
researcher to draw on the valuable lessons from Maori health providers. These insights 
are explained at length in the data col l ection section, and in the concluding chapters. 

The goal of this research is to contribute to the discourse about the useful ness of the 
health reforms for Maori. Despite the enormous support of many Maori key informants, 
most research participants saw the pursuit of knowledge for its own sake, as a rather 
empty goal . They were much more interested in the poss ib le appl ication of research 
findings to support their claim about the need for Maori to exert greater control over 
health pol icy, serv ices and funding. 

Health Outcomes 
The measurement of health outcomes remains a chal lenge for those responsible for health 
pol icy and also for health serv ices . For example the 1 996 Coal ition Government 
Agreement and consequential decis ion to fund health outcomes rather than health 
outputs, shows how much interest had developed in health outcomes. 

Such measures are currently largely absent relying almost exclus ively on measures such 
as mortal ity, morbidity and health service uti l ization (such as hospita l ization and GP 
util ization) . Such measures, whi le they are usefu l ,  do not correl ate necessari ly with either 
a more hol istic hauora conceptual ization of health, nor do they provide any gauge as to 
the qual ity of the health experience. They are also patently unsuitable  for a popul ation 
oriented health serv ice that may seek to balance individual experience against total 
population experience. 

The d ifficulty is in finding useful other measures, part icu larly s ince so much of what 
contributes to health outcomes has its genes is in other areas such as labour market 
participation and housing. This research assumes a number of things in  respect of such 
health outcomes . Firstly, that socio-economic determinants contribute enormous ly to the 
heal th outcomes of Maori . Therefore social and economic ind icators provide some basis 
for anticipating l ikely impacts on the future health status of Maori as a population. 
Secondly, that cultural determinants also affect health . This means that there is a unique 
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and qualitatively different experience for Maori. Researchers, policy makers and services 
decision makers, do not yet understand the mechanisms for this, but that they are 
different is undisputed in the evidence of differential health outcomes for Maori 
compared to non-Maori (Ministry of Health, 2000; Blakely et a l . ,  200 1 ) .  

Identifying potential contributions to cultural determinants that contribute to Maori 
wel lbeing and health, along with some identification of some of the mechanisms for 
interaction between these various determinants are the subject of research currently 
underway (such as the Te Hoe Nuku Roa longitudinal study and Hauora Tamariki Study 
by Massey University) . Meanwhile we use what is available.  Even this available data is 
problematic because of discrepancies in ethnicity data col lection across time. Such 
discrepancies are the product of both conceptual and operational difficulties in gathering 
data. Both of these are discussed elsewhere in the thesis (see conceputalising ethnicity 
and discussions on the health evidence) . 

The development of useful measures is further complicated by current use of mis leading 
measures and comparisons. For example, Maori providers interviewed identified 
significant improvements in rates of immunization (compared to for example, traditional 
methods such as GPs or Plunket) . The difference in some cases of 45% to 99% rates for 
children aged 2 years and under. However, on closer examination, it became obvious that 
such rates were not comparable since the historical GP and Plunket rates (for example) , 
were for total popul ations, whereas the Maori provider rates were for an enrol led 
population (a 'captured ' pou lation) . This does not minimize the enormous achievements 
of such rates , but it does mean that the comparison is itself not valuable. 

Research literature 
The research process has involved a lot of learning while doing, partly because of the 
limited literature available to guide how to do Miiori health research correctly. This was 
especial l y  true during the early part of this research when most of the data was col lected. 
The research timeframe is from 1 996 to 1999. During this period a number of valuable 
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resources became available. In particular two hui relating to Maori research should be 
mentioned. 

The first is  Hui Whakapiripiri : A Hui to D iscuss Strategic Directions for Maori Health 
Research in September 1 996 at Hoengeka Marae, P l immerton in Wel l ington. Organised 
by Te Roopu Rangahau Hauora an Eru Pomare at Wel l ington School of Medicine and 
funded by the New Zealand Health Research Counci l ,  th is hui would encourage Maori 
health researchers to discuss the ethical impl ications of Maori health research, research 
methods and Maori research workforce development (Pomare, 1 996) . The other hui was 
the Te Oru Rangahau Maori Research and Development Conference organised by Te 
'Putahi-a-Toi at Massey Univers ity on 7-9 July 1 998. Proceedings prepared by Te 
Pumanawa Hauora would provide an essential resource for Maori health researchers 
despite the broader Maori research agenda of the Conference (Te Putahi a Toi, 1 998) . 

Some of the most valuable lessons for Maori health research are emerging from another 
field, namely Maori education. Smith 's  work on research and indigenous peoples (Smith, 
1 999) was not avai lable until the period of write-up, and thus did not prov ide guidance 
during the design, fieldwork and data col lection and analysis phase of the research.  
However i t  is  a valuable reference for kaupapa Maori research and Maori research 
methodologies . Some guidance was found in various theses, in particular in Masters of 
Publ ic Health theses. Smith proposes that research concerning Maori h as typical ly been 
done from the perspective of outsiders to the culture treating Maori as objects rather than 
subjects of their research. As outsiders, they are not subject to the same moral codes as 
those within the community of study, nor do they understand the ' true '  dynamics that 
exist within this community. Outs iders rely instead upon a tradition of western science, 
wh ich values th is experience as being objective whi le viewing an insider ' s  view as 
subjective and t herefore inval id. This is at odds with aspects of Maori research 
methodology that, l ike feminist research, val idates ins ider knowledge as more accurate, 
si nce only an insider can understand the nuances of the social phenomenon affect ing 
research participants. 
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Within each set of ideas are systems of class ification and representation ; 
epistemologica l ,  ontological , juridica l ,  anthropological and ethica l ,  wh ich 
are coded in such ways as to ' recognize' each other and either mesh 
together, or create a cultural ' force field' which can screen out competing, 
and oppos itional discourses . Taken as a whole system, these ideas 
determine the wider rules of practice, wh ich ensure that Western interests 
remain dominant (Smith, 1999, pp 46-47) . 

The suggestion therefore is that Maori need to shape their own research agenda, along 
with other indigenous peopl es ,  to hear the discourse that has been suppressed. This 
l iberation of thinking provides indigenous energy for change and legit imises those w�ys 
of doing and being that feel ' right' to indigenous peoples, i nc luding Maori. The rigor for 
such research emerges from the discipl ine of the researcher in openly  questioning what 
they do. This helps make them accountable  to the community of the researched. The 
interests of researcher and researched are not divorced from each other, but are inherentl y  
bound up  i n  a common commitment to hearing an indigenous discourse. 

Despite obvious differences, there are also simi larities to the arguments of Durie who 
claims that Maori health cannot be separated from Maori development (Durie, 1 998c) . 
Indeed, Maori health policy has a normative responsib i lity for enhancing Maori 
development (K i ro, 2000) . Durie expla ins the difference in emphas is between the aims 
of self-determination and the aims of positive Maori development. 

While both are concerned with social ,  cul tural , and economic 
development, and M ·ori del ivery systems, the aims of self-determination 
place more importance on M ·ori control over resources and greater 
independence from the state . .  . In practice, however, the differences 
between self-determinat ion and M·ori development may be more apparent 
than real ,  especially at local levels .  Certainly, since pos itive M·ori 
development was launched as a preferred option for M ·ori, self­
determination has been closer to real isation than at any other t ime this 
century (Durie, 1998b, p 6) . 
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Durie's analysis accurately  captures Ma.ori interest in  Ma.ori control .  This recurred again 
and again in this research. However, underlying questions of equity versus rights 
underpinned many of the overt conflicts in  Ma.ori health strategy evident i n  the North 
Health region, al though these were rarely overtly discussed or critiqued (Lawson-Te Aho 
et a l . ,  1 999) . Such an analysis moves discussions around Maori health development on  
from "feel-good principles" to gritty reality i n  terms of  operationalisation of  Maori health 
pol icy. 

Furthermore, while Ma.ori desire for control over health resources and health services 
remained, this desire would sometimes be used to further a wider pol itical agenda by a 
government interested in devolving responsibi l ity to communities at risk (Kiro,  1 998b) . 

Any discussion of Ma.ori development is i nvariably also caught up i n  a discussion about 
the Treaty of Waitangi, since it is the Treaty that guaranteed Ma.ori r ights to protect 
taonga and also rights of c i tizenship in New Zealand. The Treaty wi l l  be discussed more 

. ful ly later in the Chapter. 

Two main schools of thought in Ma.ori health research can be identified. One believes 
there is a distinctive Maori way of doing research,  where particular ethics, methods and 
ways of processing the data are expected. This school of thought is concerned w ith 
validating a particular approach i n  Ma.ori research and has developed a l i terature around 
ontology and epistimology to explain it. The other school identifies the research quest ion 
as driving the research method. Any method (with suitab le eth ical requirements) is 
acceptable if it answers the research question and ult imate ly leads to a better 
understanding of the dynamics of Ma.ori health. 

Research Process 
The research process for this thes is was des igned in 1 995, and has remained relatively 
unchanged, al though the analysis and writing up phases were extended. The research 
questions arose from my own experience in the health sector, having experienced 
enormous changes s ince the late 1 980s, but especial ly  during the 1 990s . This experience 
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inc luded a role  in health pol icy and planning, review of health services and consultancy 
to health providers (both Maori and mainstream). 

The first phase of the research was concerned with formulating a research question that 
took cons iderably longer than expected. Once formulated, this question would change 
sl ightly over the period of the research, s ince other questions subsumed within the over­
arching research question, would become evident. Init ia l ly ,  the research question was 
concerned with the confluence of events that enabled the 1 990s health reforms to take 
place. This included changes in professional practice such as a more evidential base to 
medicine, a more assertive Maori development agenda fol lowing the hui of the mid-
1 980s which affirmed a by Maori for Maori development agenda, and the neo-liberal 
pol itical agenda of devolution and government min imisation. This confluence of 
'agendas' enabled Maori to take greater charge of the policy and services agenda in the 
New Zealand health sector, and from this emerged Maori health providers. 

Fol lowing data col lection by interviewing health pol icy and Maori health providers, this 
focus changed with a greater interest in describ ing and explaining aspects of Maori health 
pol icy and Maori health services. In  particu lar, policy makers, service providers, 
academics and researchers wanted to know what features were distinctive to Maori health 
policy and Maori health providers, so this came to be an important component of the 
original research question. The data col lection comprised the second phase of the 
research. 

During phase two, l i terature was also being reviewed and gathered. The sources for this 
l iterature included books, journal articles, reports from the Min istry of Heal th, Te Puni  
Kokiri (Ministry of Maori Development), and Statistics New Zealand, and academic 
l iterature such as theses and papers. The books and journal articles included international 
l iterature. 

Phase three required analyses of the transcripts ,  which required reading the transcripts 
and documenting key ideas for reference with other transcripts. This was a l l  done 
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manual ly wi thout the use of NUD*IST or s imi lar software analysis. Such software is  
on ly useful with large volumes of transcripts . This  software provides a · means of 
identifying common ideas with such volumes. However this software may be at  odds 
with a Maori research methodology s ince it decontextualises the meaning of words, 
rely ing instead on repetitions of words to identify themes rather than i nsider analysis of 
the mean ing or s ign i ficance of certain phrases and ideas. Given the smal l number of 
Case Studies i n  this research, and the interactive nature of this ,  such software analys is 
would have been token and not have contributed much to the research analysis. 

Phase four involved drafting the thesis and attempting to in tegrate the transcripts and 
l i terature. These drafts were then distributed to friends w ith expertise in the chapter 
areas, and to my superv isors. Comments were received back and incorporated i nto the 
final draft of the thesis, which was again,  distributed to peers and superv isors for 
comment. It was at this stage that those quotes that required permission for printing, 
were sent to research participants for approval or amendment. The thes is was then aga in 
re-written and submitted to the Univers i ty. 

Table 1 Summary Of Research. Phases 

Summary of Research Phases 

Phases 

Research Planning 

Li terature review 

Data Col lection 
Data Analysis 

Write-up 

Activities 

Research question, research funding app l ication, ethics 
appl ication, contact with research participants, 
plann ing of fieldwork 
Col lection and reading of l i terature including books, 
journal art icles, papers, theses, and reports 
Interv iewing of research part ic ipants 
Reading of transcripts, analysis of these including 
identifying common themes & ideas, summaris ing of 
these. 
Writ ing of draft in tegrating l i terature & transcripts, 
feedback from peers & superv isors, f inal draft feedback 
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from peers & superv isors, preparation of final thesis 
and submission to University 

This research process is in keeping with other social research that emphasises qual itative 
methodology. Quantitative data is not excluded but is subsumed within the pol icy 
analysis (which draws on economic and medical data) . The theoretical perspective 
adopted in this research is from the critical, interpretive and positivist perspectives, but 
the critical perspective is the dominant orientation because of the view that human beings 
are dynamic creators of their destiny and a pol itical analys is that supports the view that 
Maori are an oppressed, exploited and alienated group withi n  New Zealand society 
(Sarantakos ,  1 993, p 38) . 

While feminist research methodology sees gender as the nucleus of women ' s  perceptions 
and l ives (Sarantakos, 1 993, p 6 1 ) , Maori research sees Maori culture as the nucleus of 
Maori perceptions of their l ives and seeks  to reflect this i n  the research .  The same range 
of qual itative research methods is ava i lable including in-depth interv iews, partic ipant 
observation, document analysis and structured questioning. However, other methods that 
draw on ethnographic stud ies are also avai lable. These include deconstruction (historical 
and structural ism) and semiological analysis (Sarantakos, 1993, p 6 1 ) .  

A number of  these research methods can be  seen in  this research, including in-depth, 
semi-structured interv iews with key informants, document analysis, participant 
observations (of huj) and deconstruction. The use of these multiple methods, overlaid 
with a case study approach, al low a form of triangulation to take place whereby 
document analys is and deconstruction can be checked by in-depth interviews and hui 
participation. 

Qualitative Methodology And The Case Study Approach 
Information for this research was gathered using three main methods ; 
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Table 2 Summary Of Methods 

• 14 semi-structured, in-depth interv iews with key informants including purchasers, 
prov iders and health pol icy analysts (see appendix for interview schedules and out l ine 
of semi-structured questions) 

• A focused sample of 5 Maori health providers, including 4 primary healthcare cl i nics 
and one bi-cu ltural CHE based service 

• Documentary review from a wide variety of sources including internal reports, publ ic 
reports, annual reports, press releases, newspaper articles, journal articles, planning 
documents, pol icy documents and contracts . 

The interviews were conducted between 1 996 and 1998 during extended interviews w ith 
mainly Maori health purchasers and providers, policy analysts or researchers. One non­
Maori health analyst was included because of the importance of his role during the 
inception of the health reforms .  

The sample comprised five Maori health providers across primary, secondary and tertiary 
heal thcare in the Auckland region. The intention was to reflect a range of qual i ties 
characteristic of Maori providers within this region, including pan-tribal and iwi managed 
services geograph ical ly  dispersed across Auckland, including central ,  south, west and 
north Auckland. These prov iders were chosen by talk ing with col leagues work ing w ith 
Maori health providers, with the newly established funder and with Maori policy analysts 
in the Min istry of Health. As such, the sample was chosen based on ins ide knowledge of 
the prov iders and their characteristics. The providers were however chosen in the early 
stages of the Health and Disability Services Act 1 993, when fewer Maori health providers 
existed for study in Auckland. 

This kind of selection can be described as focused sampl ing which is ;  
The selective study of particular institutions or key informants on the bas is 
that, because of their special ci rcumstances or experiences, they have the 
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potential to offer especial ly i l l uminating examples or viewpoints (Ashton, 
1 998, p360) . 

Case Studies are purposive, but their lack of representativeness or statistical s ignificance 
is offset by the richness of the data gathered through the Case Studies. When triangulated 
with other research methods, it al lows a ful ler understanding of what has occurred. The 
triangulation within of this research was in the choice of three different methods to 
confirm the findings of the research. These three methods were documentary rev iew, key 
informant interviews and rev iew of the health, social and economic indicators . The key 
objective from the use of these different methods was to val idate a key idea in my 
hypothesis that the health reforms created opportunities for Maori but that these had 
hidden 'costs' for Maori . 

Two of the providers operated under the auspices of iwi ,  while another two operated 
under the auspices of pan-tribal Maori authorities. However, all of the providers 
belonged to organ isations w ith establ ished track records in social serv ice prov ision in 
well-estab l ished Maori organisations. In addition, all services had been established 
between 1 994 and1 996. Th is period fol lowed the introduction of new legis lation cal led 
the Heal th and D isabi l ity Serv ices Act 1993. There were other s imi larities between the 
prov iders al though these were not apparent at the time of selection. A l l  primary 
healthcare prov iders were closely l i nked to marae in their area. 

Four primary healthcare prov iders were chosen to prov ide some basis for comparison 
between operating styles and to al low for the identification of any common themes and 
issues which might emerge. This was not poss ible in selecting the Crown Health 
Enterprise (CHE) based serv ice, s ince it was the only one of its kind .  Later innovations 
were added, but these were not avai lable at the time the research was begun, so were not 
included in the selection. These selections of Case Studies took place in late 1 995, which 
was in the early stages of Maori provider establ ishment and thus the selections reflect this 
more l im ited choice. 
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Another factor was the l ikel ihood of securing permission to work with these prov iders .  
This included prel iminary contact with the managers of the various prov iders ,  although in  
two cases I had to approach the Ch ief Executive of  the parent organ isation in order to 
gain permission. Al l  providers agreed and were extremely helpful in prov iding time and 
information when requested. However, there was understandable reservation at the first 
approach for some prov iders. This was for a number of reasons, including the busy 
nature of the work at that time, and the lack of clarity about the scope of my research ,  the 
potential competition and commercial ly sensitive nature of their contracts , fear about me 
being from the health purchaser (because of another role with the purchaser in Maori 
prov ider development) . 

Furthermore, the relative newness of these ventures and their  need to settle in before 
being 'evaluated ' in any way was l ikely to be a factor. A l ittle defensiveness was 
detected amongst some providers, whi le others were more concerned with workforce 
development issues in the recruitment and retention of suitably qual ified and experienced 
staff, and in the intensity of contract negotiations that wou ld figure prominently during 
the period of Maori provider establ i shment between 1 993 and 1 995 .  Therefore some 
Maori providers could not necessari ly guarantee the time or commitment the research 
might require. One prov ider interv iewed stated they did not want to participate in 
research unless it was going to benefit them. They believe that Maori have been over­
researched and often for researcher's personal benefit, such as gaining higher 
qualifications or building a reputation for themselves. Sometimes this had been at Maori 
expense so the provider was wary of being in this pos ition again.  

This view was contrasted with yet another prov ider who wholeheartedly  supported the 
research and made clear that they would be prepared to prov ide whatever was needed to 
get the work done. Each of the providers needed to establ ish some relationship with me 
as the researcher. If I knew them, thenMaori would build on this relationship. ItMaori 
had not met, they would often ask other Maori about me, "checking me out". Again this 
may reflect the extent to which Maori need to fee l  "comfortable" with the researcher 
before participating and also the perceived vulnerabi l ity of things Maori to the prying 
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academic and wider world. These responses were also borne out in other research, which 
attempted to evaluate Maori providers. 

The purchasers were also keen to demonstrate the success of their strategies and pol icies. 
Any perceived criticism was interpreted as a fai lure to understand the strategy or the 
people involved. 

Despite these concerns, all the providers approached did agree to interviews and the 
provis ion of some documentation - a sign of their wi l l ingness to contribute to an 
expansion of critical Maori thinking in health. Managers and staff gave freely of their 
time and information and the overwhelming majority were extremely supportive of the 
research. These prov iders were contacted by phone and then sent information on my 
research including an information sheet, consent form and contacts (see appendix for 
copy) . The researcher was careful to never discuss any of these providers with each 
other, as there was some concern by providers about sensitive information finding its way 
to other providers, or to unsympathetic ears . 

The documentary analysis consisted of requesting all pol icy documents relating to Maori 
heal th from North Health and the Min istry of Health. This was checked against l iterature 
found during the l iterature review phase and that offered by key informants during the 
data col lection phase of the research. 

Common themes were identified from the pol icy documents and grouped together after a 
thorough reading, then re-read ing some months later. These were then written up as 
sections which were later checked when the wri ting of the thes is began. 

In health, there has been a tendency to polarise quantatative and qual itative approaches in 
debates about an empirical, reductionist research tradition and a more interpretative, 
'wool ly '  approach. However, health research may involve both quantatative and 
qual itative elements . As Baum explains, publ ic heal th problems arise from, 
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Complex social, economic, pol i tical ,  biologica l ,  genetic and 
environmental causes. A range of methods is needed to tackle these and 
publ ic health researchers are most effective when they are eclectic in their 
choice of methods (Baum, 1 995, p459) . 

This research combines both quantatative and qual itative methods. The quantatative data 
provides some evidence of overall trends that al lowMaori to make some preliminary 
conclusions about pol icies at a macro and micro level .  The qual itative data is gained 
from in-depth interviews and a llows an interpretation of the experiences of Maori 
providers resul ting from the opportunities of the health reforms. Th is material includes a 
combination of methods such as documentary review, pol icy  analysis and health status 
data. The qual i tative material is derived from in-depth interv iews with key informants 
and Case Studies. 

Methodological triangulation is ach ieved by using a variety of methods to study a s ingle 
problem or program (Patton, 1 990, p 1 87) . Denzin ( 1978) quoted in  Patton, says, 

no single method ever adequately solves the problem of rival causal 
factors Because each method reveals different aspects of empirical 
real i ty, multiple methods of observations must be employed. This is 
termed triangulation (Patton, 1 990, p 1 87) . 

Multiple methods were used in this research to achieve triangul ation, and to gather 
information not revealed through other methods. 

Methods 
The fo l lowing table summarises the research methods used in th is research. 

Table 3 Reasons For Methods I n  Research 

Type of Method Reason for Method 
Documentary Review Identification of pol icies, p lans, evaluations, 

contracts, financial information 
Pol icy Analysis Identify purpose and outcomes of pol icies 
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Health Status Summary Reflect trends in health outcomes 

Focused Sample Comparison across s imilar providers 
In-depth interviews Reflect experience of providers 

The case study sample and key informant interviews a l lowMaori to experience Maori 
providers direct experiences of the health reforms. This reflection of their social world 
from the point of the view of the actor is a valuable outcome of qual itative methodology 
(Bryman, 1 984) . Triangulation was achieved by using three different methods: Case 
Studies of Maori providers and purchasers, key informant interviews and policy reviews. 

Baum's ( 1 984) schemata for researching publ ic health identifies bas ic, appl ied and 
participative health approaches. Baum argues that research goals ,  the relationship 
between the researcher and researched, the role of the researcher and who uses and who 
controls the research are all points of divergence between basic, appl ied and participative 
research. This reference to an external quality beyond the immediate research is part of 
the enrichment aris ing from a complex tradition in research, including feminist research .  
Baum 's schema suggests exclus iv ity between these various approaches. However, this 
has not been my experience in this research. While this research could be described as 
appl ied and participative, �ombining mostly these two approaches, it also seeks to bui ld 
something of a corpus of Maori knowledge in these areas under study, and to that extent, 
also contributes to basic research - particularly in the area of describing Maori health 
prov iders . 

Epistemology And Ontology Of Miiori Theory 
WhileMaori may accept as researchers that reality i s  social ly constructed, it is also 

important to understand howMaori came to know this and howMaori continue to interpret 
or make sense of this. Epistemology refers to howMaori know things and what counts as 
legitimate knowledge. Ontology refers to what things there are in the world, howMaori 
can know certain th ings, and what counts as legitimate knowledge (Tol ich & Davidson, 
1 999, p 23) . Such things are intrins ical ly l inked to phi losophical discussions about 
knowledge and howMaori know whatMaori k.'1ow. 
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Tol ich and Dav idson ' s  (1 999, p .26) adaptation of Gleen and Peshkin 's  ( 1 992) 
explanation of the didactic between qual itative and quantitative research explains 
succinctly many of the methodological/epistemological/ontological e lements which 
underpin the research carried out for this thes is. Tol ich and Davidson identify four major 
philosoph ical elements: assumptions, purpose, approach and the researcher' s role. a 

Tol ich and Dav idson ( 1 999) summa�ise seven key areas of difference between qual itative 
and quantitative research, inc luding complex and interwoven variables, the use of 
atheoretical observation language, science is social ly  constructed, primacy of the method, 
inductive and deductive reasoning, strict criteria for rel iab i l i ty and val idity of knowledge, 
general isabi l ity of the research (Tol ich & Dav idson, p 27) . 

Kaupapa Maori theory and Maori research both question the inherent val idity of scientific 
knowledge as the only  ' legitimised ' form of knowledge. This is not because either 
approach rejects positivist scientific method per se, but rather because both of these 
approaches are concerned with confirming Maori knowledge and approaches. These 
approaches include distinctive Maori practices such as the use of te reo within the 
research. 

Maori face being outsiders to scientific knowledge and also bel ieve that SC1ence 1S 
inadequate for revealing the rich tapestry of Maori understanding, either about the natural 
world, or our social world. Rather theories of research that emphasise an internal ly  
consistent meaning within a particular cultural context reasonates with Maori 
understandings of how society functions. 

This more critical or interpretivist approach questions assumptions about the validity of 
the scientific approach, and the ways that different assumptions and methods for 
determining val idity are uti l ised. Reflexiv ity is part of this fundamental difference 
between a scientific approach and critical I interpretist approach. Reflex ivity means, ' that 
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we a lways remain part of the social world we are studying, so we can attempt to 
understand that world only from our dai ly  experience of l ife ' (Tol ich & Davidson, p 37) . 

This l ink between research and deep phi losophical matters may sound self-evident, but is 
crucial in Maori health research because of the assumptions made about the ideas 
circulating within the research .  Literature and thinking around these matters i s  growing 
rapidly with many more Maori involving themselves directly in Maori health research. 
Transportation of ideas developed around Maori epistemology and ontology is also being 
imported from other areas such  as education and is being appl ied to Maori health 
research. 

According to Durie ( 1 996), Maori health research IS thought to have three mam 
principles. 
• The research contributes to an integrated development - inter-sectoral co-operation 

and mult i-discipl inary activity 
• The research contributes to positive outcomes - wel l -being in terms of economic, 

social and cultural wel l-being 
• The research contributes to Maori quality of l ife - cultural affirmation and the 

opportunity to be Maori 

Insider, Outsider 
There are a number of matters that Maofi researchers must take into. account because of 
their proximity to the Maori community. Maori know each other in ways i n  which the 
wider New Zealand community, and international community, do not, and are therefore 
in a stronger pos ition to both exploit and be influenced by these . relationships. As 
suchMaori act as insiders, often gaining access to Maori participants because of this 
ins ider status. Such a status raises questions about boundaries for the researcher and 
research participants since, by virtue of being an insider, there may be access to 
information via other means than the interv iew process and documentation. 
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For Maori researchers this dilemma about what to reveal as an insider, even when 
information can be corroborated by other sources, is shaped by an ongoing commitment 
to positive iwi, hapu and Maori development which h as cultural, pol itical and scientific 
resonance. The criteria for inclusion therefore extend beyond what is scientifical l y  
provable according to the protocols for social sciences to include these other 
cons iderations . 

Most research methodologies assume that the researcher is an outsider 
able to observe without being impl icated in the scene. This is related to 
pos itivism and notions of objectivi ty and neutra l i ty (Smith, 1 999, p 1 37) . 

The Maori health commu nity remains relatively small and it is possible therefore to hear 
about what is happening within prov iders in terms of successful contracts, employment, 
evaluations, and joint ventures, without information coming from the prov ider. This 
information tends to be uncanni ly accurate when confirmed by the provider, which makes 
it even more difficult  to exclude such general ised ' ta lk '  from inclusion in research in 
some form. The major means of addressing this responsibi l ity for fairness and accuracy 
is through reflex ivity, or what Paulo Friere termed praxis or action / reflection (Friere, 
1 970) . Linda Tuhiwai Smith explains. 

The critical issue with insider research is the constant need for reflexiv ity .  
At a general level ins ider researchers have to have ways of thinking 
cri tica l ly about their processes ,  their rel ationships and the qual ity and 
richness of their data and analysis . So too do outsiders, but the major 
difference is that ins iders have to l ive with the consequences of thei r 
processes on a day-to-day bas is for ever more, and so do their fami l ies and 
communities. For this reason ins ider researchers need to bui ld particu lar 
sorts of research-based support systems and relationships with their 
communities. They have to be ski l led at defining clear research goals and 
' l ines of relating ' .  which are specific to the project and somewhat different 
from their own family networks . Insider researchers also need to define 
closure and have the sk i l ls to say ' no '  and the ski l ls  to say ' continue' 
(Smith, 1999, p 1 37) . 
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Thus there IS an additional obligation for Maori researchers to be careful about the 

val idi ty of such information shared amongst their networks. Confirming with the 

provider, or through some other means such as external evaluations, or confirmation from 

the purchaser or s imi lar government departments may a l low use of much of this 

information.  

Access to this information in this instance is increased because the researcher has also 
acted as a consultant to a number of Maori health providers and has a direct interest as a 
director in Awhi Health. This was recognised by the Human Ethics Committee of 
Massey Universi ty as causing particular concern because of the potential to access 
information that would not otherwise be avai lable to the researcher. 

In addition to this, the Minister of Heal th appointed the researcher as a Director of the 
Health Funding Authority from 1 February 2000. While this appointment is outside the 
scope of the Case Studies of this research and therefore most of the pol icy analysis, the 
Heal th Funding Authority is the successor to the main case s tudy of North Health. This 
has posed some problems in the latter stages of writing up in terms of ensuring key 
informant HF A staff are free to consent to quotes, for example.  

The agreement was that material gathered in this way would be excluded from the study, 
but this has proved extremely difficult to monitor. It is hard to 'unknow ' what is known 
and for this information to not shape or influence subsequent analysis ,  irrespective of 
how it was gained . Again, seeking corroboration of the information, or alternative 
sources for this information is probably a more reasonable approach. As Smith ind icated 
earl ier, this can sometimes pose additional responsib i l i ties on the researcher because of 
the expectations of those with whomMaori i nteract as researchers. 

Being an ins ider means the researched trust the researcher enough to spend some time 
providing information and consent to being part of the study, but they also expect that the 
researcher wil l  act i n  their interests. This makes it difficult at times as a Maori health 
researcher to identify where the obl igation for protecting research participants interests as 
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Maori begins, and where the researcher's obligation for truth telling begins. Fortunately, 
these are most often one and the same. It has been possib le to te l l  the truth without 
comprising the integrity of Maori involved in the research i tself. Responsibility rests 
however on the researcher because of the tenuous pol itical environment within which 
Maori initiatives continue to exist in New Zeal and society. 

This raises questions about the kind of information that should be avai lable to an insider 
researcher, which would not normal ly  be avai lable to an outside researcher. Whi le being 
an ins ider has become acceptable in  qual itative research (Tol ich & Davidson, 1 999) , in 
part thanks to the impact of feminis t  research, i t  obviously raises serious questions about 
what information research participants have a right to protect against being made publ ic .  

Being an insider is not new to research methodology. Feminist and Maori research 
methodology assume this because of the necessity for understanding the community 
being studied from within its cultural boundaries. The problems of objectivity identified 
by a positivist research methodology are not problematised as such in Maori and fem inist 
research (Smith, 1 999, p 137) . Smith proposes that a more critical discipl ine is required 
of indigenous researchers as a result .  

The cri tical issue with insider research is the constant need for reflexiv ity .  
At a general level ins ider researchers have to have ways of  thinking 
cri tical ly about their processes, their relationships and the qua l i ty and 
richness of their data and analysis (Smith, 1.999, p 1 37) . 

Considerations around insider/outsider research participation are therefore central 
considerations in Maori health research and it is more than coincidental that it parallels 
feminist research in this regard, s ince both derive from an analysis of an oppressed and 
exploited group. For Maori however, there are additional assumptions about cultural 
impos itions and an affirmation of another set of cultural values over and above those 
concern ing marginalisation on the basis of ethnicity. Thus the research process seeks to 
affirm those aspects of Maoritanga that identifyMaori as Maori, namely our reo, cultural 
practices , whakapapa and communitarian orientation. 
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Relationships 
A rel iance on rel ationships . has been crucial throughout this research. Access to 
participants has rel ied heavi ly on my personal rel ationships with either middle-people 
who faci l itated access to key informants, or with these key informants themselves. In 
every instance key informants and the case study organ isations, were given an 
information sheet and consent form (Appendix A) to read prior to our interv iew. 
Agreement to record their interview was sought, usual ly  prior to the interview. Almost 
a l l  the interv iews were taped. Only one key informant was not taped but this was 
because of a techn ical problem (the tape recorder broke down) . Some other technical 
problems also occurred. The group interview, for example, was largely undecipherable. 

Almost al l the key informants gave permission without reservation for taping, and most 
did not wish to edit their quotes when offered the opportunity to do this by the researcher. 
They trusted the researcher sufficiently to believe their i nformation would not be 
misused. Unfortunately these kinds of expectations place additional responsib i l ity on 
researchers to 'f i l ter' somewhat any comments, which may be damaging or un- intended 
by the participant. This occurs in qual i tative research s ince transcripts may inc lude the 
words but not necessari ly  the intent of what was said . For this reason, I kept the original 
tapes and checked comments where possible against tapes when my memory of the 
interview did not ass ist in understanding the intent of the interv iewee. Nearly a l l  the 
comments make sense because of the context of discuss ion within which they took place, 
that is, by reading the rest of the transcripts it is possible to deduce what was intended 
fairly easi ly .  

Agreements about use of quotes from interviews or reports or data given by the research 
partic ipants have been dealt with strictly according to these agreements, for example over 
the use of quotes . However, where information has been gained from other sources such 
as reports rev iewing performance, eva luations and other publ ications that are al ready in 
the public arena, then this information has been used differently s ince it is already 
publ icly available. I have tried to estab lish overal l patterns and themes amongst Milori 
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prov iders .  In most cases, these themes have emerged from discuss ion with the providers 
themselves fol lowing the interviews, discuss ion with the purchaser, with other providers 
( including any outside the Case Studies of this research) and with Maori health 
consultants who work with Maori providers (again ,  most of whom fal l  outside the Case 
Studies identified here) . 

An add itional problem was that of fi l l i ng lapses in the transcripts. Whi le it has been 
poss ible to f i l l  in many of these by reading the transcripts based on my memory of the 
interv iew, this was not always so because of the length of time between some interv iews 
and transcription. Where these could not be fi l led in, these remain ,  unable to be used in 
the research. Fortunately these lapses are not numerous for most interv iews because 
participants were able to speak with l ittle prompting from the researcher. The researcher 
changed practice after the first round of interv iews in 1 996, choos ing to use a non-voice 
activated tape recorder for subsequent interv iews and increas ing the turnaround time 
between interv iew and transcription so that it was poss ible to read the transcripts with in a 
relatively short period. 

This emphasi s  on a pre-exi sting relationship is an important quality in Maori health 
research . It was necessary to establ ish a common point of reference with every 
interviewee. This included establishing whetherMaori had known each other beforehand. 
Fol lowing this efforts were made by myself to establ ish a common connection, usua l l y  
through a th ird party, who may have mentioned the research to th i s  person prior to  my 
phoning. This emphasis may reflect a general wariness by Maori about those from 
academia, or it may reflect the emphasis Maori p lace on personal contact called kanohi ki 
te kanohi .  

Research participants ' expectations o f  the research also varied considerably. Some werE 
uti l i tarian in their approach asking, "How wi l l  this research benefit us?" My response wa� 
a general ised ,  "by contributing to the debate around the usefulness of the health reform� 
for Maori". Such a response by Maori research participants' should have been expectec 
given the importance of research contributing to Maori development. Other participant� 
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were keenly interested in the development of a Maori ' theory' of the health reforms and 
of Maori health. This corpus of knowledge for Maori was seen as a reward in its own 
right. Most part icipants seemed glad (after warming up) to talk to someone in detai l  
about the ir  work and how they saw things working out. In almost every case, they were 
overwhelmingly positive about what they themselves had managed to achieve, whether in 
purchasing or providing health services for Maori. Less positiveness was expressed 
when talking about the other s ide of the purchasing/providing equation. That is , 
providers were s l ightly more critical of the purchaser than they were of other providers, 
and purchasers were s l ightly more critical of providers than they were of other 
purchasers. 

Part of the reason for such care In respect of criticising Maori initiatives is the 
disproportionate pol itical backlash that accompanies any whiff of incompetence or 
corruption. The Maori population at large may be affected by the consequences of any 
research that reflects them in a bad l ight. However, th is consideration must be weighed 
against the need to act openly in respect of any findings . I was impressed with the degree 
of trust exhib i ted by key informants and also thei r  w i l l ingness to open themselves to 
scrutiny in the ir  work. Many were genuinely interested in the research and in any 
comments made by the researcher about the findings to date, particularly in relat ion to the 
w ider socio-po l i tical pol icy context of the reforms. 

Research in any area associated with Maori development or Maori health is a complex 
matter that requires careful consideration. However th is is the nature of the quest for 
truth. It necess itated an ongoing and careful consideration of the eth ical impl ications of 
the work as I proceeded. Sometimes these eth ical considerations were around privacy or 
process, or commercial sensit ivity or personal sensitiv ity. 

Benchmarks for Maori ethics in health research are emerging In works such as the 
Hoengeka Decl aration (1996) , the work of Mason Durie and Linda Smith and in 
numerous other Maori academic publications. The Hui Whakapiripiri 1 996, in preparing 
the Hoengeka Declaration for Maori Health Researchers (Hui Whakapiripiri : A hui to 
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discuss strategic directions for Maori health research, Te Pumanawa Hauora, University 
of Otago, Wel l i ngton School of Medicine, Wel l ington, 1 996) , contributed to the 
development of Maori ethical standards by producing a statement summarising baselines 
for Maori health research. These were observed in this research. 

Other Specific Ethical Issues 
Being an insider has had profound eth ical impl ications for this research, in both process 
and phi losophical terms. Eth ical di lemmas have arisen during the course of the research, 
sometimes unexpectedly .  A number of these could have been pred icted and my 
appl ication to the Human Ethics Committee at Massey Univers i ty was very useful for 
signal ing these l ikely d i fficulties early on. In particular, concerns about my role as a 
Di rector and Consultant for a company that is one of the Case Studies was raised, 
because of the problems of having ins ider information that could be used in this research. 
This has remained an extremely difficult problem to resolve, because despite bel ieving 
that it was poss ible to separate the role of working with Awhi Heal th and working with a 
wide number of providers and purchasers, this has in effect been impractica l .  It is not 
poss ible to not know something, once learned. It remains the equivalent of trying to put 
the genie back in the bottle. 

All participants have been told of my involvement with Awhi Health. Awhi Heal th 
Directors were asked for permission independently and emphas is was given to their right 
to refuse to include it as a case study. Init ial ly Awhi Health was not inc luded as a case 
study, but on reflection this would exclude one of the main strategies of North Health 
from consideration in the research. Awhi Health is the only prov ider of its kind within 
Auckland. To not include this case study would be to tel l  only two-thirds of the story. 
The emphasis was on p rotecting Maori providers and the purchaser from information that 
would be detrimental to them, gained by virtue of working in Awhi Health .  Again,  this is 
harder in practice, than in rhetoric. It is compl icated by the inevitab le dynamics of being 
an ins ider to the research community (that is the community of research participants and 
researchers). My being  an insider was a l so by virtue of being Maori, although this posed 
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very few obstacles to the research, and indeed was viewed by purchaser, participants and 
the Univers ity as a s ignificant advantage to the research. 

Ethics emerges as a powerful theme within Maori health research. These ethical 
dilemmas differ according to the ethnicity of the researcher. For Maori researchers there 
are considerations of being an ins ider and the feel ings of trust developed with research 
participants. A pervasive feeling of mistrust exists within the Maori community towards 
researchers because of the view that Maori have been studied as objects of research, 
rather than being able to direct the research themselves . When research partic ipants were 
contacted for this research, a number asked why they should allow more research to be 
' conducted ' on them. A number asked how this research would benefit them (their 
organisation) . Some were happy to partic ipate and did not make statements about the 
research process. What was clear however, was how crucial personal contact and a bel ief 
that a relationship  of trust existed between researcher and research parti cipant was in 
al lowing the research to proceed. 

The central idea in indigenous research, as in feminist research, is the notion of l iberation 
through knowledge. The goal of such research is to empower these communities (Maori 
and women) to understand their position and act on this knowledge for change. Thus the 
problem is less that a researcher may be biased because they are a member of the 
community being studied, but rather, that they are biased if they are not a member of that 
community. 

Positivism and Medicine 
Maori have been somewhat critical of the positivist tradition of western medicine because 
it h istorical ly rejected practices and bel iefs associated with a more tradi tional approach to 
heal ing. This is less evident in medical training today however, with greater tolerance for 
complementary medicine and cultura l ly  appropriate practice. Western medicine was 
viewed by a number of key informants as dominating the health sector with an ideology 
of empiricism that supports a more mechan istic response to heal th than the hol istic 
tradition of Maori society expects. This section briefly examines the history of 
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pos itivism in medicine and the critique of this approach. This  is fol lowed in the next 
section by an explanation of Kaupapa Maori theory. This theory at its most critical, can 
be v iewed as a reaction against such s trongly deterministic v iews promulgated in western 
science. The danger, however, is in the rejection of posit ivism because of i ts underlying 
association with a rejection of indigenous knowledge and social contro l ,  even when i t  
offers the potential for benefits to Maori health which clearly i t  does with a knowledge of  
biological systems, env ironmental effects and an understanding of genes . 

Pos itiv ism has been associated w ith ideas of biological determinism and racia l  
h ierarchies with attempts at  different  t imes to provide scientific ev idence of inferiority of  
one race compared to  another. It i s  however, unfair that pos it ivism be  tainted w ith this as 
the methods themselves do not espouse a particu lar pos ition in respect of race. Rather 
scientific method was able to disprove that a ' superior' Engl ish ' race ' (for example) had 
bigger brains than ' inferior' native races during the British Empire expans ion of the 1 8th 

and 1 9th centuries. 

Modern medical science rel ies on pos itivism and in part icular the use of a 
rationa l ist Cartesian tradition and empiricist theory that originated in sensory 
experience (Wi l l iams, 1 994) . 

In self-justification of this attitude of superiority , modern western 
medicine rejects as untenable  the animistic, demon is tic, sp iritual ist ic and 
magical beliefs it sees as central to the theory and practice of most 
indigenous medicine on the grounds that (i) the logic of these medicines 
(because it is teleological) does not accord with the l ogic of scientific 
explanation; and (in these kinds of bel ief do not accord with ( i ts own 
assumption) of scientific materia l ism (Wi l l iams, 1 994, p i ) .  

Western medicine's early roots can be traced back to the c iv i l i sation o f  the Ni le  i n  the 
Tigris and Euphrates val leys where the Ebers Papyrus and the Edwin South Surgical 
Papyrus were found. While the first consists of mainly spiritual istic medicine, the l atter 

38 



provides more detai led descriptions of surgical procedures for treating wounds and 

injuries. 
In most h istories of medicine the medicine in the Eber Payrus is referred 
to as "superstition medicine" whereas that contained in the Edwin Smith 
Surgical Papyrus is referred to as "rational "  or "empirica l"  (Wi l l iams, 
1 994, p I ) .  

The next s ignificant phase i n  medicine would occur with the rise in Greek civ i l isation 
where both supersti tious and rational elements would continue to be comb ined in heal th 
treatments . Asclepius was bel ieved to have l ived around 1 000 BC, but l ater became 
deified, becoming the Greek god of medicine. He promoted heal i ng sanctuaries located 
in beautiful settings to harmonise humans with nature. These included temples, mineral 
water springs, gymnas ia, theatres and abator where supp l icants would s leep and have 
their dreams interpreted by priests, 

Asclepian med ic ine seems to have rested on the assumption that health 
came from heal thy l i v ing - in other words from l iv ing wisely and in  
accordance with, or  in balance with natures ways . Asclepian sanctuaries 
seem to have been conceived so as to make it possible to al low the s ick or 
i l l  person to re-adjust their l i festyles so as to estab l ish this harmony or 
balance w ith nature's ways (or nature ' s  inner reason) (Wi l l iams, 1 994, p 
2) .  

Hippocrates trained in Asclepian medicine but practiced by travel l ing the countrys ide 
"applying his med ical knowledge and sk i l l  whenever and where it was required" 
(Wi l l iams, 1 994, p 2) . He would differentiate himself from Asclepian medicine in two 
important respects ; first ly, by "natural iz ing" medicine in d iscuss ing the "natural "  causes 
of disease and i l l ness ; secondly, 

Hippocrates adopted the idea that health and disease derived from, 
respectively, a balance or imbalance with in  the physical body rather than 
between the person and nature / env ironment (Wi l l iams, 1 994, p 2) . 

Hippocrates would come to view i l lness and disease, 
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In relation to thei r  "natural" rather than their "div ine" causes . Yet it i s  
important to recognize that Hippocrates' appeal to "natural " causes was 
not at the expense of any bel ief in the i r  "d ivine" causation. Like Aristole 
after him, Hippocrates adopted a synthetic v iew of causation and bel ieved 
that a l l  disease was in a sense, a result of both natural and of divine 
causes. 

Hippocrates ' humoural theory of d isease fits closely with Empedoder's 
theory of the four bas ic elements of nature consisting of fire, air, water, 
and earth. According to Hippocrates these four e lements are represented 
in the four "body humours" - yel low bi le (fire) , b lood (ai r) ,  mucous 
(water) and b lack bi le (earth) . Health equates to a balance of these four 
humours . . . .  Hippocratic medicine continued to constitute main stream 
western medicine for the next two thousand [years] (Lyod, 1 983, p 25). 

Medicine was revolutionised again with Rene Descartes in the early fifteenth century. 
Descartes was responsible for the separation of the world into the mental (res cogni tans) 
and physical (res extensa) . 

Separation between final (or teleological) causes, and second, natural 
(Aristole's material ,  formal and efficient) causes . This separation meant 
that external physical nature came to be conceived as essentia l ly 
mechanistic in its manner of operation wh i le  a l l  reason and purpose were 
associated with the m ind and its working. External nature, Descartes 
bel ieved, was most effectively stud ied and known via i ts being viewed in  
terms of hypothetical theories that at  best w ithstood experimental tests . 
The inner contents of the mind could only be known via introspection and 
logical analysis (Wil l iams, 1 994, p 3) . 

Thus Descartes opened the possibi l i ty for the body to be seen as a machine and its 
operation in accordance with mechanistic laws. This resul ted in an emphas is on physical 
causes and treatments relying on experimental methods of enqui ry .  
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John Locke would extend this rational ist theory with his .empiricist theory originating in 
sensory experience. This combination of empiricist theory of knowledge and 
experimental natural philosophy came be the foundation for New Science, and thus for 
contemporary medicine (Wi l l iams, 1 994, p 3) .  Hippocrates humoural theory would 
continue to dominate in medicine, until the adoption of germ theory in the nineteenth 
century through the work of Sommelweis, Pasteur, Koch and Ehrlich. Darwin ' s  theory of 
evolution el iminated Descartes idea of a fundamental d ifference between humans and 
animals, and Freud, 

Wou ld plausibly argue that psychology has a b iological base and this 
further made it possible for Western medicine to assimi late psychological 
and psychiatric medicine into its mechanistic theory of disease. Thus, 
while it is sti l l  difficul t  to explain such mental phenomena as 
consciousness, emotion, thought, desire, etc. in physical terms, it is 
bel ieved that one day this wi l l  prove possible and, that when this is so, 
psychological and psychiatric disorders wi l l  be able to be understood and 
treated using the theories and practices of modern mechanistic, or 
scientific, medicine (Wi l l iams, 1994, p 4) . 

Wi l l iams ' ( 1 994) criticisms of modern western medicine are again not so much a 
rejection of method per se and its possible appl ication to health, but rather an attempt to 
i l luminate its origins and what it does contribute to our knowledge. 

Kaupapa Miiori Theory, Miiori Centred Development: Systematising And 
Conceptualising Miiori Thinking 
Kaupapa Maori theory is  best understood as an assertion of Maori thinking but i t  h as its 
roots firmly in the work of l iberation theology and Paulo Friere. It is also fundamental l y  
a response to the positivist tradition that Pihama ( 1994) argued, prov ided support for 
Pakeha dominance of Aotearoa New Zealand. 

Pihama 's thes is provides a succinct critique of pos itivism and the development of 
Kaupapa Maori theory. She argues that environmental theories were used by Pakeha to 
emphasise cul tural disadvantage, deprivation and difference. While these theories 
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represented a move away from genetic determinism, they continued to reinforce notions 
of mal-adaptiveness of people within their new envi ronments .  

She goes on  to argue that cul tural deprivation theories were the yardstick which Pakeha 
culture used to measure Maori culture. Te reo and t ikanga Maori were viewed as 
antithetical to educational ' success ' promulgated through assimi lationist v iews s ince they 
were cons idered · as reflecting a society long passed and only of h istorical anthropological 
interest. Manifestations of Maori society have thus been viewed as evidence of the gap 
between a nostalgic but i rrelevant past and a global ised and relevant present. Such v iews, 
argue such theorists l ike Pihama, mask 'underlying notions of superiority of Pakeha 
culture over Maori culture and thus, underl ies racism in  New Zealand society. 

Smith and Pihama in part icular take exception to the deterministic nature of pos itiv ist 
theories that were chal lenged to some extent by a group of theories known as ' critical 
theories ' that originating in the Frankfurt School in Germany.  These theories would 
prove attractive to oppressed peoples s ince they offered the poss ib i l ity of a future that 
could be altered. If real i ty was social ly constructed, then it was poss ible  for human 
intervention to change that real ity if there was sufficient pol i tical wi l l  and insight to do 
so. 

Critical theorists actively critiqued pos itivist frameworks and expose ways in which they 
serve to perpetuate existing power relations that benefit particular interest groups. The 
central concept is emancipation through which oppressed groups identify and act against 
unequal power relations. It would however be an overstatement to suggest that M aori 
reject positivist method, rather, many Maori researchers remain wary of the way that such 
frameworks have been used historically to exclude indigenous d iscourse In sCIence. 
According to Maori theorists, Kaupapa Maori theory is  indigenous and asserts the 
validity and legitimacy of te reo and tikanga Maori . It challenges dominant ideologies 
that serve to marginalise and make invisible te reo and t ikanga Maori, thereby 
transforming oppressive reality by contesting unequal power rel ations between M aori and 
Pakeha. 
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Kaupapa Maori theory is a ' reassertion of Maori epistemological constructions of the 
world ' .  P ihama argues that there is a need to deconstruct dominant constructions imposed 
on Maori through overt and hegemonic violence, allowing Maori to move outside 
dominant institutions to reconstruct Maori institutions. Such a view was reinforced by 
many discussions between myself and other Maori researchers who pragmatically use 
positivist methods but often in an eclectic way combined with 'Maori ' elements such as 
hui, iwi networking, te reo and Maori concepts such as manakitanga when using methods 
such as interviewing. 

Examples such as Kohanga Reo and Kura Kaupapa Maori, which are proactive initiatives 
defined, constructed and controlled by Maori are often cited as examples of successful 
Maori initiatives that originate within a Maori epistimology and ontology. The question 
of whether such initiatives could have eventuated w ithin a positivist framework is almost 
impossible to answer, however it is un l i kely. Positivism is l argely concerned with the 
exclus ion of extraneous 'cultural ' variables ,  searching instead for universal principles 
based on the natural world. As such, the basis of kohanga reo and kura kaupapa probably 
cou ld not have been conceptual ised since these in it iat ives rel y  almost enti re ly on cultural 
val idation for thei r  existence. 

Knowledge and use of te reo and tikanga in these two initiatives were v iewed as of 
paramount importance, with specific child-care or educational ski l ls as of secondary 
importance. This was particularly so during the early phases of the movement when 
kohanga reo and kura kaupapa rel ied on the voluntary efforts of whanau, kuia and 
kaumatua because funding came from private Maori contribution and not from the state 

Pos itivist theorists argue that scientific knowledge wil l take the place of rel igious dogma 
(such as superstition) . The social sciences have attempted to pattern their approach on 
that of the natural sciences. This includes focusing on the facts and the measuring of 
facts objectively appl ied to the study of people. Smith ( I 999) explains that positivism 
became a framework through which to explain the human condition in an objective, 
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value-free and scientific process .  Kaupapa Maori theory is not pos i ted as a denia l  of 
scientific knowledge which has contributed valuable information for the improvement of 
'Maori wellbeing. As an example vil lage sanitation in the early 20th Century was 
promoted by Pomare based on h is  scientific knowledge and advocacy which resulted in  
an improvement in Maori health through adoption of more sanitary toilet practices within 
Maori villages. 

While biological determin ism and environmental theories are firmly located within the 
pos it ivist trad ition, according to Smith and Pihama, one of the things attempted by 
Kaupapa Maori theorists is to see if it is possible to re-position these, i n  particular, to re­
pos i tion environmental theories without the historical focus on maladjustment to a set of 
dominant cul tural norms. 

This cri tique of pos i t ivism suggests that it ignores the complexities of truth, assuming 
there to be one quantatative truth and tolerating one experience. It therefore fails to deal 
with the complexities of ' heal th ' and the myriad of aspects that constitute this in a social 
si tuation. Habermas claims that pos it iv ism emphas ises objectivity to mask underlying 
intentions of control .  I Furthermore this objectiv ity is  legit imated through reification of 
the social world through laws of human nature. However, he suggests that this is  an 
inadequate paradigm for analys is of human society. 

Three of the interviewees cited examples of environmental theories of cultural 
deprivation that emphasised a deficit rather than strengths framework for Maori Such a 
view reinforces notions of Maori maladaptiveness rather than identifying and reinforcing 
those things that Maori do well .  

Theory and practice within critical theory is related to Paulo Friere ' s  analysis of  praxi s  
and emancipatory thinking. The body of  theories known as  critical theories is 

I For a ful ler discussion o f  Habermas. see Critical hermeneutics : a study in  the thought of Paul R icoeur and 

Jiirgen Habermas by John B.  Thompson. Cambridge ; New York : Cambridge University Press. 198 1 .  
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emancipatory because they make expl icit power relations within society. To this extent, 
Kaupapa Maori theory acts as a politicising agent for conscientisation and emancipation 
in a manner cons istent with Friere 's analysis . It is about deconstruction and 
reconstruction of explanations of the human condition . Thus critical theories are located 
in the structural rather in the individual explanations of the human condition . 

Kaupapa Maori theory avoids reinforcing Maori as 'other' because it is firmly located 
within the validation of te reo and tikanga Maori, with accompanying principles of tino 
rangatiratanga and Maori perspectives. These are a continuation of Maori resistance to 
colonisation and are a reassertion of Maori activism (Walker, 1990) . 

Kaupapa Maori theory analyses the way in which dominant groups construct "common­
sense" and "facts" to provide justification for maintaining inequal ities and oppression of 
Maori people. In this way it reinforces a Maori epistemology and ontology. 

This analysis is itsel f firmly located in the theoretical think ing of the 1 970s of structural 
explanations and concern with power relations . However such critiques fai l to address a 
romantic ideal of Maori history, by firmly laying the blame for Maori experiences solely 
with Pakeha dominant society and colonising forces. Maori are not merely passive 
players and whi le Kaupapa Maori theory certainly doesn't advocate for this, it is a new 
form of portraying Maori as victims because Maori are primari l y  seen as reactors to other 
actors, rather than an essential part of the interaction with their env ironment. This is not 
to underplay the structural features that create a destructive or supportive mil ieu within 
which their dec isions and actions are shaped, but rather to suggest that interaction ism is 
under-valued in Kaupapa Maori theory because of its rel iance on structural explanations 
of oppression. 

There is l i ttle doubt by those aware of New Zealand' s  history that Maori are the victims 
of del iberate and s.ustained colonising practices which have eroded trad itional values and 
structures, but this fails to account for the part which Maori themselves play in shaping 
their own reality. Maori have always had a far more active role thanMaori are led to 
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believe in Pakeha pre-conceptions of history. There is no question however, that Maori 
are often in the pos ition of responding to government or industry agendas rather than 
independently shaping their l ives . 

Kaupapa Maori theory consists of a number of underlying tenets. This includes its 
location w ithin critical theory with an emphasis on cri tique, res istance against oppression, 
and a struggle for emancipation through enl ightened action (conscientisation) . It 
comprises a number of different disciplines, reflecting its eclectic origins from education 
and health sectors . Unique Maori characteristics comprise the core of this theory. These 
include Maori values and structures such as whakapapa. Whakapapa emphasises the 
value of whanau, hapu and iwi relationships.  Whanau is the closest form of social 
organisation affecting all Maori, even when hapu and iwi may not be considered 
important to the identity of Maori individuals. Kaupapa Maori theory affirms te reo as 
important because of its centrality as an expression of Maori culture. Te Reo locates a 
distinctive Maori experience and reflects Maori values and ideas within the l anguage. It is 
an essential component of tikanga. Tikanga ensures cultural principles in behaviour 
based around Maori concepts and cultural practice. Rangatiratanga confirms a research 
agenda that is about Maori benefits and advancement and not j ust about the research 
process. Rangatiratanga is an enabling of Maori aspirations through the research process 
for Maori ends. 

Thus this type of research is therefore about being Maori and identifying as Maori . As 
such it reflects those values and behaviours that reinforce th is identity and that 
distinguish Maori uniqueness. These are therefore an integral part of research around 
Maori health. 

Treaty Of Waitangi 
The Treaty of Waitangi signed i n  1 840 is important to any consideration of Maori 
research theory and methodology because it acknowledges the legitimacy of Maori ways 
of doing things. If Maori knowledge of research and method is a taonga, then the Treaty 
guarantees Maori the right to express and practice this. This research contributes a small 
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part to this reclaiming of Maori research theory and method by articulating the ideas and 
processes used in research around the study of Maori health. 

The Treaty of Waitangi is often cited as a covenant between two peoples, Maori and 
Pakeha through their agent the Crown, and Maori agents, the rangatira of various hapu 
and iwi .  Whi le the Treaty was a document of 1840, it has proven capable of 
reinterpretation in l ight of subsequent developments between the Crown and Maori . The 
Treaty needs to be considered when discussing Maori health research because of the 
application of core cultural principles such as iwi, hapG, mana whenua and whakapapa. 

However the Treaty of Waitangi, while important, is not the final document in respect of 
Maori rel ations with the government. The Declaration of Independence in 1 83 5  predates 
the Treaty of Waitangi 1 840 and also contributed to an emerging sense of Maori as a 
nation .  

In particular, questions about who has the authority to speak on behalf of Maori 
(representation) based on whakapapa, but also on a new sense of identity, are to the fore 
of Treaty debates . They have become more important because of arguments around 
Treaty settlements and reSUlting assets, and also because of the emphasis on less state 
intervention and greater iwi autonomy enacted de facto in various government pol icies. 
While the government pursued mainstreaming for Maori during the 1 990s, this has 
accompanied an iwi-centric approach to pol icy making congruent with the Ka Awatea 
policy duality that on the one hand expected Maori need to be met through mainstream 
Government agencies, while on the other encouraging iwi independence from the State. 
These are important considerations in this research, not only because of the substance of 
the debate, but also because of the impl ications " for research processes. Such del icate 
political balances make negotiations around Maori health research within such an 
environment, infinitely more complex than if there were a single approach to Maori 
health pol icy, strategy and research. 
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Maori Health Research Including Kaupapa Maor; And Other Types Of 

Research 
Maori heal th research emphasises Maori control of research about Maori . Maori no 
longer remain passive recipients of researchers ' inquiries . There is an expectation that 
the language used, and way in which researchers approach and discuss their questions, 
wil l  be comfortable for Maori participants. To some extent this reflects a growing 
strength amongst consumers general ly  and tightening-up of research ethics, particu larly 
in human sciences. There is also an expectation that this research wil l  contribute 
positively to Maori development and that the knowledge and understanding gained from 
the research wil l  lead to improvements in Maori conditions. This should not be about 
self-interest in pursuing a tertiary qual ification, but about a genuine interest in the needs 
of those Maori researched. 

It is more accurate to describe Maori methods as philosophies and theoretical 
considerations in research methods, rather than actual methods themselves .  However, 
this is contested by Maori theorists who see an emerging Maori v alidation of our 
approaches (Smith, 1 999; Te Putahi a Toi, 1 998) . Most of the l i terature concerning 
Maori methods comes from two areas in particular and the methods that dominate these 
fields are highlighted disproportionately; namely  education and health. Kaupapa Maori 
theory is considered later in the chapter and can be conceptual ised as one end of a 
research continuum for Maori . Whi le the discussions emerging from Maori health 
research tends to encompass a greater variety of research methods, it also favors 
qual itative methodology. This approach is discussed in reference to the work of Mason 
Durie and is represented at the middle of the continuum. At the other end of the 
continuum are a l l those methods which are not designed for Maori use, and where there is 
an assumption of generic appl ication. The methods themselves are less important than 
the philosophical and theoretical orientations that underpin their use. There is a l imited 
amount of l iterature avail able on Maori research methodology and methods. The 
distinction between research about Maori, research for Maori and research by Maori is  
also a part of a continuum in Maori research. 
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Furthermore, it is important to understand that these phi losophies and theoretical 
positions may reflect a spectrum of views about what is appropriately Maori, depending 

on the degree to which a particular piece of research is Maori centred. For example 

Kaupapa Maori theory may reject the need to incorporate western methodologies or 

methods and instead seek to redefine what is quintessentially Maori in  approaching a 

particular research question. 

Durie seems more inclusive, arguing that Maori should use whatever method seems 

appropriate and al lows them to find the information they seek. He argues for recognition 
of diverse Maori realities and therefore diverse solutions. 

Kaupapa Maori theory as a basis also recognises that there are differing social 

environments but would argue that there are some elements which are fundamental to a 
Maori identity and which distinguish Maori from non-Maori. 

Hol istic approaches to both discussions on health, health service del ivery and hea l th 
research are l i kely to increase in future as a result of two paral lel trends, consumer 
movement and indigenous peoples movement. Durie has identified a number of elements 
associated with a Maori-centred development (Pomare, 1 996) . 

• Principles 
• Purpose of research 

• Practice of Research 

Whakapikipiki tangata, Whakaurunga, Mana Maori 

Health gains for Maori, Maori as posit ive, Maori 

development 
Active Maori participation, multiple methodologies, 

measures relevant to Maori 

These principles reinforce the importance of considering the impact of the research 

conducted about Maori and for Maori, rather than seeing research outcomes as separate 

from the eth ical considerations that drive both the choice of subject matter and research 
process, including methods. Rather, al l of these interact in a way that should preserve the 
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interests of the research participants whi le al lowing the ev idence of what occurs i n  the 
research to be revealed. 

Most importantly, Maori-centred research is concerned with expressing Maori cul tural 
values in ways that accurately record Maori experiences and then reflects this b ack in the 
interpretation and findings .  These principles are elaborated upon by Linda Smith and 
Mason Durie, and amount to an expression of Maori identity within a cohesive political 
analysis that allows the research question to be answered. 

Conclusion 
A number of research principles can be d isti l led from the researcher 's  experience. The 
first is the need for the research to be Maori centred. It should be concerned to reflect a 
range of Maori ideas, values and ways of working in  the design, col lection of d ata, 
interpretation of results and dissemination of findings. This is an important requirement 
expected by the Maori community, as wel l  as by the research community. 

Secondly, there is a quest ioning of the assumed universal ity inherent in a positivistic 
western scientific tradition that makes Maori health research more a l igned with fem inist 
research. However, it wou ld be a mistake to over-compensate for this v iew by rejec ting 
the usefulness of methods that al low Maori to interpret our experiences in health using 
these methods. The chal l enge therefore is in the way in  which research questions, 
methods and findings are conceptual ised and dealt with, rather than the exclus ion of 
certain methods per se. 

Thirdly, there is a need for a multi-disciplinary approach to questions around Maori 
health policy and Maori health services. These questions are inevitably  multi-factorial 
and require methods and ski lls drawn from a wider range of expertise, from medicine, to 
economics, to social history to te reo. Al l  of these have the potentia l  to contribute, but 
care is needed to understand the framework within which such an analys is takes place. 
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Durie's ( 1 998) princip les of whakapiki  tangata, that promote enablement, enhancement 
and empowerment, are an expression again of Maori autonomy or rangatiratanga. But 
they are also an affirmation of cultural identity and confer a preference for a more 
ccmmunity development approach to health analysis than has h itherto been the case. The 
reason for this preference is complex, but is in part a reflection of the hol istic nature of 
the definition of hauora (Maori health). There are l inks to culture, identity, soci al 
standing, historical events, and whakapapa. These ideas are central to Maori health 
research and should not be left to the periphery in the research process. 

Over-riding many of these principles i s  also the central theme of mana Maori ,  where 
Maori control over knowledge is reclaimed. Tino rangatiratanga, Maori expression of 
self-determination, is therefore an important part of the research and therefore recurs as a 
theme in  any analysis by either research participants or Maori researchers. The ultimate 
expression of this for Maori, is that researchers of Maori health should be Maori . Only 
then can the Maori derived ideas of the researchers and the emitic ins ights they bring, 
drive the research and protect rangatiratanga. 
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CHAPTER 2 

Theorising the Wider Parameters of Maori Health 

Introduction 
The l iterature for this research is diverse, encompassmg health reforms, Maori 
development and socia l  pol icy. It also includes a rapidly growing body of l i terature on 
Maori conceptuali sation of health and Maori epistemology and ontology. In particular 
the appl ication of a Maori epistemology in education called Kaupapa theory is  
increasingly applied to health along with a more moderate Maori-centred approach. The 
rev iew of l iterature in this chapter does not include specific d iscussion about pub l i c  
sector reforms, health pol icy, heal th status and the health reforms. These topics wi l l  be 
included in the fol lowing chapters. Rather it focuses more on the research process i tself 
and therefore serves to provide the canvas for the rest of the painting created in this 
thesis .  

This is not an exhaustive l i terature review because of the scope of the l iterature; however, 
this Chapter is intended to help theorise the pol icy chapters that fol low. Further l iterature 
is preseqted in each of the Chapters and Chapter 6 covers more recent l i terature on socio­
economic and cultural determinants of health. 

The l iterature covered also includes a growmg body of Maori material emerging 
particularly through Masters theses on important topics for Maori health. These include: 
the characteristics of Maori communities and primary health services; medical l i terature 
on Maori health status; debates within epidemiology on the place of poverty, 
socioeconomic status and culture; social science l i terature around concepts of ethn icity, 
race and class; and the discourse surrounding the rationale for and effects of social and 
economic pol icy changes in Aotearoa New Zealand from the m id- 1 980s. 

Much of the thinking w ith in the l i terature intersects, reflecting common concerns about 
the effects of neo-l iberal policies on health outcomes, part icularly amongst vulnerable  
populations, and the debates with in  medicine itself around the nature of  health and heal th 
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care. There is also an attempt to grapple with the meaning of Hauora Maori. There is 
some overlap with the World Heal th Organisation definition of health as a state of 
complete emotional ,  physical , mental and social well -being rather than just the absence of 
d isease. However an assumption of the research is that hauora includes broader social 
and economic principles and is not concerned solely with physical, mental or emotional 
well -being. This fits with much of the l iterature on socio-economic determinants. 

Race, Ethnicity And Culture 
The debate around race, ethnicity and culture is as important today in New Zealand as it 
was 100 years ago, and is furthermore of importance in discussing health pol icy because 
the tendency has been towards increasingly ethnic specific targeted services (Cheyne,. 
O Brien, & Belgrave, 1 997, p 1 55) .  Whi le notions of race may be discredited based on 
biological and other scientific grounds (Smaje, 1 995) , it continues to be operational ised 
as if race continued to be a valid basis for differentiating between groups of people 
(McKegg, 1 995) .  Race is described as a "social construction that has a common sense 
meaning . . .  [and its] once accepted scientific status is now rejected by the biological 
services as inappropriate when classifying human groupings" (Spoonley, Macpherson, 
Pearson & Sedgwick, 1 984, p to) .  Such understand ings were I inked to the expansionist 
European colonial experience that sought to differentiate peoples according to phenotype. 
Inherently these defin it ions sought to h igh l ight the differences between the superiority of 
one ' race ' over another. New Zealand has struggled with these concepts s ince British 
colonisation in the nineteenth century. Te Poata-Smith explains .  

This  shift (from definitions based on biological criteria cal led race] 
primarily reflected the influential growth in national l iberation struggles 
against Western imperial ism, together with the international emergence of 
new social movements in the West from the late 1 960s. These movements 
represented a fundamental rejection of old notions of biological 
determinism in favour of more l iberating ideologies (Poata-Smith, 1 997, p. 
1 66) . 

Part of the refutation of such primordial notions of race relates to the scientific real isation 
that, 
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The amount of variation within a racial group is considerably greater than 
the average genetic difference between races . Clearly the genes 
respons ible for the morphological features that al low us to classify 
individuals into broad racial groupings are atypical and extremely 
unrepresentative of the true degree of interracial genetic d ifference (Poata­
Smith, 1 997, p. 1 66) . 

Thus whi leMaori have moved away from a relatively meaningless biological definition 
(in scientific terms) to a more encompassing defin ition of ethnicity, many people act as 
though these h istorical notions of race were sti l l  valid (McKegg, 1 995) . Furthermore 
there are inherent tens ions between the primordial  and instrumental ist constructions of 
ethnicity, which l imit our capacity to use both to explain the practice of ethnicity (Smaje, 
1 996a, pp 1 -3) . Ethnicity can best be described as ' essent ia l ly an identity that reflects the 
cultural experiences and feel ings of a particular group (Spoonely, 1 993, pp 36-37) . To 
elaborate, 

For an ethnic group to exist, there need to be cultural practices or bel iefs 
that define it as different from other groups in society . [These are l isted 
as] particular kin structures, d iet, rel ig ious bel iefs, rituals, language, dress ,  
econom ic activ i ties or pol i tical affi l iation to the group (Spoonley, 1 993, pp 
36-37) . 

Ethnicity is therefore an intimate reflection of culture and is complex and dynamic in 
nature, and often self-defined. Ethn ici ty is not mere ly  an expression of personal 
preference but rather an inherently polit ical choice ' th at tellsMaori much about 
individuals '  and groups ' values and orientations towards the issues related to cul tural 
pol itics ' (Bel l ,  1 996, pp 145- 1 46) . 

Te Poata ( 1 997) goes on t6 explain that, 
The fact that real phenotypical d ifference has social ' effects ' only when 
some social s ign ificance is attributed to that difference. Such approaches 
emphas ise not the biological superiority of some ' races ' to others , but the 
'cultural ' differences between 'ethnic ' groups . Such 'cul tural ' or ' ethnic '  
explanations for M ·ori inequal i ty tend to assume that identities are 
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primordial ,  that they originate in the unknowable past, and that they are 
relatively unchanging. In this way, ' ''Ethnicity'' or "culture" is conceived 
as a fate from which those it embraces cannot escape. Although 
acknowledged as a product of (usual ly caricatured) history, it is no longer 
amenable to further change by human action: it has become effectively 
part of nature (Poata-Smith ,  1 997, p. 167) .  

A new racism has emerged (Spoonley, 1 993) with rhetoric of cultural d ifference with its 
underlying bel ief that this form of racism is natural behaviour for human society. 

Such arguments about the permanence of particular forms of human 
behav iour are extremely spurious. Indeed, a substantial amount of 
anthropological and cross-cultural ev idence confirms, first, that what is 
cons idered ' natural ' behaviour for human beings changes radical ly  
throughout history and, second, that individuals and/or col lectivities 
' manipulate' their ethnic identities to fit different social situations (Poata­
Smith, 1 997, p. 1 67) . 

Ulhanau, lIapu, /wi 
Whanau, hapu and iwi are considered the basis of Maori society, forming the social 
structures that encompass Maori social activity. The erosion of these soci al arrangements 
l i nked by common whakapapa, is thought to have greatly contributed to the erosion of 
Maori t ikanga and society. These extended fami ly  structures are considered to be 
anathema to western industrial society 's valuing of the indiv idual .  This has repercussions 
for Maori health as Penney explai ns. 

The western medical approach, being individual istic had l ittle or no 
concern for the significance of whanau / hapt.4 issues as they impacted on 
an indiv iduals health. Whanaungatanga which has been identified as 
essential to health and wel l -being of Moori was l argely disregarded by the 
health serv ices . . .  The extended fami ly is the group who support the 
individual through a crisis and famil ies receive sustenance when they feel 
that they have an important contribution to make to the community they 
l ive in. However, the health care systems ' disregard of whanaungatanga 
to health, further set up cultural confl ict for M40ri - creating barriers to the 
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usual expression and demonstration of cultural practices (Penney, 1 996, p 
23) . 

Whi le the eros ion of both social structures and practices are an experience in common 
with al l other colonised indigenous peoples ,  there is some dispute about the exact nature 
of these social arrangements in traditional Maori society. This discussion h as become 
important because of the political support for iwi as the preferred channel for Maori 
development aris ing from government policy changes in the late 1 980s and 1 990s . 

Iwi, hafJ\A and whanau are often used together (so much so in this c la im 
that Mr Boag, the Waitangi Tribunal ' s  expert w itness, described the 
expression as a ' mantra ' )  in a way that suggests a h ierarchy of descent 
groups, from a broad-based numerically strong iwi or tribe, made up of a 
number of hap<A federated together, with the hapu. in turn, comprising a 
number of sma l ler but even closer-knit whanau or extended family groups. 
The conception that al l these groups function in much the same way, but 
are found at different levels of the organisational hierarchy, (that hapv are 
sub-div isions of iwi, and whanau are sub-divisions of hapJ) may be a 
Eurocentric view of M ·ori society , where power is seen to reside at the top 
with its exercise delegated to the people below. The M 'ori reality prior to 
European contact appears to have been quite different. It was the whanau 
and hap\" that were the effective and autonomous units of M,::iori social and 
pol itical organ isation. This prov ided a person 's primary source of security 
and identity, because members l i ved and acted together as a community. 
Rangatira signed the Treaty on behalf of hapt.., not ' iwi '  (Waitangi 
Tribunal ,  1 998, p 1 7) .  

There is considerable h istorical ev idence of an  increased homogenisation of  iwi ,  suiting a 
government requirement for clarity in  their dealings with Maori (Bal lara, 1 998) .  This l eft 
l ittle room for the dynamic and plural istic nature of iwi and hapu to be maintained. 
Western society demanded an identifiable entity that could be held legal ly accountable. 
As indicated previously, the notion of whanau, hapu and iwi as a fixed social structure 
bel ies the changing nature of Maori society. 
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The tendency of eighteenth-century halM to organise themselves i n  
communities often derived from the way they used their land and 
resources. There is . a certain vagueness about hapi..\ in the ev idence of 
many n ineteenth-century Native Land Court witnesses ; this is often 
because they were being asked to put labels on a nebulous rea l i ty-the 
ownership in  hapu terms of a specific and l imited stretch of land . . .  
scattered, independent colonies of descendants over a wide extent of 
country, interspersed with groups of descendants over a wide extent of 
country, interspersed with groups from other iwi and/or major hapu:, were 
more common than otherwise (BaHara, 1 998, p 1 94) . 

In Auckland and Northland there are major iwi groupings who are identified as having 
mana whenua. These c laims were legitimised through a series of government agency 
decisions that gave preference to these iwi in service del ivery contracts during the 1990s. 
A chal lenge to this de facto and actual pol icy was the basis of a chal lenge by Te Whanau 
o Waipareira who lodged a claim with the Wai tangi Tribunal . These iwi  c laims are 
l inked to the appl ication of the 1 840s rule (Kiro,  1 997), which states that those hapu / iwi 
who had use of lands at 1840, are the legitimate owners of that land. This is to a large 
extent a Pakeha convenience that has been rigidly applied to settle Maori d isputes. Some 
of these pre-date the Treaty of Waitangi .  Given the prominence of iwi in  the strategies 
pursued in health purchasing, it is worth considering some of the h istorical ev idence and 
current pol itical debate around the c laims of iwi and other Maori organisations. 

Most of this h istorical ev idence stems from the e ighteenth and n ineteenth centuries ,  
a lthough whakapapa recounted by whanau and hapu, goes back to 10  - the Maori supreme 
being. Belich ( 1 996) identifies four kin zones in Northland by the nineteenth century. 

Nga Puhi were quite cohes ive genealogica l ly  and had up to 1 50 hapVl but 
by the early n ineteenth century they fel l  into three competing and co­
operating hap V groups: western, or Hokianga, and northern and southern 
Bay of Islands. South of Nga Puh i ,  and l inked to their  western section, 
were Ngati Whatua. They are said to have come from the Far North, and 
their carv ing styles share more features with Aupouri than with Nga Puhi, 
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but they also had some l inks with Tainui .  Perhaps as l ate as the eighteenth 
century, Ngati Whatua displaced the previous inhab itants of southern 
Northland and the Auckland isthmus, including the Kawerau and Waiohua 
peoples . . .  Ngati Whatua absorbed these groups as much by intermarriage 
as violence, and possibly acquired their own tribal identity in the process. 
They were a powerful tribe at the end of the eighteenth century ,  a match 
for Nga Puh i ;  though they shared modern-day Auckland with another tribe 
from further south: Ngati Paoa (Bel ich, 1 996, p 92) . 

Belich observes that Ngati Whatua and the northern tribes also had ' associations outside 
the region, especial ly with Corommandel and, through it, w ith the East Coast' (Belich, 
1 996, p 92) . Like the Nga Puhi federation in the North, Tainui spread - from Kawhia in 
the south to encompass Waikato, Ngati Raukawa (further south) ,  and Ngati Paoa of 
Hauraki, along with their al l ied tribes. Again, the overlaps between tribes highl ighted 
l inks between Tainui to Arawa in the south, Auckland in the north and Corommandel in 
the west (Bel ich, 1 996, pp 92-93). 

Thus the picture of tribal identity is complicated by a number of factors, including 
historical a l l iances, and contemporary Treaty settlements. Durie explains. 

Nor should it be presumed that Moori are homogenous, even though they 
share many physical and cultural characteristics . Tribal identities and 
tribal management of resources remain v ital for an understanding of 
contemporary MC'iiori society: Some tribes, iwi ,  c l ai m  nation status for 
their tribe, insisting that attempts to describe M{\ori as if they were a s.ingle 
group are forced. Others are able to recogn ise the role  and relevance of 
tribes but ascribe equal val idity to a col lective M/iori identity or a s ingle 
M:>ori nation.  It should be pointed out that not all M(Jori have active l inks 
with any tribe, even though they may be able to demonstrate tribal descent 
and even have shared interests in Me:ori land. As urbanisation has 
escalated, issues relating to MZ;ori who are al ienated from tribes have 
assumed greater importance, especial ly in urban New Zealand, and they 
have been further highl ighted by the search for a formula for the 
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distribution of assets such as those derived from M(;ori fish ing quota 
(Durie, 1 998b, p 5) .  

In particular, the claim by Te Whanau 0 Waipareira warrants discussion because of i ts 
significance in  challenging government and Maori tribal views about the morality of 
channel ing all Maori development through iwi agencies. These debates have become 
intensely pol itical and have concentrated Maori attention over the past decade. 
Obviously such a d iscussion requires close attention to the Treaty of Waitangi which 
prov ides the constitutional framework for the d iscussion about relations between the 
Crown and Maori . 

The Waitangi Tribunal report on Te Whanau 0 Waipareira's claim that ' the Crown 's 
actions were ' s ign ificantly prejudicing Te Whanau 0 Waipareira ' s  abi l i ty to implement 
the del ivery of necessary Social Services Programmes to the West Auckland 
Community" (Waitangi Tribunal ,  1 998, Appendix n, p 255) . The c laim specifical ly 
concerned the al legation that the Community Funding Agency (CFA) 2, had adopted a 
somewhat narrow definition of iwi  and their Treaty obl igations such that i t  prohibited the 
exercise of rangatiratanga by Maori organisations l ike Waipareira who are capable of 
exercis ing this rangatiratanga (Waitangi Tribunal, 1 998) . This c laim is important 
because it lays responsibi l i ty on the Crown for a more expans ive interpretation of the 
Treaty that includes recognising those Maori groups capable of contributing to Maori 
development. An evaluation of Puao-te-Ata-tu3 suggests that strengthening Maori 
networks through the devolution of power and resources can encompass Maori 
organisations outs ide of that considered ' iwi ' .  The Waitangi Tribunal suggests a 
particular irony in Waipareira's claim against the CFA. 

2 The CFA is an arm of the Department of Social Welfare and is responsible for funding community 

organisations, ' al locating resources and support to community groups and organisations working in the area 

of soc ial services del ivery ' .  (DSW document quoted in Waitangi Tribunal Report, 1 998, p 8 1 )  
3 Puao-te-Ata-tu i s  the report o f  the Ministerial advisory committee that reviewed the Department o f  Social 

Welfare in 1986. It  focused on the exprience of Moori in the serives and highl ighted the need for a 

bicultural approach by strengthening traditional Mt70ri structures. 
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At a time when the Government is beset with problems over who 
represents tribes, for the purpose of settl ing claims, Waipare ira is one of 
the few districts where representation for a very large community has been 
resolved, but its status for the purposes of Treaty obl igations is 
unrecongised. And while the Government has d ifficulties in determining 
an appropriate Mi:;ori face to deal with for negotiations, here the roles are 
reversed. Waipareira has sett led coordination problems but is prejudiced 
by a l ack of coordination amongst the many Crown agencies . The Crown 
has many faces, but Waipareira cannot find a single Crown face to deal 
comprehens ively with its concerns (Waitangi Tribunal, 1 998, p 227) . 

The sign ificance of this report for this research is that it supports the v iew that there are 
'many Maori faces' capable of delivering appropriate services to Maori ,  and that these 

faces deserve support by the Crown. In this respect, it supports Durie 's  contention of 
diverse Maori realities (Durie, 1 995) and suggests that adherence to a dogmatic iwi­
centric stance in respect of Maori social service delivery is ultimately acting against the 

spirit of the Treaty of Waitangi . 

Te Mana Miiori 
Some of the arguments developed in this research suggest that Maori need to feel part of 

what is happening in our society in order to stay wel l .  Al ienation and feel ings of 
worthlessness have serious costs for the whole of society and are an entire ly predictable 
outcome of not seeing yourself as participating in society. For Maori the balance 

between material wel l  being and spiritual wel l -being is essential . These ideas are best 

expressed through Maori concepts of mana, wehi and ihi. However, these terms remain 

cloaked in mystery. The terms mana, wehi and ihi relate to the authority, standing, 
essence of a person and their status in Maori society. Tapu refers to sacredness and aroha 

to affi l iation, love and attachment. 

The Williams Dictionary of the Maori Language ( 1 975) is regarded as an authoritative 

translation of Maori, however, Maori terms are not easily translated and with mUltiple 

layers of meaning. Wi l l iams defines mana as, "authority, control" and " influence, 
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prestige, power" and a "psychic force" .  Wehi is defined as , "be afraid" and "terrible" .  

Whakawehi means to "terrify" or a l ternatively, to "safeguard or protect". Wehiwehi  

means "awe, regard".  Ih i  i s  defined as , "power, authority, rank, essential force". Ihi  can 

also mean "terrify" when used as whakaihi .  

Tapu is  defined as "under religious or supersti tious restriction", or "beyond one 's power, 

inaccessible", and "sacred".  Aroha is defined as , " love, yearning", "pity, compass ion" ,  

"affectionate regard" and to "feel love or  pity" and "show approval" .  

Durie describes a multi-axial framework for Te Hoe Nuku Roa4 including " four 

interacting dimensions - paihere tangata (human relationships), te ao Maori (Maori 

cul ture and identity) , nga ahuatanga noho-a-tangata (socio-economic circumstances) ,  nga 

whakanekeneketanga (change over time) (Durie, 1 998a, p 57) . Whi le this framework is 

not designed expl icitly for Maori health, i t  incorporates key aspects associated with 

Maori wel l-being that are useful when thinking about hauora Maori . 

A part of being heal thy also invol ves participating in cultural practices . For example, Ta 

Henare Tate explains why Maori return to their ancestral homes for tangihanga. 

I l jken it to kawai kumara (the runners of the kumara) coming back to te 

putake (the tap root) . Cut off from the root, the runner shrivels .  It can 

only take in food by joining itself at the root (Tate, The unseen world, 

New Zeal and Geographic, 1 996) . 

He goes on to observe that: 

In traditional M{iori terms , ignoring the principles of tapu is the same as 

declaring spiritual suicide. Yet a society that favours material over 

spiritual val ues has 'systematica l ly  violated and bel itt led these bel iefs, 

labe l ing them supersti tions and rel ics of paganism, and declaring them to 

be of no importance in the modern world .  The reality is this; a fai lure to 

address tapu is a fai lure to grow.  Your mana remains stunted, moments of 

4 A longitudinal study of M·ori whanau based at Massey University 
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ach ievement sl ip through your fingers and your life journey becomes 
frustrating . . .  The relationship between mana and tapu can be compared to 
the workings of an artes ian well. The water source deep underground is 
l ike tapu; the gushing of water up through the bore and on to a thirsty land 
is l ike mana. Failure to address tapu drives the water back down the bore, 
and the land dries up . . .  There are three ways of address ing tapu :  through 
tika Oustice) , pono (integrity, or faithfulness to tika) and aroha (love) . By 
continually striv ing to act with tika, pono and aroha in day-to-day l ife, 
tapu flourishes and mana radiates outward l ike the ripples of a stone 
dropped into a pond (Tate, The unseen world, New Zealand Geographic, 
1 996) . 

The reform process h as attempted to reinterpret these traditional Maori values and 
express them within Maori healthcare providers. This practice has been termed Kaupapa 
Maori and is discussed later in this thesis. 

Does Class Or Ethnicity Matter? 
To some extent the answer to this question rests on our understanding of ethn icity and i ts 
interaction with culture as a more accurate description of those attributes which 
distinguish groups of people. Many researchers have argued for the more accurate use of 
ethnicity and have discussed a poss ible relationship between ethnicity and class with 
respect to health (Davis ,  1 984; Smaje, 1 995; Spencer, 1 996) . 

The interaction between ethnicity and class is gathering interest, largely because of the 
work being done on socio-economic status and health. Evidence that Maori are 
disproportionately represented in low socio-economic groups is overwhelming (National 
Health Committee, 1 998; Te Puni Kokiri, 1 998) . This coincides with evidence of 
increasing disparity between Maori and non-Maori fol lowing major macro-economic 
shifts in New Zealand from the mid-1 980s (Statistics New Zealand, 1 998; Statistics New 
Zealand, 1 999; Te Puni Kokiri, 1 998) . 
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One of the difficulties in health research has been the confus ion of biological definitions 
of race that are scientifical ly discredited and social categories such as cul ture. The debate 
around race and ethnicity has been d iscussed earl ier, what matters in this discussion is the 
relationship between race and socio-economic status or c lass . These terms are not 
necessari ly  inter-changeable, but for the purposes of this discussion are those features 
that ensure relative material deprivation with in a particular society. 

Class is an important concept because of i ts Marx ist roots . In a global ised market 
economy, Marxist ideas have gained a new currency in explaining the effects of an 
unequal relat ionship in respect of sharing the benefits of this relationship between 
ownership of capital and provis ion of l abour. Smaje ( 1 996b) explains. 

Marxist theory has persuasively described the way in which c lass 
differentiation surrepti tious ly reproduces social and material inequal i ties, 
and several theorists have suggested that ethnic categories are essential ly 
c lass fractions serving the interests of capita l  . . .  while ethnic groups often 
act like classes in serv ice of economic demands there is nothing in this 
observations wh ich tel ls us why it is the particular s ignifications 
associated with extant ethnic categories which inevitably result from the 
logic of class d ifferentiation, rather than other kinds of difference. 
Moreover, whi le strongly class determinist theories of ethnicity avoid the 
essential ism of primordial  theories which treat ethnicity as a social 
category sui generis, the exp lanatory total ity of an essential . ethnic 
sentiment' is merely displaced by one relating to a particular economic 
relation. In this way, the fert i le poss ib i l ities of material ism for theoris ing 
ethnicity as practice are narrowed into a reduction ism of ethnicity to class 
(Smaje, 1 996a, p 3) . 

Thus Smaje is arguing that it is not possible to reduce ethnicity to a de facto class, in part 
because ethnicity is re l iant on the specificity of its form and mean ing (Smaje, 1 996b, p 
3) . Despite these and other reservations, there are associations between ethnicity and 
social c lass obv ious in the socio-economic determinants l iterature emerging in New 
Zealand and international ly. 
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Davis explains the interaction between ethnicity and class. 
There is no straight forward interpretation of the effects on mortal ity of the 
interaction of social class, ethnicity and the forces of social and economic 
development in New Zealand. To some extent i t  might be tempting to 
interpret these results as supporting a cultural l ife-sty le interpretation of 
d ifferential mortal ity .  That is, one could look to d iet, self-care, smoking, 
drinking and other aspects of l ife-sty le to account for the Mc\ori 
disadvantage and also to explain the social class gradients in the 'd isorders 
of affluence' .  Yet it is also clear that racial and socia l  c lass differences in 
l ife-style are not independent of material condition (eg. poorer diet, 
excessive drinking and smoking may just as plaus ibly explained by stress 
and deprivation as by cultural d ifference) . Nor can it be assumed that the 
recorded ethnic group differences are fundamenta l ly cultural in nature and 
hence relatively unconditioned by inequal i ty of circumstance; e .g.  both 
unemployment and inequal ities of access to health care are greater for 
M(.vris and Pacific Islanders than would be predicted from knowledge of 
their class pos ition alone (Davis ,  1 984) . 

Interestingly Davis found that socio-economic determinants accounted for 20% of health 
outcomes, and ethnicity for 80% (Pearce, Davis, Smith, & Foster, 1 984, p 32) .  This may 
wel l  be changing with increas ing gaps in equal ity that may sh ift the balance between 
these two structural features . 

There i s  a VIew reflected I n  Maori patterns of smoking and risk-taking 
behaviourbehaviour, which would suggest that the greater influence is socio-economic 
circumstance, not culture on prec ipitating this behav iourbehaviour. However, it cannot 
be explained as one or the other, but rather the multiplying effect of ethn ic ity and socio­
economic status that mutua l ly  reinforces d isadvantage and lends to this type of 
behaviourbehav iour. Culture is a potential l y  contributory factor, particularly as i t  is 
rel i ed upon increasingly to define our difference from others or to separate our various 
common identities. As Spencer ( 1 996) points out, culture is itself dynamic and wi l l  often 
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incorporate elements of the dominant culture, while also influencing that dominant 
cul ture in subtle ways. 

We do not currently know the extent to which socio-economic factors and factors related 
to ethnicity contribute to i l lness , however the evidence does suggest that, 

Poverty and d iscrimination (the so-cal led double jeopardy) experienced by 
most ethnic minority groups accounts for the greater part of the 
d ifferences (Spencer, 1 996, p 14 1 ) .  

Work done on aet iology suggests a relationship between compromised immune systems 
brought on by stress and a h istory of inequal ity caused by discrimination, unequal 
opportunity and deprivation. Furthermore, a developing body of l iterature on the effects 
of inequal ity suggests that this can have an effect not only between simi lar social groups 
but also within social groups where a h ierarchy exists (such as Marmot's Whitehal l  
research in the UK (Marmot, 1 995)) . These ideas become more important when 
considering increasing inequal ity as a result of macroeconomic and publ ic pol icy shifts 
with Aotearoa New Zealand. 

Theories Of Health 
Health i s  a complex matter. The wayMaori think about health is a reflection of the way 
in whichMaori have come to conceptualise it, therefore determining the kind of research 
questions and treatment optionsMaori identify .  

Our health system has evolved into an equal l y  complex matter. There is  no doubt that 
our health system is based on the dominance of medical approaches to diagnos is and 
treatment. Medicine is based on western scientific principles and is primarily concerned 
with physiological explanations of i l l ness. Treatments therefore are either physical or 
chemical in nature, both affecting the b iophysical nature of our self. It is also premised 
on individual cases (Krieger, 1 994) . 

In the late twentieth century. health is primari ly thought of in two ways, as a genetic pre­
d isposition and as an outcome of l ifestyle. For example, Maori genetic pre-di sposition is 
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reflected in the argument that Ma.ori were susceptible to certain types of i llness, such as 
influenza, because of their lack of immunity to certain i l l nesses on contact w ith 
Europeans. Ma.ori i l lness has also been attributed to a substantial ly changed l ifestyle with 
a high intake of processed foods leading to i l l nesses such as d iabetes . This is contrasted 
with traditional foods such as watercress, puha., ika, kai moana and kumara. The 
fol lowing simplistic schema summarises the major explanations for Maori i llness in 
relation to non-Maori. 

Table 4 Contemporary Ways of Conceputalising Maori Health 

Biological 
I l lness & premature death arises from physica l ly l ocated problems related to germs or 
genes. These emphasis vectors for infections, toxic physical cond itions or physiological 
pre-dispos ition to certain ai lments . Does not exclude one explanation from others (as 
with the fol lowing explanations, they can be understood in tandem, al though there is a 
tendency for one type of explanation to dominate) . 

Behav iourBehav iourism 
Ma.ori engage in high risk behaviourbehaviours which lead to poorer health status such as 
smoking, drinking and driv ing, domestic violence against women and chi ldren, homicide 
and vehicle crashes. Health outcomes such as l ife expectancy or rates of i l l ness are 
l inked to l ifestyle approaches that dominate current public health advice. 
BehaviourBehav iour is l inked to cultural norms, c lass and educational values that are 
important variab les for determining health outcomes. 

Structural ism 
Ma.ori are the victims of institutionalised racism. This racism affects their soci al position 
within society and their abi lity to participate In society positively .  Ma.ori are 
discriminated against and their poorer social status determines their health status. The 
socio-economic determinants arguments come from this school 

Psychological and P�ys iological Maladaption 
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Maori are physiologically ill prepared for the modern world. Pschyological ly they are ill 

prepared for the isolation, stress and pace of modern society and their cultural values are 
at odds with expected norms of behav iour, leading them to respond inappropriately to 
certain triggers. 

Cultural ism 
Maori culture sets them apart from dominant Western European culture. The inability to 

access cultural resources (such as reo, marae, hapU / iwi, tikanga), results in Maori who 

are a l ienated from society. Their identity is weakened and they are in .confl ict w ith the 
world they l ive in. 

Lifestyle approaches have dom inated publ ic health approaches in the last few decades. 
This can be seen most c learly with concerns about how diet and exercise and particular 
practices such as lying your baby on i ts back to protect against SIDS, can avoid the ' risk ' 
of certain i l lnesses . 

Underlying both of these l ifestyle approaches assume a series of individual ised responses. 
Whi le avoiding the ear l ier pitfal ls of talking about ' race ' ,  there are underlying ideas about 
genetic superiority and susceptibi l i ty {immunity} bui lt into these explanations and 
expectations about behaviourbehaviour. For example there is l ittle questioning of the 
underlying normative ideas and how these are made. For example SIDS education 
promotes babies s leeping in their own beds on their backs or s ides. This may be at odds 
with shared sleeping practices of Maori perpetuated at marae hui. Another example 

would be teenage pregnancy. While Maori retain younger fertility patterns for 

chi ldbearing, the Pakeha popu lation has sh ifted to a later chi ldbearing pattern (Shirley, 
Koopman-Boyden, Pool ,  & John, 1 997) . These changes in ferti l i ty patterns now identify 
Maori fertility patterns as 'dysfunctional ' since they are no longer congruent with 

dominant fert i l i ty patterns. Such views betray a strongly normative interpretation of what 
consti tutes healthy chi ldrearing, rather than any biological imperative. 
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Recently there has been a renewed interest in the effects of social inequal i ty on heal th. 
The Black Report ( 1 982) provided a bl istering critique of the effects of social  phenomena 
on health outcomes in the United Kingdom. It was preceded by work such as Susser and 
Watson ( 1971 )  who attempted to identify the connections between the economy, 
population and health in the United States . During the 1 990s, work done by Benzeval ,  
Judge and Whitehead ( 1 995) , Wi l kinson ( 1 996) , Kawachi (2000) and Spencer ( 1 996) on  
the way in which inequal ity in society has a profound effect on  the hea lth status of  
populations, has added more evidence to  these earl ier arguments .  Each indiv idual w ithin 
a particular society may have a health status that may be better or worse than that of the 
total population. It is the pattern of i l lness that is of interest here. 

The argument can be summarised as the greater the inequal ity within a particular society, 
the poorer the overal l  health status of the population (Wi lkinson, 1 996) . Health is 
therefore the product of more than the aggregation of indiv idual cases and therefore 
necess itates a more ecological analysis than is currently offered in conventional medicine 
(Krieger, 1 994) . 

This argument may contradict the neo- l iberal pol !cy agenda of the last two decades. 
These pol icies promote income polarisation as an inev itab le consequence of meritorious 
society where indiv idual effort is rewarded, with incenti ves to achieve, produce more and 
take greater risks . The greater the effort and risk (so the ideology goes) , the greater the 
returns one can expect. Those who are not weal thy are bel ieved to be so because they 
have not taken the risk, worked hard enough or had a bright idea at the right time. 
I rrespective of th is ideology in economics, the health ev idence seems to suggest that there 
are negat ive health consequences from pursu ing such po l icies. 

Preventative Medicine 
Rose argues in his seminal work, "The Strategy of Preventive Medicine", for the 
adoption of a more population based approach to medicine, which better reflects the 
contribution of medicine, whi le recogn ising its shortcomings in the treatment of i l l nesses. 
He outl ines a number of d i lemmas , which affect heal th, not least the tendency for medical 
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practitioners to v iew the treatment of d isease in individuals as the foundation of thei r  
vocation. 

Rose effective ly questions the nature of d isease by pointing out the d isparity between the 
biological processes of identifiable disease and management of d isease, which requires 
much higher levels of certainty than medicine can rea l ly offer. This tendency to see 
d isease as yes / no, rather than as the continuum which most d iseases fal l on (Rose, 1 992, 
p 1 1 ) ,  has massive repercussions for treatment and for the way in which the pub l ic 
perceive heal th. 

His argument is that the appl ication of population based approaches in respect of many 
diseases would del iver greater benefits ,across the whole populat ion where the aetiology 
indicates it, rather than merely relying on a h igh risk indiv idual strategy. However such a 
shift requires a fundamental shift in  the 'ethos and organi zation of medical care' (Rose, 
1 992, p 43) . Essential ly, the total burden of i l lness across the whole population may be 
greater with common, low level a i lments rather than the traumatic, l ife threatening 
conditions which tend to preoccupy the resources of our health system (Rose, 1 992, pp 
22-27) . 

Rose highl ights the treatment paradox of a population based approach which is that, "a 
preventive measure that brings large benefits to the community offers l i ttle to each 
part icipating i ndividual" (Rose, 1992, p 12) .  

Despite this shortcoming this seems beneficial and yet has received much less attention 
than the high-risk strategy in which ' efforts are focused on those individuals who are 
j udged mostly l ikely to develop d isease. This avoids the wastefulness of the mass 
approach" (Rose, 1 992, p 1 3) .  Such adv ice would  suggest that, for example, diabetes 
educational programmes should be targeted at those most l i kely to develop the d isease, 
rather than a mass approach. Thus it may be wiser to invest in educational programmes 
that target Paci fic Is land and Miiori populations who are more susceptible to factors that 
precipitate diabetes. 
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Scientific methods, particu larly those rel ying on case-control studies , which have the 
most legitimacy with medical· research, have major shortcomings because of the need for 
statistical s ize and power and the shaping of hypotheses. Rose argues that, 

Preventive medicine, l ike the rest of medicine, should be as scientific as 
possible, but we should not expect to find more than a few is lands of firm 
ground, and for the rest we must learn to l ive with uncertainty and to be 
satisfied with best judgements . Most decisions on health pol icy are 
prov is ional , and they are subject to review in the l ight of experience and 
new ideas (Rose, 1 992, p 28) . 

Yet, pol icy analysts and pol iticians and medical practitioners manage i l l  health as if there 
were certainty . Maori know that heal th pol icy reflects the best knowledge avail able at the 
time, and that the publ ic wants �Iear advice from pub l ic health advisors .  Yet it is not 
always poss ible to give such definitive adv ice. Rather this adv ice is a reflection of what 
is known at the time and other variables such as values and cost. 

Rose sets out the criteria for adopting a population based approach, despite recognis ing 
that ' Il lness is a personal not a col lective event' (Rose, 1 992, p 29) . Doctors ' ' subsequent 
profess ional ethos wi l l  be founded on accepting the responsib i l i ty for patients . Indeed, in 
some special ties this indiv idual-centred approach is so dominant as to exclude almost 
completely any other v iew of health problems ' (Rose, 1 992, p 29) . Thus prioritis ing 
concern ' for action at  the level of needy indiv iduals '  (Rose, 1 992, p 29) drives c l in ical 
defin itions of need and shapes professional obl igations amongst medical practitioners . 

Furthermore, he argues that, 'pol itic ians and governments favour action confined to a 
needy minority rather than any recognition that health could reflect national or socia l  
pol icies. They argue that individuals, with support from the ir  doctors, should be held 
respons ible for their own health. Thus among doctors, publ ic, and governments al ike the 
natural focus for preventive medicine is action for indiv idua ls '  (Rose, 1 992, p 29) . 
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Advocates such as Spencer and Wil kinson have promoted this l ink between social pol icy 
and health. An article in the GP Weekly stated, 

Social pol icy is the main influence in poverty and child health . . .  you 
can ' t  escape from the influence of social pol icy on health. It does appear 
that social pol ic ies that attempt to overcome differences in terms of access 
to food and access to health services are probably ones that are to be, in 
the end, beneficial as far as children are concerned ' (Wright, 1 997) . 

Spencer goes on to make an argument explored by Wilk inson that poverty and income 
disparity, have profound health outcomes. 

If you take as a measure of poverty those people  who earn less than 50 
percent of average income, that has increased very rapidly in Britain over 
the last 20 years . And whereas the income of the top 10 percent has 
increased 60 percent, the income of the bottom 1 0  percent has gone down 
30 percent in real terms over that period (Spencer, 1 996) . 

He compares some developed countries w ith undeveloped ones, arguing that 
undeveloped countries can sometimes 'buck the trend ' of greater burden of i l l  health 
where certain qual ities are in place such as, 

Pol itical and social wi l l  to tackle the prob lems; relatively equitable income 
distribution; equitable distribution, throughout rural and urban areas, of 
publ ic health and primary health measures; education for a l l ,  with high 
levels of female l iteracy; and nutrition programmes (Spencer, 1 996) . 

Spencer identifies vastly different explanations for the kind of disparities in SIDS and 
mean birth weight in babies ;  one which sees there is a, 

Culture of poverty and the poor people smoke more and have more 
unheal thy l ifesty les . . .  By contrast, the structural school says it is a 
function of the structural inequali ties of society which make it harder for 
one group to be healthy compared with another . . .  He says those who 
suggest you should try and change the behaviour actual ly tend to min imise 
the complexities and ignore the uncomfortable ev idence (Spencer, 1 996) . 
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This trend can also be seen in New Zealand. Income polarisation is, i t  seems, an 
inev itab le consequence of trade l iberal isation, multi-national investments and new right 
social policy agendas (Hazeldine, 1 998; lesson, 1 999) . This raises a question about the 
degree to which economic gains for New Zealand populations, and Maori i n  particular, 
cancel out the negative costs of high unemployment and decreasing real incomes for most 
fami l ies . It also raises questions about the long-term consequences of such pol ic ies. 

Maori are a vu lnerable  population and therefore are most susceptible to m arket vagaries 
(Kiro, 1 998b) . Again, there are impl ications for the health of these populations. 

Society exists as an entity and not only as a col l ection of individuals or 
fami l ies . Each society has i ts own distinctive col lective characteristics, 
including many that influence health. These socia l  risk factors may 
change, and when they do so, their distributions tend to shift as a whole, 
reflecting the coherent nature of society (Rose, 1 992, p 95) . 

Categorising health serv ices as personal or public health has been a convenience and 
suggests an orientation and underlying philosoph ies that are substantial l y  different. To a 
large extent those working on a pub lic health approach have been more concerned w ith 
the b ig picture, including the impact of pub l ic pol icy on health and popu lation based 
analyses of health. Personal health has been the major focus of health serv ices in 
Aotearoa New Zealand and this is reflected in both the funding and practice orientation of 
heal th professionals. 

If Maori begin from a perspective of population and historical analysisMaori look to 
answer vastly different questions than those that are concerned with individual 
behav iourbehav iour. Wi lkinson argues that looking at heal th from the standpoint of 
society rather than of individuals can lead to a rad ica l l y  different v iew of the 
determinants of health (Wilkinson, 1 996) . 

A cha llenge is therefore before us. How canMaori ensure that Maori have greater control 
over our own health, prescribed not just by the obl igations of fol lowing the Treaty of 
Waitangi, but also indicated by the international research on health? Such an approach 
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requires that non-Maori continue to face their responsibilities in respect of the historical 
antecedents of Maori i l lness, and requires support f�r an integrated public policy 
approach which acknowledges the inter-dependence of the whole. As Benzeval, Judge 
and Whitehead explain, 

The international evidence on inequal ities is compel l ing. People who l ive 
in disadvantaged circumstances have more i l lness, greater distress ,  more 
disabil ity and shorter l ives than those who are more affluent. Such 
injustice could be prevented, but this requires pol i tical wi l l  (Benzeval , 
Judge, & Whitehead, 1 995) . 

Susser and Watson proposed a related argument in 1 971  that, 
In many disorders, the occupation and social circumstances of the v ictim 
are important in the onset and diagnosis of the d isease as wel l  as in 
determining the chances of successful treatment (Susser & Watson, 1971 ,  
P v i i) .  

Collective Versus Individual Interests 
The dominance of the economic rational ist discourse in social pol icy in Aotearoa New 
Zealand from the mid- 1 980s has high l ighted a debate about collective versus individual 
interests . An ideal ised 'homo economicus ' assumes the rational pursuit of economic 
maximum uti l ity by the indiv idual raises serious questions about how New Zealanders 
should behave towards each other in respect of 'public good' activ ities such as heal th 
care provision (Hazeldine, 1 998; Jesson, 1999) . 

This view of homo economicus was expressed in publ ic pol icy as a publ ic-choice ideal. 
Cheyne et al ( 1 997) explain. 

The appl ication of publ ic-choice theory and monetarism has characterised 
publ ic sector reforms in New Zealand since 1 984. The key outcomes of 
the neo-l iberal critique of the welfare state have been: a reduction in the 
role of the state in the provis ion of serv ices, emphasis ing private rather 
than publ ic provision of serv ices ; the development of contractual 
arrangements between the state and service providers; and the separation 
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of the funding and prov is ion of serv ices through the development of what 
has been cal led ' quasi-markets ' (Cheyne et a l . ,  1 997, p 85) . 

These authors go on to identify social services and health, as examples of these 'quas i­
markets ' proposed by Le Grand and Bartlett ( 1 993) . Competition inherent in these 
'quasi-markets ' ,  serves to encourage efficiency and respons iveness amongst these 
providers. To explain further; 

The l ibertarian critique of government is what is cal led 'publ ic cho ice 
theory ' .  Publ ic choice theorists begin · with the assumption that the 
behaviour of pol itical actors (voters, pressure groups, bureaucrats , and 
pol i ticians) is dominated by self- interest. The impact of this in the publ ic 
sector is that pol iticians seek to maximise votes . Bureaucrats s trive to 
expand the size of their organisation because it is through having more 
staff that they wi l l  receive larger budgets . Ideas of ' publ ic good ' and 
' social justice' as the basis for action are rejected. Because the costs of 
state actions do not affect pol iticians and bureaucrats directly, they have 
no incentive to use resources efficiently and profitably. In this process, 
interest groups seek to influence government decis ions. Publ ic-choice 
theorists argue that this increase in the size of government caused or at 
least aggravated the 1980s economic recession because pub I ic Iy provided 
serv ices consume an excessive portion of a country ' s  resources . Cutbacks 
in publ ic expenditure and retrenchment of publ ic services are, therefore, 
required. In particular, publ ic-choice theorists oppose this expansion of 
the state because they fundamental ly question the plural ist concept of a 
neutral s tate, which acts ' in the publ ic interest' (Cheyne et a l . ,  1 997, p 86) . 

The pub l ic pol icy debate also serves to h ighl ight inherent tensions in the col lectivist 
values promulgated by Maori society and the self-interested behaviourbehaviour of 
pol itical e l ites . It inevitably raises questions about the value of pub l ic health approaches 
that are premised on notions of publ ic good and a counterpoint, i ndiv idual respons ib i l ity 
that has come to dominate pol itical discourse international l y  and in New Zeal and 
(Beagleho)e & Bonita ,  1 997) . 
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Public Health And Population Approaches 
Publ ic heal th advocacy has often intersected with pol i tical interests by chal lenging those 
things in peoples ' l ives that affect or create i l lness .  Publ ic health ' issues ' have changed 
over time according to a complex mosaic of patterns of i l l ness, l ifestyle, environment and 
social conditions . In their 1 997 book, Beag lehole and Bonita make this point in stating 
that last century, publ ic heal th was about drainage, sewerage and sanitation. Fol lowing 
this, infectious disease epidemiology and prevention dominated the field. Now non­
communicable disease studies and molecular epidemiology dominate as explanations 
(Beaglehole & Bonita, 1 997) . 

Beaglehole and Bonita chal lenge their col leagues to take a broader v iew of the threats to 
human health since many practitioners are too narrowly focused on disease eradication 
and on medical studies, which ignore the social and global origins of disease. They 
exhort their profess ion to cons ider the bigger issues that impact on health such as war, 
poverty and global environmental prob lems. To do this, today ' s  publ ic health students 
are more l i kely to be guided by economists, social scientists and pol icy experts than by 
phys icians (Beaglehole & Bonita, 1 997) . 

Publ ic heal th and population-based approaches to health care are of considerable 
importance to Maori because they are vulnerable populations and are net beneficiaries of 
approaches which emphasise ' public good ' and universal ism (Kiro, 1 998b) . Social and 
economic pol icies which lead to increased unemployment, lower home ownership and 
increased rents and fami l ies under stress, cannot be considered as contributing to healthy 
outcomes for Maori. There is considerable  evidence that the result of the reforms from 
1984 have had these effects for Maori (Durie, 1 998b; Statistics New Zealand, 1 998; Te 
Puni Kokiri ,  1 998; Wi l l iams, Frater, & Stephens, 1 999) . 

These approaches often reflect a wider social consciousness, in addition to being al igned 
to i l lness prevention strategies . Publ ic  heal th l iterature also reinforces hol ism and 
recognises the interaction of l ived social experience and health outcomes, in ways wh ich 
a more reductionist medical approach does not. Al l  of these make the approaches more 
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consistent with traditional Maori values and also maximises their benefici al effects for 
Maori. How this happens is proposed in the discussion in the first few chapters. 

One of the ideas developed in this research is that Maori patterns of morbidity and 
mortality fol low (for most diseases) roughly the same pattern as that of non-Maori. The 
reason for this may be related to the fact that Maori are also members of this society, and 
while Maori share distinctive characteristics, Maori also benefit from i mprovements 
within the rest of society. Simi larly, declines in well-being amongst Maori have 
implications and effects for the rest of society. It is not possible to isolate Maori interests 
without imposing greater damage on a group already experiencing social exclus ion. The 
dilemma in this argument · about Maori interests being tied to that of the rest of the 
population, poses an additional dilemma for Maori since mainstream Pakeha interests 
m ay cut across Maori desire for tino rangatiratanga. Rangatiratanga can only be 
expressed within the New Zealand pol itical body as a separatist experience for Maori 
given the rejection by Pakeha New Zealand for the exercise of Maori authority in ways 
that affect them. 

These critiques on the nature of heal th and benefits of med icine emerge from a growing 
body of l iterature, which to varying degrees questions the sanctity of medicine as the 
repository of knowledge on health. Critics do not reject the usefulness of medicine but 
suggest a more moderated consideration of its benefits and l imitations. The attraction of 
a dichotomous approach to health, which sees people as either s ick or healthy (Rose, 
1 992) , may wel l be due in part to the difficul ty of managing causes for i l l ness which are 
multi -factorial and are pol itical , as much as the requirement for scientific rigor. This 
l i terature suggests that there are major benefits from adopting a more expansive approach 
to health, which is consistent with Maori hol ism (Durie, 1 998c) . 

Preventive medicine seeks to, 
Reduce the number of s ick individuals, who form a clearly definable 
minority ; by impl ication the majority of the population is normal and 
should therefore be left in peace. This approach rests on the traditional 
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principle of medical d iagnosis, which assumes that, with respect to each 
disease, the world fal l s  into two classes, namely those who have it and 
those who do not (Rose, 1992, p6) . 

Furthermore, "There is no known biological reason why every population should not be 
as healthy as the best" (Rose, 1 992, p I ) .  The tendency of medicine to see health and 
i l l ness as dichotomous is extremely problematic for most conditions . Again, as Rose 
points out, "Disease truly forms a continuum of severity, but its management requires a 
system of unambiguous labels" (Rose, 1 992, p lO) .  

Another key influence i n  this argument i s  that developed b y  Wilk inson i n  his book, 
Unhealthy Societies, ( 1 996) where he suggests that health is more affected by social 
cohesion than the traditional risk factors studied by medical researchers . This would 
suggest that the increasing gap between rich and poor in developed societies is a 
s ignificant indicator of who wi l l  be wel l ,  and who wi l l  be i l l  in any given society, 
"Society tel ls  us about health, and learning about heal th tel ls us about society" 
(Wi lkinson, 1 996, p 1 5) .  

Durkheim's view that society i s  more than the sum of  indiv iduals within i t  is  borne out in 
Wi lkinson ' s  thes is that the only accurate explanation of the health evidence is that the 
way in which social relations are structured affect our health outcomes . Other wel l  
known research on the effects of social relations and inequal ity on health outcomes can 
be found in the work of Marmot, amongst others . Wilkinson concluded that when, 
"Looking at health from the standpoint of society rather than of individuals can lead to a 
radical ly  different v iew of the determinants of health" (Wi lkinson, 1 996) . 

The implications for Maori of this thinking are developed in subsequent Chapters in  the 
ana lysis of social pol icy, cri tique of the heal th reforms and discuss ion of the evidence 
emerging amongst Maori providers about health services and Maori health gains. 
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The main assumption made in this thes is is that this more structura l ist approach to health 
is more suited to addressing the underlying causes of the disproportionate burden of 
i l lness in the Maori population. 

Epidemiology 
Epidemiology is the science of pub l ic health, identifying patterns of association and 
causation for diseases amongst populations. This may include identify ing disease 
pathways .  A debate is occurring between those who see epidemiology as seduced by the 
"scientific arcana of disease causation" at the expense of publ ic health, or "physician­
scientist role to society" (Rothman, Adami ,  & Trichopoulos, 1 998, p 8 1 0) .  This crit icism 
refers to the tendency for epidemiologists to become more consumed with the minutiae of 
scientific investigation rather than on the factors that prevent the occurrence of these 
phenomena, such as upstream features l i ke poverty. As Pearce ( 1 996) argues, 
epidemiologists prefer to study, "decontextual ised indiv idual risk factors" rather than the 
causes of health problems. He identifies the danger of ignoring the h istorical and social 
context as, 

Attempting to el iminate the influence of other causes of d iseases - in an 
attempt to control confounding- [which] strips away the essential 
historical and social context (Pearce, 1 996) . 

This debate within epidemiology is seminal to this research because of the underlying 
assumption that what affects the health of Maori l ies more outside the gambit of the 
health sector than within it. A threshold may wel l  exist which means that those beyond a 
certain level of income (relative to others within society at that time) can make choices 
and deal with factors that influence their health, in particular, those rel ated to l ifestyle ,  
environmental factors or stress .  

In  h i s  1995 publ ication on  Humane Medicine, Mi les Little suggests that in the fact of 
uncertainty and expectation, real ity diverges when looking at what it is doctors do, and 
what it is patients expect lhem to do. These ideas are heretical to medicine. As Wulff et 
al suggest, 
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What is at stake is the medical profess ion ' s  investment in the biopos it ivist 
model .  S ince the days of Claude Bernard, medicine has been seen 
i ncreasingly in real ist, material ist and reductionist terms, and the scientific 
component of medicine has steadi ly grown at the expense of the 
hermeneutic component from wh ich medicine presumably originated 
(Wulff, Pederson, & Rosenberg, 1 990, p56) . 

It is interest ing to note that this question continues to be raised despite the move to a 
more empirical basis through evidence based medicine This l i terature rev iew has 
identified a smal l  number of those who bel ieve that social medicine ( including traditional 
pub l ic health exponents) prov ides a more l asting and profound solution than address ing 
strategies to individual risk management of i ncreas i ngly n iche-oriented medicine.  

The advent of critical methods and the evolution of schools of phYSiology 
and pathology put the epistemological foundation of medicine on a new 
base (Cangui lhem, 1988, p 57) .  

The b ioposit iv ist models success has led to the communication difficulty perceived by 
pat ients (and some doctors) . 

Success with reduction ism and objectivism has emphas ised the primacy of 
the British empiricist phi losophical tradit ion within medicine . . . The 
Mannheim and Frankfurt tradi tions of German phi losophy, however have 
cont inued to develop the hermeneutic direction in i tiated by Heidegger 
(Susser & Watson, 1 97 1 ,  p 58) . 

Habermas has extended this c9ncept by us ing ' ideology' as a central concept in 
analys ing the process of communication. Ideologies are sets of bel iefs and theories that 
societa l groups use to communicate amongst themselves and to cement ex isting power 
relationships. 

Medical schoo ls are attempting to i ntroduce a more humanistic approach into their 
courses and improve communication sk i l ls .  

It remains to be seen whether these moves wi l l  improve the 
commun ication sk i l ls of medical graduates or change the orientation of 
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medical research away from its present reduction ist objective toward 
outcome investigations which relate more directly  to societal needs, or 
whether establ ished authority will preserve the status quo (Susser & 

Watson, 1 97 1 ) .  

How Do Miiori Explain Health ? 
Modern, western conceptions of health spring from the early Greek and French 
phi losophers . Descartes and the separation of mind and body proved too great a 
chal lenge to the ancient Greek hol istic tradition. W ithin Polynesian society there 
remained intact a corpus of knowledge and sk i l l  which was passed on within tribes, 
including supernatural explanations of i l lness . 

Modern medicine is a relative ly new phenomenon and is premised on the pos itiv ist, 
empirical tradition of western science. This tradition has been criticised by a number of 
scholars, inc luding those promoting Kaupapa Maori Theory. Others v iew the empiricist 
trad ition as a welcome addition to another box of tricks in understanding, diagnosing and 
treating Maori i l lnesses. Clearly the focus of medicine h as become the rel ationship 
between individual sick patients and doctors who intervene through chemical alterations, 
physical interventions (surgical procedures) or behav iourbehav ioural adjustments to 
l i festyle. 

The fol lowing chapters evaluate these approaches with respect to their underlying 
assumptions and their appl ication to Maori health, as part of bui lding a picture of heal th, 
wh ich i's not located within one trad ition and does not see the location of i l lness as the 
definition of health. These ·critiques include major orientations in explaining the nature 
of i l lness and disease; namely, biomedical orientations, including genetic pre-dispos ition, 
l i fe-style and behav ioural explanations and lastly the s tructural ist arguments emerging in 
socio-economic determinants l iterature. 

These different ways of conceptual is ing health are not independent in thought from the 
rest of what is happening in society. As Spencer points out, 
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This aetological debate, itself not new, has far-reaching health and social 
pol icy impl ications. If poverty is no longer seen as a major health 
determinant and health inequal ities are thought to arise as a consequence 
of unhealthy patterns of individual behaviour, then financial ly hard­
pressed governments have a justified argument for the further reduction of 
social support and welfare programmes, and primary preventive strategies 
would be more concerned with changing individual behaviour than with 
social and environmental change (Spencer, 1 996, p xi) .  

Socioeconomic Determinants Dj Health 
The examination of the extent to which there are social and economic determinants of 
health is a relatively new phenomena, but offers much promise as a way of expanding our 
understanding about the l ink between social pol icy and health outcomes. 

It is no accident that this approach occurs at a time when there is a growing pre­
occupation w ith genetic explanations of health where everything to do with health is 
reduced to the level of microscopic explanation. While socio-economic determinants 
explanations of health tend to deal with the societal level ,  it is not mutual ly exclusive of 
genetic or other explanations of health. 

Research on socio-economic determinants in New Zealand, such as Howden-Chapman, 
Cram ( 1997) , lackson ( 1998) and National Health Committee ( 1998) , show that our 
social and economic and cultural environment are important determi nants of Maori 
health . They suggest that broader societal trends than individual behaviourbehaviour 
affect our health outcomes. In particular, the importance of work, income, hous ing, 
education and the interaction of these various components is key to understanding l ikely 
health outcomes. The evolving work of Wilkinson ( 1 996) , Beaglehole and Bonita 
( 1 997) , Pearce ( 1 996) , Davis ( 1984) and Spencer ( 1996) also suggest l inks between the 
wider social experiences of people and their health outcomes. 

Such research provides supporting evidence for the v iew that the d isparity between Maori 
and non-Maori is l ikely to be deleterious to Maori health. This is an i mportant proviso 
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given the recent increases in inequal ity within New Zealand (Chatterjee & Podder, 1 998; 
Easton, 1 997b; Statistics New Zealand, 1 998) . Improvements are related to socio­
economic and social pos ition and how one has been affected by the subsequent and 
mass ive social and economic reforms wh ich have gripped Aotearoa New Zealand since 
1984. but in particular s ince 1990. 

There is also a growing interest in the way in which culture positively affects health ,  for 
example the longitudinal research of Te Hoe Nuku Roa at Massey Univers ity and 
National Health Committee Report ( 1998) . Culture here is conceived of as different to 
socio-economic factors . It is a reflection of tikanga, te reo and those concepts discussed 
earl ier in the chapter. as a means of achieving hauora.  This wi l l  be discussed more ful l y  
i n  the rest o f  the thes is. 
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Conclusion 

The way thatMaori conceptual ise health i s  important because Maori have distinctive 
cultural characteristics that can only be understood ful ly  w ithin the context of that 
culture. This inevitabl y  influences the research question, process and interpretation of 
findings. Importantly however, it shapes the way that knowledge is constructed and 
appl ied during research. 

Maori chal lenges to positivism ari se-from their h istory of exclus ion in such processes and 
knowledge and the difficulty in affirming knowledge that comes from a different 
tradition. An emerging tradition of ideas in social epidemiology suggests a possibi l ity for 
a marriage of useful i deas between Maori and medicine, because it highlights the 
ecological basis of i l lness and wel lness without decontextual is ing the experience of 
popul ations within it. The analysis of the population is understood within this tradition as 
emerging from the social context of behaviourbehaviour, a contextual mul ti level analys is 
and developmental l ife-course perspective which contribute to understanding the 
relations between and w ithin populations (Berkman & Kawachi ,  2000; Kawachi et a l . ,  
2000) . Such explanations are necessary to answer the question about why some 
individuals get s ick and others do not. 

The l iterature reveals growing support for structural ist explanations of health, particularly 
when cons idering why it is that some populations experience very different heal th 
outcomes to other populations. These differences suggest that i t  is the relative experience 
of populations within society that matter in terms of health outcomes . If this is  true, then 
any analys is of health needs also to analyse the socia l  mi l ieu within which these 
populations l ive. Publ ic policy is part of the force that shapes this social m i l ieu. 
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CHAPTER 3 

Public Policy Reforms: Welfare State to Market Economy 

Introduction 
Since 1 984 New Zealand has undergone mass ive economic and social changes des igned 
to spur economic growth and individual responsibi l ity among other things. These 
changes have become known as the ' reforms ' and they substantial ly changed the basis of 
the rela�ionship between government (the state) and the publ ic (Cheyne, 1 997; Wi l l  iams, 
1 999; Boston, 1999; Easton, 1 997; Kelsey, 1 993) . In particular, neo- l iberal ism came to 
dominate pol icy thinking in government and was enacted in a series of publ ic pol icy 
changes affecting the New Zealand economy, social serv ices and l ives of indiv idual New 
Zealanders (Boston, Dalziel , & John, 1 999; Cheyne et a I . ,  1 997;  Easton, 1 997a; Kelsey, 
1 993) . 

As a result of pol icy changes to the labour market, income, housing, educat ion and 
health, New Zealand society changed sign ificantly (Boston et a I . ,  1 999; Cheyne et aI . ,  
1 997; Easton, 1997a) . These changes have been especia l l y  accentuated for Maori 
because of our pos ition of economic and cultural vulnerabi l i ty (Kiro, 1 998b) . Whi le neo­
l iberal economic and social po l icies posed new opportunities for Maori, such as in the 
provision of health services, the pol icy changes affected Maori detrimenta l ly  as a 
population (Brown, 1 999; Kiro,  1 998b; Statist ics New Zealand, 1 999; Te Puni  Kokiri ,  
1 998; Wi l l iams et aI . ,  1 999) . 

There is growing empirical and qual itative ev idence to support the view that these macro 
and m icro-pol icy sh ifts by government have had a profound effect on the health of 
populations (Macdonald, Pearce, Salter, & Smith, 1982; Wi lkinson, 1 996; Woodward ,  
1 996) . In  particular, there are serious questions arising from empirical data on the effects 
of these economic and socia l  reforms on the wel l-being of Maori across a range of 
indicators such as income, labour market participation, housing ,  education and health. In 
particular, it appears that inequal ity within society leads to predictable detrimental health 
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outcomes (Benzeval et a l . ,  1 995; Brown, 1 999; Davis, 1998; Howden-Chapman & Cram, 
1 998; National Health Committee, 1 998; Wilkinson, 1996; Wi l l iams et a l . ,  1 999; 
Woodward, 1 996) . 

The marriage of macro and micro-pol icy effects with a more specific health sector 
analysis allows Maori to examine the overall impact of the health reforms in Auckland on 
Maori, within a more contextualised framework consistent with an ecological approach. 
This approach is developed in the conclusion of this thes is as a model for future health 
pol icy analysis .  

This chapter identifies key elements of the welfare state and subsequent economic and 
social reforms in New Zealand from 1 984, including the health reforms. Social and 
economic indicators enableMaori to draw some concl usions about the rel ative importance 
of the 'health reforms ' discussed in chapter 4, in terms of the effects of the whole 
platform of reforms on Maori health and wel l-being. These indicators are closely l inked 
to the l iterature on socio-economic determinants of health, specifical ly on the effects of 
inequal ity on the health of individuals and populations. 

The fol lowing analysis begins with a d iscuss ion of the wel fare state in New Zealand. 
This  starting point has been chosen simply as a matter of convenience. Although Maori 
had an establ ished economy prior to European sett lement in the nineteenth century, a 
consideration of this l ies outside the scope of this thes is. For a discussion of this early 
economy and pre-welfare state social pol icy see Ruwhiu ( 1999) , Bel ich ( 1 996), Durie 
( 1 998) , chapter 2,  Easton ( 1997), chapter 3 and Cheyne et aI, ( 1997) , chapter 2. 

The Welfare State in New Zealand 
The welfare state in New Zealand dates from the late 1 930s al though its genesis l ies in 
the Fabians ' socia l ist traditions of the United Kingdom and in the development of the 
State in New Zealand during the nineteenth century. Welfare itself has come to mean 
different things to different people at different times in our history, with a more 
'pejorative edge ' late ly,  associated as the term is with referring to income support by 
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government (Thomson, 1998, p 3) . The welfare state was introduced by the First Labour 
government through legislation such as the Social Security Act of 1 938. The new 
wel fare state was intended to meet the needs of those in poverty (Cheyne et a l . ,  1 997,  p 
34) and was based on an 'appl ied Christianity' S where people 's  access to services was 
based on need and not on their abi l i ty to pay (Boston et a l . ,  1 999; Cheyne et a l . ,  1 997) . 
These ideas about the welfare state reflected a pol i tical consensus that has lasted for forty 
years (Boston et a l . ,  1 999; Cheyne et a l . ,  1 997) . This consensus however, has existed for 
only a brief period in New Zealand. New Zealanders have tended towards a more self­
rel iant attitude in respect of famil ies and individuals with Victorian values of 
' independence, hard work, thrift, fami ly responsib i l ity, and loathing of 'welfare 
dependence ' more the norm (Thomson, 1 998) . The deserv ing poor were tightly 
prescribed even when more ' l iberal ' innovations such as the Old Age Pension were 
introduced in 1 898 (Cheyne et a l . ,  1 997, p33) . 

This de-coupl ing of state welfare and poverty accelerated with the Great Depress ion 
where too many people were unemployed to attribute unemployment to ' indiv idual 
ineptitude or moral laxity' (Thomson, 1 998) . This experience spurred a new way of 
th inking about the balance between the s tate (government) and the market place. 

Ware and Goodin characterise the welfare state in three models ;  a res idual ist, minimal ist 
or  needs-based model ; an insurance or contributions based model ; and a social citizenship 
or rights-based model (Ware & Goodin ,  1 990, pp 5-8) . These models can be seen in 
h istorical examples and in contemporary examples in various countries . The res idua l ist 
model reflects those ideals of self-rel iance and indiv idual responsibi l ity that originated 
within class ical l iberalism and have been advanced more recently by market l iberals and 
neo-conservat ives (Henare, 1 999, p 6) . 

The New Zealand welfare state was repealed in another series of sweeping reforms by the 
Fourth Labour government between 1 984- 1 990. Momentum to overturn the welfare s tate 

5 Quote attributed to Prime M inister Savage 
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d id not diminish with Labour's 1 990 electoral loss because successive National 
governments continued to implement neo- l iberal reforms designed to reduce the role of 
government. 

Why Did The Welfare State Change? Neo-Liberal Reforms In New 

Zealand 
Legis lation underwriting the contract between the state and New Zealand publ ic was 
swept away on a tide of neo-l iberal reforms begun with the election of the Fourth Labour 
government in 1 984. When the National government came to power in 1 990, they 
pursued these reforms with renewed v igor unti l  the late 1 990s when ' reform fatigue ' set 
in .  This reform fatigue from the late 1 990s occurred around the same time that the health 
reforms were beginning to bed down through the Heal th and Disabi l i ty Services Act. 
These reforms are the canvas for the health pol icy reforms painted in this thesis . .  

Pressure for these reforms emerged from two main sources, one ideolog ical and the other 
pragmatic. The ideological impetus involved a series of criticisms of the welfare state 
wh ich are summarised by Boston ( 1999) : a fai lure to reduce poverty or overcome 
disadvantage, prov iding disproportionate ass istance to those who need it least, 
encouraging dependence on welfare benefits, promoting 'provider capture ' and 
generating large, insensit ive and inflex ible bureaucracies, undermin ing the traditional 
fami ly  unit, displac ing voluntary and private welfare, undermining personal 
respons ib i l ity and creating perverse incentives, thereby discouraging employment and 
undermin ing economic growth (Boston et al . ,  1 999, p 4) . The pragmatic pressures 
consisted of New Zealand 's deteriorating economic posi tion with ris ing unemployment, a 
growing balance of trade deficit and h igh interest rates brought about in  part by the 
Muldoon government 's b ig idea, ' think big' projects (Easton, 1 997a) . The New Zealand 
economy had evolved as overly dependent upon one sector, agriculture, and one market, 
England, which created major problems during the 1 970s as a series of fundamental 
structural shifts changed the international economy (Easton, 1 997a) . 

Neo-l iberal ism has prov ided a framework for answering questions around the fl agging 
economic performance of New Zealand in the l ate- 1 970s and early- 1 980s, such as ris ing 
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unemployment, high interest rates, ris ing demand for government assistance and high 
inflation rates.  The solution was a redes ign of the welfare state to encourage investment 
and competit iveness (Maitra; 1997, p 36) . This was done through a series of economic 
and social reforms which included removal of trade tariffs , l iberal isation of the labour 
market through the introduction of the Employment Contracts Act 1 99 1 ,  sale of state­
owned assets , adherence to a low inflation pol icy under the Reserve Bank Act 1 989, and 
a raft of other changes that effectively sought to introduce the market as the primary 
mechan ism for pol icy interactions in both the publ ic  and private sector (Boston et a l . ,  
1 999; Cheyne et  a l . ,  1 997;  Hazeldine, 1 998; Jesson; 1 999; Kelsey, 1 993 ; Kelsey, 1 994) . 
Such reforms were intended to invite overseas investment in  New Zealand and to 
stimu late economic growth through entrepreneurial business development. 

The newly elected National Government ' s  expenditure and income intentions were 
s ignaled in a statement released in December 1 990. These intentions were implemented 
in their 1 99 1  budget and resulted in cons iderable cuts to government expenditure and 
reductions in taxation and government assistance levels in 1 99 1 -92. New Zealand 
Treasury explained the National Government's reforms as consisting of: 

An extensive agenda of r,lacro and micro-economic reforms has al lowed 
the price system to emerge as the dominant signal for investment, 
production and consumption decis ions . The major changes implemented 
include removal of controls on prices, interest rates and wages ; a free float 
of the New Zealand dol lar; extensive taxation reform aimed at reducing 
marginal rates and broaden ing the tax base; removal of agricul tura l  
subsidies and price supports ; removal of  quantitative import controls and 
sharp reductions in tariffs ; deregulation of the o i l ,  banking and transport 
industries ; deregulation of the labour market; privatisation of State-Owned 
Enterprises ; and wide-ranging publ ic sector financial management reforms 
(Treasury, 1 997) . 

The market reforms led to an increase in government revenue from a broad range of tax 
sources including Goods and Serv ices Tax. This increased revenue has been used to 
repay pub l ic debt (private debt has continued tu grow in New Zealand) . 
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Governments have achieved a budget surplus for much of the 1 990s. All ied with these 
macro-economic pol icies of inflation control and labour market flex ibil i ty were other 
pol icies aimed at reducing personal income tax and government expenditure. These were 
all consistent with neo-liberal monetarist management. 

An important component of government strategy for better economic performance was 
reduction in government expenditure. This included removal of trade tariffs but also led 
to a reduction in support for social pol icy areas such as welfare income maintenance for 
low income fami l ies, health and education. 

This series of macro and micro-economic changes implemented by government during 
the 1 990s negatively multipl ied the effects of underlying structural features relating to 
Maori l abour force participation, educational achievement, home ownership and income. 
All of these had an effect on the overall well-being of Maori as a population during the 
period of the reforms, and more particularly in the years fol lowing the reforms. 

Trade l iberal isation and employment legislation increased the number of unemployed in 
New Zealand to unprecedented numbers. Further changes to taxation and benefit 
ass istance further depressed incomes of middle and low income fami l ies during the 1990s 
(Easton, 1 997b; Statistics New Zealand, 1999) . 

Public Choice Theory, Agency Theory and Transaction-cost Theory 
New Zealand's economic and social reforms from 1984 were the most sweeping and 
wide-ranging of any in the western world (Easton, 1997a; Jesson, 1 999) . They reflected 
serious criticisms by successive governments about the inefficiency and ineffectiveness 
of how th ings were being done in New Zealand. These criticisms contained a number of 
assumptions and an ideology about the type of solutions that would work based on an 
international experience of gloabl isation, and in particular, the global mobi l i ty of capita l .  
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Amongst the host of criticisms about the wel fare state was a view that bureaucracies, 
voters, pressure groups, pol i ticians and profess ional groups act in their own self interest. 
This self interest generates distortions which are then played out within the pol icy pol ity. 
Publ ic  choice theory and monetarism was used to explain these neo- l iberal reforms in 
New Zealand (Cheyne et a l . ,  1 997, p 85) . To elaborate, pub l ic  choice theory suggests 
that because of this self-interested behaviourbehaviour; 

Pol itic ians seek to maximise votes . Bureaucrats strive to expand the size 
of their organisation because it is through having more staff that they wi l l  
receive larger budgets. Ideas of  ' publ ic good ' and 'social justice ' as  a 
basis for action are rejected. Because the costs of s tate actions do not 
affect pol iticians and bureaucrats d i rectly, they have no incentive to use 
resources efficiently and profitably. In this process, interest groups seek 
to influence government decis ions (Cheyne et a l . ,  1 997, P 86) . 

Thus continual upward pressure for budget increases by government departments are 
exp lained by publ ic choice theory. It ignores however, al ternative explanations for 
increases in government expenditure such as increased populations through immigration 
or natural increases in ferti l i ty, and furthermore assumes increased government 
expenditure as ' problematic ' .  

Public choice theory is often accompanied b y  two other theories used to highl ight the 
shortcomings of the welfare state: agency theory and transaction-cost theory (Cheyne et 
al . ,  1 997, p 86) . Agency theory argues that contracts should form the bas is of state 
provis ion of services since it wou ld ensure a clear specification of respons ibi l i t ies 
between the parties to the contract, particularly between the principal and the agent. The 
agent agrees to carry out particular tasks on behalf of the principal and is rewarded 
accordingly (Cheyne et a l . ,  1 997, p 87) . However, an imbalance exists because the agent 
often has the greater knowledge and access to information. A rel iance on contracting is 
ev ident in the health sector as a direct result  of the 1 990s health reforms. The 
information and expertise asymmetry that ex ists between health prov iders and purchasers 
has been the subject of criticism, as has the narrow way i n  which complex health 
outcomes come to be defined within imperfect contracts . Contracts by their nature need 
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to specify outputs, but health may be more about long-term and more interactive health 
processes to achieve outcomes, rather than about outputs . Thus contracting may be an 
overly mechanistic tool for effecting beneficial changes in health. 

Transaction-cost theory is also associated with pub l ic choice theory and agency theory. 
This theory explains the benefits of competition within markets by developing 
explanations of ways in which organisations seek to control their environments by taking 
over their competitors (Cheyne et al . ,  1 997, p 87) . Again, there is evidence of th is 
thinking appl ied to the health sector during the 1990s health reforms. The separation of 
purchasers and providers and the development of multiple, competing providers were 
intended to create efficiencies by forcing reductions in transaction-costs between 
competing prov iders . Ironical ly, transaction costs increased as a result of these reforms,  
particularly so for more complex, community based providers such as in mental health 
(Ashton, 1 998) . 

Economic Growth as a Marker of Social Well-being 
The view that market driven economic growth would promote social wel l -being has 
prevailed to the present day despite evidence that the market has no 'moral sensibi l ities ' 
(Anonymous, 1 994) . In particular marked changes to incomes arising from these reforms 
should be noted because they indicate a material advantage and disadvantage resulting 
directly from the reform agenda and because of the implications for increased inequal ity 
suggested by the l i terature. This increas ing income polarisation has affected those 
countries that have pursued neo-l iberal reforms international ly .  This inequal ity is 
explained as fol lows : 

Income inequal i ties arise from the independent actions of indiv iduals with 
different ski l ls and assets who are rewarded according to what consumers 
and producers are prepared to pay (Anonymous, 1994) . 

These income differentials have important impl ications for health and wi l l  therefore be 
discussed in chapter 6 .  There is growing evidence in New Zealand and international ly of 
socio-economic status as a determinant of l ife expectancy and morbid ity. 
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The balance between equal ity and economic efficiency has been changed in New Zealand 
as a result of more-market pol icies over the last 1 5  years . 

Such growth in inequal ities is a direct reflection 'of the red istributive 
decisions of governments in these countries , as wel l as the degree to which 
markets correct for such inequal ity .  The extent and nature of this trade-off 
between equal ity and economic efficiency (at least in theory) is a pol itical 
decision. In New Zealand the decis ion has been made to reward economic 
efficiency and forgo equal ity (Kiro, 1 998b, p 296) . 

Neo- l iberal ism, which is also known as New Right thinking, contains a set of normative 
ideas about how government and society s hould function .  It draws upon a critique of the 
wel fare state and argues that the welfare state creates distortions which make it inherent ly 
inefficient, ensures mediocre performance, restricts individual choice and prevents 
max imisation of individual util ities (Tensenbel & Gauld,  2000) . Shirely, Easton, Briar 
and Chatterjee ( 1 990) explain these more ful ly as 'doctrines ' of the New Right: 

The first doctrine of economic individua l ism assumes without question, 
that markets are beneficial and governments harmful ,  and that individual 
freedom and government action exist in inverse ration to each other. The 
second strand emanates out of extreme l ibertarianism which bases its case 
for laissez faire capital ism on moral grounds and the third strand comes 
from Friedrich Hayek and the Austrian school of economics [monetarists] 
. . .  It is strongly rooted in the tradition of welfare economics which 
maintains that al l human behaviourbehaviour is conditioned by the 
hedonistic aspirations of individuals wanting to max imise their productive 
capacities . It ignores the fact that individual des ires are themselves the 
products of a part icular social process and thus , even when advocates of 
economic individualism claim that they are motivated by progressive and 
humane interventions, they inev itably view ind ividuals as one dimensional 
beings thereby ignoring their cultural history ,  the institutions they have 
establ ished and the real i ty of power differentials .  (Fougere, 1 990, p 20) 

This impl ied cultural juggernaut must raise concerns for those more marginal ised cultures 
in a global ised economy. 
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It is s impl istic however to portray neo-libera l ism as monol ithic. Successive governments 
have revealed very d ifferent assumptions about the role of the state in legis lation. For 
example the Fourth Labour Government ' s  Reserve Bank Act 1 989 was des igned to deal 
with inflation and, "deploys state power to restrain the demand side of the economy" " 
(Bertram, 1 997) . Thus Labour "retained some corporatist elements in i ts approach to the 
supply s ide" (Bertram, 1997, p 44) . In comparison the National government' s  
Employment Contracts Act 1991 rel ies instead on individual interactions between actors 
in the market based on a view that: 

The level and structure of real wages emerging from an unregulated 
market have greater moral authority (that is, are closer to the social 
optimum) than the old system of col lectively negotiated awards and 
expl icit relativi ty comparisons, operated under the actively of the s tate. 
That presumption, in turn, springs from individualist skepticism about the 
capabil ities of the state i tself, and active hostil i ty to the collectivist 
assumptions that formed the founding principles of the union movement. 
(Bertram, 1 997, p 43) . 

While government efforts were ini tially focused on the stimulation of the economy as a 
means of generating wealth and wel l -being, attention also turned to addressing the 
shortcomings of the welfare state in respect of serv ice provision. The welfare state was 
attacked because of the shortcomings identified earl ier in this chapter. Governments 
between 1 984 and 1 999 pursued a common neo- l iberal agenda in respect of their role. 
This agenda included the reduction of the role ?f the state in the prov ision of services ; 
development of contractual arrangements between the state and service prov iders ; and 
separat ion of fund ing and provision of services through the development of 'quasi­
markets ' (Cheyne et al . ,  1 997, p 85) . 

These quasi-markets (as described by Le Grand and Bartlett, 1 993) can be seen clearly in 
the health reforms and wi l l  be explained more ful ly  in chapter 5 on the health reforms. 
The New Zealand experience is interesting because it is possible to see the clear 
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appl ication of this theory in pract ice within the government sector. This has therefore 
affected those most rel iant on government assistance or support in the marketplace. 

Chronology of Reforms 
The neo- l iberal publ ic  pol icy reforms were implemented between 1 984 and 1 999, 
al though two c lear periods are discernable. The first was fol lowing the election of the 
Lange Labour government in 1984. Within a few months a mass ive number of reforms 
had occurred to stimulate and ' free-up' the New Zealand economy. This reform impetus 
s lowed as a result of mounting publ ic opposition and internal Labour party rifts that saw 
the government lose the 1 990 election. 

The second period, fol lowed the election of the Bolger National government in 1 990 
which, contrary to publ ic expectation, increased the pace of reforms . The momentum of 
the reforms subsequently slackened with successive coa l ition governments fol lowing the 
1 993 and 1 996 elections, where National was forced into pol icy concessions to retain 
power, first w ith the United Party and then with the New Zealand F irst Party. 

There is arguably  a third phase of the reforms, namely the election of Jenny Shipley as 
Prime Minister and ousting of Jim Bolger, which occurred in 1 997.  Sh ipley was wide ly  
seen as  increas ing momentum for market reforms at a time when Bolger was beginning to 
ease off. 

Final ly,  the election of the Labour-All iance Coalition Government in 1 999 hera lds yet 
another �ignificant shift in publ ic pol icy that is outside the scope of this thesis to analyse. 
This wi l l  also affect the functioning of the welfare state with many promised repeals of 
neo- l iberal pol icies . 

he neo- l iberal reforms were a response to major economic problems. Muldoon ' s  l engthy 
period of government had created what was sometimes referred to as a "fortress New 
Zealand" (Easton, 1 997b) . This had led to an insular and false society that could not be 
sustained with growing levels of international debt and unemployment. However, what is 
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noticeable is the unrival led extent and speed of the reforms " in New Zealand compared to 
the rest of the world. This speed and scope reflected a fundamental bel ief by key 
pol itical actors in government, government departments, commerce and academia that 
not only could the problems be clearly identified, solutions were also clearly identifiable. 
As a result , the same treatment was prescribed irrespective of the problem: less 
government and more market. 

Easton ( 1 997) argues that the implementation of the first series of reforms was inevitable 
considering the mismatch between the way that New Zealand 's  internal economy was 
organised and the external changes sweeping other world economies (Easton, 1 997a; 
Easton, 1 997b) . This was due in part to a highly regulated, but inappropriate set of 
economic tools used by government. The exchange rate is just one example of an 
economic tool , which experienced a number of problems . These problems included the 
viable real exchange rate, an overvalued exchange rate, the need for a compensating 
exchange rate with the removal of import protection and export subsidisation, and an 
appropriate equi l ibrium for the exchange rate to ensure that the current account cou ld 
attract overseas investors to stimulate the economy (Easton, 1997b, p 1 20) . A l l  of these 
suggested a need for an exchange rate pol icy where the real exchange rate would find an 
appropriate level by  a 'search and test '  mechanism (Easton, 1997b, p 236) . The 
Government 's  March 1 985 pol icy decision to float the New Zealand dol lar in a 'd irty 
float' h ighl ighted the flawed assumptions made about the New Zealand economy. 

There seemed to be the v iew that monetary and fiscal pol icy could be 
detached from exchange rate policy, and even one from the other. This 
latter statement may seem a bit odd, but about that time a phrase attributed 
to the American economist Robert Mundel l ,  ' tight money, loose fisca l '  
was used to justify the large deficits of Reaganomics . . .  The Treasury 
[New Zealand] even seemed to tolerate a higher deficit under a float when 
it said: ' with a floating exchange rate, there is less risk that poor monetary 
and fiscal pol ic ies wi l l  impoverish those industries exposed to world trade 
while generating spiral ing external debt problems ' .  I ronical ly ,  the 
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tradable sector was to experience impoverishment and external debt was to 
rise fol lowing the adoption of the Treasury advice (Easton, 1 997b, p 237) . 

However, he argues, that the actual reforms pursued by the government were not requ ired 
to achieve their stated aims .  Rather a s lower pace of reforms and more effectively 
constructed set of economic reforms would have delivered superior economic 
performance and furthermore, not produced the chronic social s ide effects experienced by 
many New Zealanders . The effects of these reforms in the l abour market, hous ing pol icy, 
income support for low income people and education costs would have profound effects 
for vulnerable populations such as Maori. 

The Effects Of The Reforms 
The ideas that drove the economic and social reforms in New Zealand between 1 984 and 
1 999 were based on a view of rational human behaviourbehav iour where individual effort 
and risk were rewarded. These rewards were therefore not shared equal ly  throughout 
society, but presumed a steep gradient between people. In this respect, inequal ity was an 
inevitab le result  of these ideas. A rev iew of income and employment c learly showed a 
growing gap between Maori and non-Maori (Statistics New Zealand, 1 998; Te Puni 
Kokiri, 1 998) . The effect of this increasing inequal ity on health is ind icated in the heal th 
l i terature on socio-economic determinants, in particular the evolving theory about the 
relationship between inequal ity within societies and health status (Wi lkinson, 1 996) . 

Conclusion 
This chapter l ays out the groundwork for understanding the economic and social reforms 
in New Zealand over the past 1 5  years, as a pre-cursor for considering the ways in which 
these reforms have subsequently affected the conditions shaping Maori. In particular, 

questions arise about the extent to which a more hol istic analys is of pol icy h ighl ights the 
negative effects of successive government policies on Maori health when considering the 

overal l  impact on the population. These can be due to changes to income (through 
reductions in government assistance to low income fami l ies , and reductions in taxation to 
the wealthy) and through government labour market pol icies (with extremely high levels 
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of Maori unemployment). Such pol icies create an environment that shapes health 
outcomes (Berkman & Kawach i ,  2000) . 

When cons idering the 1 990s reforms in respect of the health sector, the same themes that 
have driven health reforms international ly emerge. A noticeable feature of the reforms of 
the past 15 years is the way in which personal choice has been emphas ised at the expense 
of ideas associated with 'publ ic good ' .  Neo-l iberalism has permeated a l l  sectors of New 
Zealand society with its impl ied values enshrined in economic and social pol icies until 
1 999. There is an emphas is on the paramouncy of the indiv idual that dominates neo­
l iberal ism that is at odds with the more collectivist values of traditional Maori society. 

Health researchers have attempted to grapple with the impact of various pol icies on the 
health outcomes of populations and individuals for many years . There is a growing 
consensus about the way in which various social and economic conditions act as 
determinants for health for particular populations and individuals (Dav is, 1 998; Howden­
Chapman & Cram, 1 998; National Health Committee, 1 998) . There is evidence that 
inequal ities within society have profound effects on heal th. This therefore necessitates an 
interest in those social ,  economic  and cultural factors outs ide the health care system 
(Beaglehole & Bonita, 1 997; Benzeval et al. , 1 995; Black, Morris, Smith, & Townsend, 
1 992; Crampton & (Eds) , 1996; Davis, 1 984; Spencer, 1 996; Susser & Watson, 1 97 1 ;  
Wilkinson, 1 996; Wi l l iams et al . ,  1 999; Woodward, 1 996) . Evans, Barer & Marmor 
(Eds) go so far as to conclude that; 

Factors in the social environment, external to the heal th care system, exert 
a major and potential ly  modifiable influence on the health of populations 
through biological channels  that are just now beginning to be understood. 
(Chap man & Cram, 1998, pp 4-5) . 

We also know that periods of considerable change in human society are l i kely to lead to 
s ignificant health events such as epidemics. 

Epidemics appear, and often disappear without traces when a new culture 
period has started; thus with leprosy, and the English sweat. The history 
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of epidemics is therefore the h istory of disturbances of human culture 
(Vi rchow, 1 847) . 

New Zealand society has undergone massive change in the past 1 6  years .  This change is 
l ikely to have a profound affect on the health of New Zealanders . In particular, the 
evidence of i ncreased i nequal ity suggests that New Zealand Maori wil l  be negatively 
impacted as the result of such changes if theories of relativ ism in health and socio­
economic and cultural determinants continue to be borne out in health research .  For this 
reason chapters 6 and 7 examine these ideas around health and the ev idence of the impact 
of these changes in more depth. 
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CHAPTER 4 

Maori Development And Maori Social Policy 

Introduction 
During the period of the 1990s health reforms, Maori can be characterised as engaging 
with the Crown (or State) in two ways simu ltaneously: by settl ing historical grievances, 
and by participating in the dismantl ing of the monolithic state by providing services 
through contracting with government agencies .  These two processes were an expression 
of tino rangatiratanga by al lowing for recognition of past wrongs done to iwi and by 
enabl ing them to participate in current and future health services in a way that was 
intended to improve Maori outcomes across a range of social indicators. However, a 
more critical analysis has been largely absent from the discussion about the way in which · 

these two tensions were at times contradictory or were used by the Crown to secure 
Maori agreement to a process that was actually about the Crown's risk management of 
them. 

The welfare state has been accused of further undermining Maori autonomy and 
independence, creating a culture of dependence leading to Maori detriment (Durie, 
interview 1 997, Tamihere, interview 1 996) . However this analys is is an 
oversimplification of the relationship between Maori and the state, because during the 
period of the welfare state Maori wel l-being continued to i mprove according to a number 
of major indicators. These indicators included l ife expectancy, educational achievement, 
home ownership and labour market participation . There were exchanges in the 
relationship between Maori and the Crown/State during the period following World War 
11. The uniform and conformist nature of the welfare state encouraged an ass imi lationist 
approach to Maori development that gave little leeway for tino rangatiratanga. In 
exchange, the near un iversal provision of health care, pro-natal fami ly pol icies, 
commitment to ful l  employment and widespread provis ion of social services on the basis 
of need not abi l ity to pay facil itated Maori urbanisation during the 1 950s and 60s. 
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Maori development is integral to any consideration of Maori health and well-being 
(Durie, 1 999; Durie, 1998c) . This chapter sets out to examine the major strands of Maori 
development during the period of the 1 990s health reforms to better understand how this 
dynamic has i nfluenced both the shaping of Maori health pol icy and service del ivery 
practices examined in subsequent chapters. 

Maori development is defined in pol icy terms as those policies that contribute to positive 
Maori outcomes. This includes a number of elements such as those that contribute to 
Maori self-determination and Maori delivery systems, including greater emphasis on  
"Maori control over resources and greater i ndependence from the state" (Durie, 1 998b, p 
6) . However, Durie points out the aims of positive Maori development are not 
necessari ly inconsistent with government pol icy (Durie, 1 998b, p 6) . 

The relevance of intra-ethnic disparity is discussed because of its growing significance to 
an analysis of Maori health and well-being. The increased polarisation within  New 
Zealand society is reflected as a mirror image with in  Maori society also. This has maj or 
impl ications for the formulation of any future Maori health policy. It relates to a wider 
discussion about Maori and non-Maori disparity that is essential ly concerned with equity 
of outcomes between ethnic groups . 

A critique of this disparity approach is that it compares Maori unfavourably with non­
Maori and that a more accurate approach would be to compare groups within Maori 
society. This could perhaps even build upon an analys is  located with in  whanau, hapu, 
iwi and Maori networks. However such an analysis may also serve to shieldMaori from 
the true nature of the problem s ince it may ' h ide ' much of the problem, subsumed within 
the i ntra-Maori analysis rather than across the wider society. Such an analysis m ay 
minimise significant differences in  health outcomes within Maori society rather than 
focus our attention on meaningful Maori measures that al low a more sophist icated 
understanding of what is occurring to various sub-populations of Maori. This more 
soph isticated analysis awaits the development of appropriate measures. 
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The Treaty settlements and the Waitangi Tribunal processes cannot be under-estimated in 
terms of their  importance for Maori society over the period of the reforms. These Treaty 
settlements have brought much of the debate and energy within Maoridom i nto sharp 
rel ief because of their l i nk to pol icy formulation within government and the rais ing of 
fundamental questions about representation. There are, for example, inevitable 
d iscussions resu l ting about the preferential treatment of iwi  over other Maori 
organisations during the 1990s. Treaty settlements were concerned mainly with the 
settlement of historical wrongdoings and restoration or compensation to hapu for taonga. 
Thus Treaty settlements are primari ly concerned with Article II rights rather than the 
more general ised Article III rights that encompass health. These latter rights accrue to al l 
Maori i rrespecti ve of their hapu or iwi affiliations. 

This distinction is not always so clear cut however, with some claims to the Waitangi 
Tribunal including health assets such as Dommett Ave in Auckland and Rotorua 
Hospita l .  There were also differing opinions among iwi about the extent to which the 
Government could reasonably expect Treaty settlements to enable iwi to be able to invest 
into redistributive practices and the prov ision of iwi prioritised services, including some 
in health. It was c lear to iwi that settlement of Treaty grievances did not curtai l  the 
Crown's  obl igation to provide services to Maori by virtue of their citizenship rights. 
What was not so clear was that iwi may have been expected to exercise a degree less 
dependence on the state as a result of greater economic independence and ' handouts ' 
from Treaty settlements, at least in the minds of a growing portion of the New Zealand 
publ ic. Such independence from the state, wou ld certainly have been in keeping with the 
Government' s  thinking during this period. 

These discuss ions occur wi th in an even larger debate about the relationship between 
Maori and the Crown / State. Since 1 984 the reforms have ostensibly del i vered a greater 
number of opportunities for Maori engagem�nt i n  social service del ivery ( including 
health), and have thus drawn on enormous support among Maori. However, the v iew that 
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this is more cons istent with tino rangatiratanga may be flawed since it a l lowed a neo­
l iberal agenda to be enacted whereby respons ibil ity for deal ing with the were transferred 
to that very community of need. 

This devolution of responsibility may be more consistent with Maori ways of working 
and faci li tate "greater Maori participation, but i t  does not address the broader population 
outcomes and longer term impl ications of supporting such an approach.  The analysis 
around this has been largely absent from the l iterature and research agenda. This wi l l  
therefore be discussed at  length in this chapter. The welfare state may have been 
assimilative by undermining the expression of unique Maori characteristics such as iwi 
tikanga but it may also have delivered superior benefits to Maori as a population. 

Such a d iscuss ion is important when considering the effects of socio-economic and 
cultural determinants of health and when cons idering equity of health outcomes, 
particularly from a population heal th perspective. Interest is fueled not only in the effects 
of various public pol ic ies affecting these indicators, but also in the pathways by which 
these become determinants of particular health outcomes (the pol icy etiology) . 

Maori have been especially affected by the shifts i n  government economic and social 
policies which have turned Aotearoa New Zealand from a welfare state into a market 
economy. The changes in policies around Maori development and the fundamenta l ly  
ambiguous nature of the relationship between Maori and the Crown require elaboration. 

Over the past decade mainstreaming of Maori has not led to the desired improvements i n  
terms of  outcomes for Maori. In many cases, the evidence suggests the reverse i s  true i n  
that these indicators are trending toward negative outcomes with disparity between Maori 
and non-Maori growing during the period of the late 1 980s and late 1 990s. Benefits 
resulting from these reforms must be tested against the wider ramifications of economic 
and social policies that have resulted i n  i ncreased stresses for many Maori whanau. S uch 
stresses are bel ieved to be one of the pathways by which indicators such as 
unemployment affect health outcomes (Macdonald et a l . ,  1 982, p 1 ) .  This chapter 

1 02 



examines the evidence with respect to this transi tion period In New Zealand public 
pol icy. 

A relationship ex ists between individual phenomena and national phenomena in respect 
of health outcomes and this was demonstrated in the seminal work of Brenner between 
1 976 and 1 979 (Brenner, 1 976; Brenner, 1977;  Brenner, 1 979) . Brenner was able to 
demonstrate that a 1% rise in unemployment would lead to a 2% rise in mortal i ty ,  4% 
rise in suicide rates, 6% rise in homicide rates, 3% rise in admissions to mental hospitals 
and 4% rise in admiss ions to state prisons in the US. This relationship was examined 
further and explained within a more structural ist framework by Wi lkinson, with regard to 
societal inequal i ty and i ts effects on health (Wi lkinson, 1 996) . The reason for interest in 
these arguments for Maori is  obvious. Maori are a group who experience social 
exclusion on the basis of a normative cul tural criteria appl ied in  New Zealand that 
excludes Maori values and bel iefs .  Social exclusion, whether through high levels of 
unemployment or through the exclusion of Maori world views from the publ ic  domain, 
h as significantly contributed to the poor health outcomes experienced by Maori. 

Government Policies And Maori Development 
A major philosophical debate which surrounded Maori i ssues from the l ate 1 980s 
concerned whether New Zealand should operate a pol icy platform based on un iversal i ty 
for a l l  New Zealanders, or one which supported pos itive discrimination, particularly for 
tangata whenua. There has been some strong publ ic sector support for a targeted 
approach, especial l y  among publ ic health medicine special ists and, i ronical ly,  economists 
and Treasury officials. The latter's support is not, however because of an acceptance of 
Treaty principles, rather it is associated with the notion of ' niche targeting' to min imise 
economic inefficiency inherent in universal ity. 

The two main responses by successive New Zealand governments to Maori h ave been to 
either mainstream Maori ' issues' or a lternatively to promote Maori self-management. 
Those organisations that promote Maori self-determination have always been preferred 
by Maori however " in practice the differences between self-determination and Maori 
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development may be more apparent than real"  especial ly  with regard to local level 
interventions (Durie, 1 998b, p 6) . Mainstreaming has been government 's  preferred 
approach with regard to Maori in New Zealand. This contrasts with approaches taken i n  
North America and Australia, countries who have tended towards a more separatist 
development in pol icy development and service del ivery. There is interest from the 
ind igenous peoples of these countries in New Zealand 's approach because mainstreaming 
may have led to a more inclusive approach than paral lel  systems (as with separatist 
examples) .  

Fol lowing the dis-establishment of the Department of Maori Affairs into the Ministry of 
Maori Affairs, and then later in the decade, the Ministry of Maori Development, 
mainstreaming took on a particular 'flavour' . Iwi development marked a new phase 
which emerged in the late 1980s, arising in part from the Treaty of Waitangi legis l ation 
and from requirements for regard for the Treaty to be incorporated in other legislation of 
the period. Th is approach was based on the view that iwi are the h is torical and sole 
guardians of tikanga because they represent the fami l ial interests based on whakapapa at 
the level of public pol ity within Maori society. This debate wi l l  be examined more ful ly 
later, since it has profound implications for future and recent Maori pol icy debates. 

District Maori Counci ls originated with in urban Maori communities as a response to 
t hese new experiences. They provided a nexus for Maori community acti vity and grew to 
provide a political voice for Maori at local and central government levels .  Efforts during 
the 1 980s culminated in recognition of iwi  through the Iwi  Runanga Act 1 990. Councils 
and Runanga were both vehicles for Maori voice within the polity, but both forms of 
Maori voice relied on government funding and support to be effective. They were 
however able to independently implement their own agenda without reference to other 
public institutions. It is difficult to assess the intentions of those who establ ished these 
through the lens of the 1 990s. What is clear is that Maori have maintained a continuous 
momentum for . self-determination, irrespective of the social particularities . What 
constitutes self-determination may however change over time. While District M aori 
Councils were pan-iwi bodies reflecting concerns of newly urbanized Maori, l ater forms 
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of Maori representation emphasised iwi development as the malO vehicle for Maori 
development. This  may have been in part a response to Maori relocated from urban back 
to tribal territories, or the ero$ion of Maori Councils to appear a strident and independent 
enough voice for Maori. 

The tendency of some commentators to view Maori pol icy as a l inear progression IS 

flawed. A more accurate description would be to see Maori policy as more diffuse than 
that, with periods of intense activity, periods of l ittle activity and the periods of revisit ing 
old ideas in new clothes. The policy approaches of separate development, Maori 
development, iwi  development and mainstreaming can all be present in the pol icy mix ,  
although one form tends to dominate over others. 

Miiori Policy Institutions 
Four distinct periods can be seen with regard to policy making for New Zealand Maori. 
These are summarised as hapu policy, operational policy (based around public health and 
hospital services), strategic and substantive policy and kaupapa Maori policy. These are 
reflected in the fol lowing modes of service delivery: separate hapu development, Maori 
development, iwi development and mainstreaming. 

The period of hapu development relates to pre-European New Zealand when Maori l ived 
within vi l lage and hapu based social arrangements. Hapu rangatira determined 'policy' 
relating to thei r group, al though it would be easy to overstate the manner in which this 
occurred without regard to the place of other tribal mechanisms to counter-balance 
rangatira authority. Whanau, hapu and iwi formed the basis of Maori society (Ba l lara, 
1 998) and therefore the basis of political structure i n  traditional Maori society. These 
groupings are not solely based on whakapapa l inkages but also reflect pol itical patronage 
and historical al legiances with other hapu, iwi and Europeans. There were rangatira who 
acted as spokespeople for their hapu and/or iwi . It is now almost impossible to know the 
extent to which Maori society was hierarchical because colonisation has so strongly 
filtered our perceptions. H istorical accounts suggest a much greater degree of variation 
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across the country with respect to the extent to which rangatira could act unil aterally 
without the need for a hapu polity consensus (Bal lara, 1 998; Belich, 1 996) . Hapu formed 
all iances with other related hapG during times of threat or expansion. These a l liances are 
what many ofMaori today think of as iwi. These larger aggregations of hapG could 
operate more effectively as an economic and mi l i tary un it, a lthough it is possible to 
overstate . the degree of cohes ion or permanence of these groupings (Bal lara, 1 998; 
Bel ich, 1 996) . 

New Zealand has often adopted a dual approach to policy making with regard to Maori. 
These i nclude a Maori-specific approach, where de facto policy advice was relegated to 
' Maori '  organisations such as the Maori Women' s  Welfare League in part because of 
thei r  obvious advocacy role with Maori women and children.  The other approach is 
where q1ainstream organisations are deemed responsible for delivery of services to Maori 
to meet Maori need, but within the context of delivery of services to the whole 
population. The Department of Maori Affairs sat between these two in that it was 
responsible for delivery of Maori specific programmes but on behalf of a Crown agent. 
Therefore, there was the added dimension of ownership and kaupapa of the agent 
implementing the policy in identifying the spectrum for delivery of Maori social policy. 

There h ave been a number of identifiable Maori actors and events that contributed 
significantl y  to the formation of Maori pol icy. These are summarised in Table below. 

Table 5 Summary of Maori Actors and Events Shaping Maori Policy 

HAPU POLICY OPERATIONAL STRATEGIC & KAUPAPA MAoRI 

POLICY - PUBLIC SUBSTANTIVE POLICY 

HEALTH AND POLICY 

HOSPITALS 

Characteristic Service planning Creating the Maori philosophical 
central ised framework base 

local ised structure Population 

Miiori Actors Iwi Miiori Trust Boards Maori pol icy analysts - Runanga Iwi 

Maori Women's Ministry of Heal th, 
M aori Urban 
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Responsibi l ity for formulating Mii)ri pol icy was often devolved to institutions 
specifical ly set up for the task, as with the Department of Mti�ri Affairs (Kiro,  1998b) . In  
addition to pol icy advice on M�\Ori matters, the Department of Moori Affairs provided a 
wide range of training and support programmes for Mt'Ori, including trade-training for 
�\ori males in areas such as carpentry and electrical trades. These M$bri-specific 
programmes were provided by the Department up until the late 1 980s when the Hon. 
Koro Wetere, spl i t  Mfixi Affairs into a Ministry and Iwi Transition Agency. 

The Department of Maori Affairs enjoyed a vexed rel ationship  with Maori and 
government, and was often cri ticised for being inefficient and too paternal istic in its 
approach (Butterworth and Young, 1 990) . It d id however have an inter-sectoral approach 
to Maori Affairs, it employed many Maori staff and it provided many direct services to 
Maori communities. Fol lowing  the Hui Taumata in 1 984, the Hon. Koro Wetere as 
Minister of Maori Affairs, released a document t itled He Tirohanga Rangapu. This 
Maori Affa�rs policy document recommended spl itting the Department of Maori Affairs 
into two separate arms; one respons ible for pol icy development and monitoring (Manatu 
Maori) and one responsible for devolving services to iwi authorities · (Iwi Transition 
Agency). Translated into formal government Maori policy from 1 987 - 1 990 as Te 
Urupare Rangapu, the Iwi Transition Agency would be "respons ible for overseeing the 
transition of government operational programmes to (representatives of) iwi over a five­
year period" (Cunningham & Kiro, 2000) . 

The government also attempted to reflect ' iwi ' in law to enable enforceable contracts to 
be negotiated between the Crown and iwi with the Runanga Iwi Act 1 990 (Durie, 1 998b) .  
This Act would enable ' tribal counci l s '  to "enter into contracts with the Crown, own 
property and be subject to both Crown agent accountabi l ity and accountabi l i ty to their 
tribal membership" (Cunningham & Kiro, 2000) . This Act was repealed by the National 
Government who bel ieved that mainstreaming was a more appropriate pol icy respons(; 
for Maori than the devol ved iwi structure proposed by the previous Government 
However, strands of this policy would later emerge through various elements of th€ 
health reforms in respect of hea l th pol icy. 
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Hapu Welfare League M inistry of Maori Authorities 

Whanau Women 's Health Affairs, Ministry of Wananga Maori 
League Maori Development 

Tohunga 
Maori Councils 

Significant Treaty of Waitangi Hospitals Act 1 870s Hui Taumata 

Events 
Declaration of Publ ic Health Act 1 900 Hui Whakaoranga 
Independence Area Health Boards Te Ara Ahu 

Act 1 983 Whakamua 

Legislation Tohunga Maori Community Maori Affairs 
Suppression Act Development Act Restructuring 

Maori Councils M-ori Trust Boards Runanga I wi Act 
Act 

Act Health and Disabil ity 
Services Act 

Maori Affairs Act 

Policy NA Health for the Maori Te Urupare Rangapu 

Statements 
Maori-European Ka Awatea 
Standards of Health Whaia te ora mo te iwi  

Policy The Hunn Report 

Reviews 

Pro viders Hapu Mainstream providers, Growth of Maori Kaupapa Maori 

Hospitals Providers Providers 

General Practitioners 

Nursing Serv ices 

Policy NA Public health analysis Mainstream analysis of Maori analysis 0 

Analysis Maori solutions Maori disparities disparities and 

suppressed Maori solutions solutions enable 

starting to be enabled 

Miiori Health Maori life Maori l ife expectancy M aori l i fe expectancy 

Status expectancy poor improving, disparity static, 5 year disparity 

Maori health 
with non-M aori with non-Maori 

declining reducing 

Source: (Cunn ingham & Kiro, 2000) . 
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Responsibi l ity for formulating MlI)ri pol icy was often devolved to institutions 
specifical ly set up for the task, as w ith the Department of Miori Affai rs (K iro, 1 998b). In 
addition to po l icy advice on M;lOri matters, the Department of Moori Affairs provided a 
wide range of train ing and support programmes for Mi'ori, including trade-training for 
M£�.ori males in areas such as carpentry and electrical trades. These M�bri-specific 
programmes were provided by the Department up unti l  the late 1 980s when the Hon. 
Koro Wetere, split M6'ixi Affairs into a Ministry and Iwi Transition Agency. 

The Department of Maori Affairs enjoyed a vexed relationship with Maori and 
government, and was often criticised for being inefficient and too paternal istic in its 
approach (Butterworth and Young, 1 990) . It did however have an inter-sectoral approach 
to Maori Affairs, it employed many Maori staff and it provided many direct services to 
Maori communities . Following the Hui Taumata i n  1 984, the Hon. Koro Wetere as 
Minister of Maori Affairs, released a document t itled He Tirohanga Rangapu. This 
Maori Affairs pol icy document recommended splitting the Department of Maori Affairs 

. , . 

into two separate arms; one responsible for pol icy development and monitoring (Manatu 
Maori) and one responsible for devolving services to iwi authorities (Iwi Transition 
Agency) . Translated into forma l  government Maori pol icy from 1 987 - 1 990 as Te 
Urupare Rangapu, the Iwi Trans i tion Agency wou ld be "responsib le for overseeing  the 
trans ition of government operational programmes to (representatives of) iwi over a five­
year period" (Cunningham & Kiro, 2000) . 

The government also attempted to reflect ' iwi '  in law to enable enforceable  contracts to 
be negotiated between the Crown and iwi with the Runanga Iwi Act 1 990 (Durie, 1 998b) . 
This Act would enable ' tribal counci ls ' to "enter into contracts with the Crown,  own 
property and be subject to both Crown agent accountabil ity and accountabi l ity to their 
tribal membership" (Cunningham & Kiro, 2000) . This Act was repealed by the National 
Government who bel ieved that mainstreami ng was a more appropriate pol icy response 
for Maori than the devolved iwi structure proposed by the previous Government 
However, strands of this pol icy would later emerge through various elements of thE 
heal th reforms in respect of health pol icy. 
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During the 1980s a 'positive discrimination ' philosophy was supported through a Wo.ori 
po l icy articulated by the Labour government of the time. Central to the implementation 
of this M::�ori Affairs pol icy was the Runanga Iwi Act, 1 990 which sought to provide a 
legislative underpinning to ' tribal counci ls '  who could enter into contracts with the 
Crown, own property and be subject to both Crown agent accountabi l ity and 
accountabi l i ty to their tribal membersh ip. Although not ideal from a M=i ori perspective, 
particularly in terms of any Crown agency rel ationship. the Act did provide for Runanga 
to be enabled by iwi to operate in  ways only determined by the iwi itself. The Runanga 
Iwi Act was soon repealed in  1 99 1  by the incoming Minister of Mc.:>ri Affairs, the Hon. 
Winston Peters. This left a void in  terms of address ing iwi representation.  Ironical ly. 
and perhaps as a positive testimony to the Runanga Iwi pol icy. iwi groups such as the 
Ngai Tahu of the south have recently sought legislative status for their own Runanga. 

By the late 1980s the Labour government had become wary of incorporating Treaty 
clauses in legis lation, fol lowing Mi'�ri legal chal lenges to its reform agenda in the publ ic 
sector. National ,  when it came to power in 1 990 repealed the Runanga Iwi Act and was 
less incl ined to include the Treaty of Waitangi in subsequent legislation . The health 
reforms legislation was just around the corner and the phi losophy of universal i ty in 
legis lation was to prove attractive to National . 

The Hon. Winston Peters (National ' s  Minister of Maori Affairs between 1 990- 1 99 1 )  
announced a new policy, Ka Awatea, based o n  a view that Maori i nterests were best 
served by mainstream organisations responsible for quali ty outcomes for Maori as New 
Zeal and citizens rather than by virtue of the ir  ethnicity. Mainstreaming refers to the 
inclusion of Maori as a part of the rest of the New Zealand population and provision of 
serv ices and pol itical representation on this basis. Although tinged with aspects of 
autonomous Maori development, mainstreami ng remained i n  force through many of the 
1 990s pol icies. In practice however, the interpretation of various government agencies 
ranged from iwi-centred (as per the earl ier Labour pos it ion) , to a continuation of the more 
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paternalistic Department of Maori Affairs position, to the more assimilat ion i st 
mainstream posit ion .  
These various institut ions responsible for Maori Affairs reflected the ambiguous 
relationsh ip  between Maori and the state, as Cunningham and K iro explain; 

The reasons for separating out these respons ib i l ities can be seen from two 
opposing viewpoints . . On the one hand, i t  may reflect a concern to ensure 

. that cons ideration of Moori matters is not lost w ithin the pub l ic pol icy 
melee that is government. Alternatively, i t  could be seen as a sop to M?fori 
and an attempt to ass imi late M(jori by subsuming their representation 
under a government department  with ult imate accountabi l i ty to its pol i t ical 
masters ·(Cunn ingham & Kiro,  2000) . 

Despite Pakeha colonisation, remnants remain of Maori i nstitutional arrangements 
responsible for determining Maori I Hapu pol icy. While the i nfluence of these 
i nstitutions has waxed and waned fol lowing colonisation, they have been maintained i n  
some form in  many areas. Thus tradi t ional Maori i nstitutions such  a s  whanau, h apu and 
iwi have continued to co-ex ist along with insti tutions establ ished by government and 
organised by Maori to deal with Maori ' issues' .  Along with whanau, h apu and i wi ,  
Maori were also able to act a s  individuals, as communities of  interest and a s  
confederations to ensure rangatiratanga and representation with the Crown (Durie, 1 998b, 
p 220) . 

The loss of the Department of Maori Affairs impacted on Maori by removing our main 
access to home ownership mortgage lending (for first and second mortgages). Maori 
home ownership has continued to decline relative to non-Maori as a result .  I n  the l ate 
1 980s Vote Maori Affairs reached a peak of $450 mi l l ion (although some of this money 

·reflected · the trans it ion funding in  'devolving' the Department) . This fel l  to $40 m i l l ion 
for the new Ministry of Maori Development Te Puni  Kokiri (TPK) in  1 992 as Vote M aori 
Affairs became mainstreamed. These reforms ensured TPK 's  role was l imited to pol icy 
development and adv ice, excluding d irect serv ice provis ion that was now mainstreamed. 
Undoubtedly these monies contributed to government funding for Maori i ni t i atives such 
as co-ordination of Kohanga Reo and Maori Health providers . However as a popUlat ion 
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Maori lost access to cheap mortgages, tra ining and some forms of funded whanau 
development such as Matua Whangai .  

These changes were consistent with a prevail ing ideology that said that government's role 
should be to provide the overal l  economic infrastructure with a range of services 
provided in a competitive process to maximise efficiency. This thinking also led to 
targeted social assistance programmes within a residual welfare state. This form of 
economic rationalism considered the rational  pursuit by individuals of their own self­
interest as the most efficient way to organise social pol icy and social institutions (Barker, 
1 996) . To elaborate, " individuals enter rel ations of mutual advantage, and 
s imultaneous ly  create institutions l ike markets, firms, fami l ies and local communities, 
including such entities as hospitals, schools, recreation centres, and health farms. By 
means of these exchanges and associated institutional forms, individuals can increase 
their ful l  income and as a consequence their wel l-being, relative to a s ituation of 
independent action (Crampton & Howden-Chapman (Eds) , 1 996, p 6�) . 

The Ministry of Maori Development Act 1 992 establ ished Te Puni Kokiri and dis­
established the Iwi Transition Agency and the Ministry of Maori Affairs according to 
policy outlined in Ka Awatea. The succeeding Minister of Maori Affairs changed 
direction yet again .  

Importantly, there appeared to be less focus on iwi as a vehicle for MioOri 
and a stronger emphas is on reducing disparities between Mcl."ori and non­
Mi<>ri, largely through greater government responsibi l ity - a reminder that 
the market by itsel f would not del iver for M(:Dri (Durie, 1 998b, p 9) . 

The focus of the new Maori Ministry, Te Puni Kokiri, was pol icy development and 
monitoring. Section 4 ( l ) (a) states that Te Puni Kokiri has responsibil ity for promoting 
h igher levels of achievement for Maori in :  
• education ; 
• tra ining and employment 
• health; 
• economic resource development. 
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Its -responsib i l ities include mon itoring and l iaising with each department and agency 
responsible for providing services to Maori to ensure the adequacy of those services (Te 
Pun i  Kokiri , 1 993b) . 

The Auckland regional office of Te Puni Kokiri reported i n  1 993 that, "high Maori 
unemployment and the desire that iwi are able to participate in the tendering process for 
health contracts are among the key issues in Auckland" (Te Puni Kokiri , 1 993b) . A 
number of health contracts were specified under pol icy directives from TPK inc luding 
Whakatohea Iwi Health, Tainui Capitation Model ,  Smoke Free, Health through the 
Marae, and Tipu Ora, among others (Te Puni Kokiri, 1 993b) . Money was transferred 
from Iwi Trans ition to mainstream agencies as part of the devolution of TPK. This 
funding formed the basis for Maori init iatives funding in health and kick-started some of 
the Maori health initiatives during the 1 990s health reforms. 

Miiori Social Policy 
Maori have most often been i n  the position of having to respond to government initi ated 
agendas a lthough a concerted effort h as been made during the decade of Maori 
development to achieve positive changes by Maori themselves on behalf of Maori (Durie, 
1 998b) . Maori are affected by socia l  pol icy i n  two respects, firstly, as New Zealand 
citizens and secondly, by virtue of their over-representation in  low socio-economic 
groups. As members of the latter group Maori are more susceptible to c hanges i n  
government programmes part ly because they often rely to a greater extent o n  government 
assistance. Such rel iance has increased during the period of neo-l iberal economic 
reforms and h as been stigmatised by Maori and Pakeha a like. For example the ACT 
pol itical party 's  Awatere-Huata argued that Maori parents should, 

Stop acting as though a Government is responsible for your chi ldren ' s  
education and ultimately their future wealth and choice in  l ife . . . .  they 
should get their financial entitlements from the Government so they can 
spend it them themselves (Awatere Huata, 1 997) . 

The thrust of public pol icy reforms was to transform New Zealand from a c losec 
economy to a market economy and to encourage economic efficiency . The flow or 
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effects for social pol icy would be profound. Most particularly, de-regulation of the 
labour market and the introduction of laissez faire legis lation such as the Employment 
Contracts Act 1 99 1  would l i kely affect M:lori health. Miori saw the separation of social 
and economic pol icies in the agenda of economic efficiency pursued by governments as 
short-sighted. Durie explains. 

The separation of the two (economic and social pol icies) , and a concern to unhook 
settlements from broader Treaty issues, is cons istent with the wider macro­
pol icies of the government and its free market orientation, but makes l ittle sense 
in Maori communities where economic and social circumstances are i nextricably  
intertwined and where economic goals ,  including self-sufficiency, are part (on ly) 
of tribal concepts of self-determination and autonomy (Durie, 1998b) . 

Furthermore this l inking of Treaty settlements with M�;ori development (economic and 
social) was :  

A deliberate part of the pol it ical strategy of  the last 1 5  years [which] has . been to 
reduce the political risk of Maori i nequality. This has been done i n  two ways; 
firstly by changing the nature of the debate about the welfare state and market 
economy. Maori have contributed to this new orthodoxy. Secondly, through the 
l inki ng of the Treaty settlements process and provision of Maori services to Maori 
economic independence (Kiro, 1 998b) . 

In contrast to this approach international l y, there is mandatory contracting between 
Government and First Nation 's bands in Canada where government has a statutory 
responsibi l ity to respond to their needs. 

The l inki ng of Treaty settlements with Maori development was driven in New Zealand by 
the previous Prime Minister, Hon. Geoffery Palmer, to encourage Maori to use discrete 
legal identities such as iwi Authorities so the government could have a legal entity with 
whom could contract and whom they could sue. While iwi , h apu and whanau were 
traditional Maori structures, they were not legally identifiable and therefore could not be 
held accountable by government or the judicial system. 
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Decade of Miiori Development 
The Hui Taumata and Hui Whakaoranga of 1 984 are credited with marking a significant 
tllrning point where a 'Maori Development Decade' was initiated (Durie, 1 998c) . Maori 
self-sufficiency and Maori control were firmly on the policy agenda. Durie and 
Cunn ingham explain how dissatisfaction with the s ituation led to a re-evaluation of the 
place of Maori in addressing negative outcomes themselves : 

A rise in  ' negative spending' for poor M�ori outcomes, the emphasis was 
on reduced rel iance on the state and growing confidence in the iwi­
del ivery model form for some publ ic services for M7"ori. Central 
importance was given to the Treaty of Waitangi as the bas is of interaction 
with the Government. The major thrust was on economic in itiatives, but 
several papers on Mciori health and unemployment left no doubt of the 
need for improved social policies to be integral to Mc-:;ori advancement, 
with M.\ori themselves ready to be the major agents of change (Durie, 
1 999, p 238) . 

This discuss ion about an affirmative iwi-centric approach to Maori pol icy i s  i mportant 
because pol icy has conti nued to develop along these l ines in health, despite an official 
retraction from this pol icy in the early 1 990s by the National government. In particular, 
the pol ic ies promoting iwi as preferred providers by the Community Funding Authority 
(of the Department of Social Welfare) and MAPO co-purchasers (by North Health, now 
the Health Funding Authority) suggest a powerful operational pol icy of iwi development 
irrespective of the over-arching pol icy (Waitangi Tribunal, 1 998) . 

Treaty Settlements In The 1990s 
The 1 990s have been important for Maori because of the attempts by  government to settle 
Maori grievances relating to land al ienation. To some extent this i s  the result of a Treaty 
of Waitangi Act process initiated in the 1 970s with an expanded jurisdiction from the 
1 985. The Bolger National government committed itself to sett l ing the l arge Treaty 
claims by the year 2000 . Of particular importance, because of the size of their c laims, 
were claims from iwi such as Tainui (Raupatu) , Ngai Tahu and Taranaki. Part of the 
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intention was to move Maori from a grievance mode to a more productive mode, with an 
independent financial basis for further iwi development. 

There have obviously been critics of the government's actions. For example Minogue's 
controversia l  findings. on Treaty settlements argue that the ' culture of grievance' Maori 
have engaged i n  has unbalanced relations and stymied Maori focus on the future 
(Minogue, 1 998) . He claims that this, 

Relegates �t:iori to the status as miserable victims. I t  does not justice to 
their [M�()ri] evident vital ity and resourcefulness , nor to their rich 
contribution to the history of recent centuries (Minogue, 1 998) . 

He goes on to claim that what h appened to Maori in  the l ast  century was an i nevitable 
consequence, with no doubt that Maori would have encountered such i nterlopers to their 
country at some stage. Furthermore, he claims that war between Maori i n  the ear ly 1 800s 
demonstrate that Maori were no strangers to mil itary conquest or slavery and that l arge 
numbers of Maori l iving in c ities pursue "individual destinies". Social problems 
experienced by urban Maori are similar to that of the wider society, and are therefore 
unrelated to the Treaty of Waitangi processes . He relates this search for 'justice' by 
Maori as a piece of social engineering i n  which Maori are retribalised, "Such 
retribalisation helps to make p lausible the premise that Maori are a separate people, a 
premise whose plausibil ity had been decl ining decade by decade." These views are not 
new. Rather they reflect an ongoing bel ief in the inev itable  assimilationist effects of a 
superior way of l ife - namely that of western Europeans. 

Minogue 's observation about our current day understandings of iwi aris ing largely out of 
the Waitangi process may have some truth. The debate around iwi Maori may h ave 
arisen anyway precisely because of the attempt by government to legitimise particular 
del ivery mechanisms for Maori socia l  services in a c l imate of constrained government 
spending. 

It is probably more useful to consider the debate about iwi as an inevitab le consequence 
of changing demo graphics in society wherein Maori are forming a greater proportion of 
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the population and are therefore a more visible portion of the population. There appears 
to be a worldwide trend towards greater emphas is on ethnic identity part ly as a response 
to global isation pressures. 

Iwi Versus Miiori: Who Has The Right To Represent Miiori? 
A corol lary of a h ighly targeted approach that requires c lear identification of who is 
entitled to a resource, is who or what are Maori? This question of Maori entitlements, 
either as consumers or as potential advisors to pol icy makers, is relevant to this thes is 
because health pol icy  has been concerned with targeting of scarce health dol lars . Whi le 
research provides evidence of high Maori health need, i ssues associated with 
representation of iwi Maori are associated with who gets funded to del iver the Maori 
specific serv ices . This has been part of the operational health pol icies of Regional Health 
Authorities. Court chal lenges between urban Maori Authorities and Tribal Authorities 
have focused attention on the defin ition of iwi and on a reconsideration of the i ntention of 
recent legis lation (for example legislat ion relat ing to the Sealords settlement) . An 
interpretation of the original intentions of the Treaty of Waitangi has been important in 
considering who gets these resources on behalf of Maori .  This debate h as been at the 
heart of Maori development for the past decade. 

Whi le whanau, hapu and iwi form the basic structure of Maori society, these h ave been 
subject to change and have also been affected by differing perceptions of their role i n  
Maori society. Thei r  commonality i s  the l ink by  whakapapa (genealogy) usually through 
a common ancestor, but there is also a turangawaewae (place to stand) where cultural 
insti tutions such as marae are visible and where tikanga (cu l tural practices) and 
dialectical reo (language) are practiced. The period of Treaty settlements along with 
changing national policies about Maori Affairs has led to a close scrut iny of the 
contemporary relevance of historical structures such as iwi .  

The l i terature review summarised key arguments with regard to whanau, hapu and iwi  to 
h ighl ight the extent to which modern understandings of iwi are shaped by h istorical 
official perceptions and the extent to which they therefore often serve an agenda outs ide 
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that of cultural preservation.  For example, there has been vigorous and passionate debate 
about the appl ication of the 1 840s rule that l inked iwi to the occupation of certain lands at 
the time of the s igning of the Treaty of Waitangi i n  1 840. The Crown identified which 
iwi had ' legitimate' claims in a series of land purchases and Native Land Court decis ions 
in the nineteenth century Crown purchases from this time have reinforced the primacy of 
their position in 1 840 as i t  was interpreted by the Government and Maori Court. As such, 
this i nterpretation has been criticised by some h istorians and Maori as too rigid an 
interpretation of iwi which were historical ly far more dynamic in their relations with each 
other and their occupation of contiguous territories (Bal lara, 1 998; Waitangi Tribunal ,  
1998) . 

A tendency towards an increas ing tribal hegemony results in part from its convenience 
for government pol icy officials (Bal lara, 1 998) rather than from any natural trend. 
S imilarly, the term Maori does not differentiate between those from different tribal areas 
and was therefore a convenience to pol icy makers during the period of the welfa re state. 
This term allowed 'Maori ' to be treated as a homogenous group without reference to 
those things that d istinguished them from each other. The way that government 
legitimises certain Maori groups over others therefore has a powerful affect on the way 
thatMaori as Maori also come to interpret ourselves. In part this is because government' s  
views prescribe access to pub l ic resources (such as Treaty settlements and abil ity to 
contract for services) and access to legis lative redress .  

Definitions of who Maori are have changed over time which makes some comparisons of 
social indicators such as health status more difficult. There was l ittle consistency in 
official statistics used within government Departments, let  alone between Departments. 
Statistics New Zealand ' s  practices provide an example of this problem. The Department 
has adjusted definitions of Maori i n  successive censuses ranging from degree of blood 
( 1 98 1 )  to self-defin it ion as Maori ( 1 99 1 )  to self-definition of various iwi affi liations 
( 1 996) . They did this to try and achieve greater accuracy in their statistics, but it l imits 
any abi l ity to analyse trends . While Statistics New Zealand did develop better definitions 
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as a result of these amendments, such fundamental changes to the census l imits our 
abil ity for comparison across the period of greatest change - the 1 990s. 

Despite these difficulties most researchers agree that some trends appear cons istent 
across time such as the ongoing disparity between Maori and non-Maori . The 1 996 
census figures are cons idered more accurate than prev ious ones (with the possible 
exception of 198 1 ) and indicate that the mortality gap between Maori and non-Maori is 
s l ightly greater (by six months) than prev ious trends suggest (Reid, interview, 1 1  August, 
1 998) . This has implications for pol icy analysts attempting to identify long term trends 
i n  Maori mortality and morbidity, Maori identity and other major social indicators. It 
a lso shows how ethnicity (or race previously) has come to change so much within New 
Zealand society over time. 

The 1 996 census data provides the fol lowing information on ethnicity according to 
various categories of identification for Maori . 

Table 6 Rounded Numbers of Maori by Descent, Mixed Or Sole Identified In The 

1 996 Census 

Some Maori descent 500,000 not self-identified 
Maori and/or m ixed 400,000 morbidity 
Sole Maori ' 300,000 morbidity 
Source: Statistics New Zealand 1 99Q Census 

There is an increase in the numbers of people identifying themselves as Maori, however 
this is problematic s ince the census data is col lected using differing questions over 
different censuses and using changing denominators. It is possible to see that the number 
of people self- identifying as Maori h as i ncreased. This definitely affects all t ime-series 
data because of the changing basis of definition and use of denominator. 
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According to 1 996 Census figures, three-quarters of Mtori say they belong to at least one 
iwi or tribe, say 1 996 census figures released yesterday. Nine iwi ,  each with a 
membership of 20,000 account for more than half of a l l  responses to the question. South 
Is land based Ngai Tahu had the largest increase between censuses in total membership, at 
29, 1 33 ,  and is now the fourth largest iwi .  

Antagonism about the iwi versus Maori debate is  most accurately seen i n  the fight of 
Waipareira against tribes . For example John Tamihere, the CEO of Te Whanau 0 

Waipareira Trust at the time, he disagreed with the iwi-centric focus of North Health. 
The M;�,)fi purchasing group in North Health are minimising us, as they 
prefer Ngati Whatua or Tainui for health contracts. But 80 per cent of 
M50ri in this region are not Ngati Whatua or Tainui .  We are going to take 
North Health to court for mental health funding because they won ' t  
acknowledge us  as an iwi (Tamihere, 1 996) . 

It is not only in health that Waipareira have struggled for equal recognition with iwi .  
Again, Tamihere explains, 

Margaret Bazely won ' t  acknowledge us as an iwi social service agency, so 
we can ' t  get the same level of access as an iwi. I t 's  just unfair (Tamihere, 
1 996) . 

Supporters of an Iwi development approach refer to iwi, hapu and whanau as the 
traditional structures of Maori society through which economic, soci al and cultural 
benefits and responsibi l ities were enacted. This view is also open to chal lenge as iwi 
were not mentioned i n  the Treaty of Waitangi. Rather it was hapu (sub-tribes) who 
formed the hub of Maori society and it was their representatives who signed the Treaty of 
Waitangi in 1 840 and the earl ier Declaration of Independence in 1 835. There are 
difficulties with accepting prima facie that iwi is a more accurate reflection of what 
constitutes ' Maori ' .  There are also difficulties in  defining iwi according to the practice of 
the Crown and Maori Land Court, and latterly by government interpretation in statute and 
policy. This makes defining iwi Maori more generically as Maori no less problematic. 
Indeed i t  may be more so, since i t  is  less specific than hapu and iwi . The main point i s  to 
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understand that all of these definitions are problematic and Maori have i ncorporated 
aspects of official definition within Maori understanding of such defi nitions. 

A lternatively, those who ignore whakapapa based tribal structures in Maori society go 
against ' the tide of history by suggesting that the concept of ' Maori ' is itself 
unproblematic. Maori means 'ordinary' and was used to differentiate ourselves from 
others arriving during the nineteenth century. The debate is  therefore multi-faceted and 
complex. S impl istic interpretations and uni lateral government solutions are l ikely to be 
inaccurate in their interpretation of such concepts as iwi . 

To some extent Waipareira ' s  desire to be recognised as an iwi demonstrates reflects the 
kind of contortions which Maori go through in order to become eligible for streams of 
government funding and reflects the various changing tides of opinion about what to do 
about Maori development. Centralise - de-centralise - contract - provide broad-based 
schemes - focus on pan-tribal organ isations - focus on iwi organ isations . These have al l  
been tried. The 1 990s are notable for Maori determination to do things ourselves through 
a range of different mechanisms (Durie, 1 998b; Jefferies, 1 998) . 

Miiori In A Globalised Economy And Miiori Adaptation 
A new debate is emerging around the changing nature of Maori identity i n  a globali sed 
economy, which has profound ramifications for al l  Maori and i ndeed for a l l  New 
Zealanders . In particular the work of Rata ( 1 998) raises questions about the relationship 
between contemporary and traditional Maori society. 

Rata questioned how contemporary tribes have managed to capture the defin ition of iwi 
and accompanying benefits . She bel ieves that the answer l ies in i ts claim to be the 
legitimate inheritor of the traditional Maori communal society, to speak as representatives 
of the past, and as the authority for the present and future. Yet, is the contemporary tribe 
the same social organ isation as the traditional tribe in its fundamental defin ing features? 
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Rata goes on to argue that: 
Two essential defining characteristics are missing from the contemporary 
organ isation despite the appearance of continuity provided by real things 
such as lands, waters, taonga, genealogical l inks, knowledge and customs. 
Firstly the traditional tribe was a communal social organisation, a lbeit 
h ierarchical . In contrast, the contemporary tribe is characterised by a class 
structure which divides those with control over material resources from 
two other groups: tribal workers and the detribalised and dispossessed 
M!;Qri. Al ready this group is emerging as a relatively privi leged tribal 
middle class. Secondly, whi le the lands, waters and k nowledge are the 
same real things as in the past, the meaning of these things is 
fundamental ly different. Land, waters and knowledge used as capital for 
the production of commodities and the creation of weal th is not the 
economy of a traditional communal society. Such an economy changes 
the relations between people  and destroys a society based upon communal 
access to resources (Rata, 1 998) . 

She argues that this l i nk between, "capital ised resources, commodity production and class 
emergence - break that continuity" between traditional and contemporary tribes. Such a 
fundamental shift i n  the nature of this relationship changes the nature of the claim 
between iwi and dispossessed Maori .  

This analysis reflects the emergence of a more articulate questioning o f  the underlying 
assumptions in the Treaty settlements process and also the emergence of class as a 
significant differences emerged between Maori under New Right social polic ies. The 
commodification of land, fisheries and forestries that were gained because of an assumed 
spiritual relationship of iwi, raises serious questions about the way in which these 
settlements are l inked to other policy solutions. 

In particular, success ive governments during the 1 990s have l inked Treaty settlements to 
eco"nomic self-sufficiency of those iwi who receive settlements Owi themselves have 
contended this, for example Tainui do not bel ieve that their entitlements as citizens are 
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eradicated by the Raupatu settlements with. the Crown) . Furthermore, the j udgments of 
the Waitangi Tribunal, and government enactment of many of these, have been translated 
into legitimacy for· service provision of by these same iwi.  This therefore reflects 
dominant views about the responsibi l i ties of fami l ies and communities to care for those 
in difficulty, in the face of government retreat from provision of services and entitlements 
of citizens to benefits as of right. The direction of changes is towards ethnically specific 
pol ic ies by government which h ave implications for Maori because they rel ate more to 
Article II Treaty rights rather than Article . III Treaty rights relating to citizenship and 
which are therefore subject to Pakeha veto (Cheyne et al . ,  1 997) . 

While Maori have the potential to be serious p layers in the New Zealand economy with 
an estimated $ 1 0  b i ll ion of capital in Maori private, tribal or corporate h ands (NZPA, 
1 998), Maori also remain socio-economicall y  vulnerable and therefore have fewer 
protections against the vagaries of the global marketplace. One consequence for Maori of 
a global ised market place is that they need to deal with institutions and markets that are 
faceless and require large amounts of capital to influence. There is also a tendency to 
aggregate resources and no obv ious moral ity associated with this accumulation. Such 
global influences represent a third wave of colonisation for Maori since the effect of these 
faceless institutions on the dai ly l ives of Maori, is profound. 

The ev idence of growing income and wealth inequal ity globally and national ly  cannot be 
ignored. As noted earl ier, in 1 994, The Economist described the market economy as 
hav ing, "no moral sensibil ity: income inequal ities arise from the independent actions of 
individuals with different skills . and assets who are rewarded according to what 
consumers and producers are prepared to pay" (Anonymous, 1 9.94) . America and Britain 
income inequalities are larger than at any other time since the 1 930s, as they are in 
countries such as Austral ia and New Zealand. 

After America in the inequal ity league-table come Austral ia, New 
Zealand, and Switzerland. In a l l  four countries the ratio of the income of 
the richest 20% to the poorest 20% is between 8.5 and 1 1 .  Japan and 
Germany are among the most equal societies, with ratios of 4 to 5 .5 .  
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Britain, Canada and France fal l somewhere in between (Anonymous, The 
Economist, 1994, p 20) . 

Such a growth in inequal ities is a direct reflection of the redistributive decisions of 
governments in these countries, as wel l as the degree to which markets correct for such 
inequal ity. The extent and nature of this trade-off between equality and economic 
efficiency is a pol itical decis ion . In New Zealand the decis ion has been made to reward 
economic efficiency and to forgo equal ity. This means that as ' a societyMaori are 
prepared to tolerate higher levels of unemployment, homelessness, income and weal th 
inequal i ty than during the years of the welfare state. However this social despair is not 
evenly spread across the whole population. Maori are more l ikely to experience this 
because of structural features of the Maori population. 

Miiod and the Market-place 
Maori fared badly as a population under more market policies of Governments between 
1 984 and 1 999. The disparity between Maori and non�Maori was particularly tel l ing, but 
so also was the difference between wealthy and poor Maori . This disparity was an 
i nherent component of the market oriented pol ic ies . An Economist art icle explains, 

The extent that greater inequality is l i nked to fundamental changes in 
technology and global competition, the gap between ski l led workers and 
unski l led workers is l ikely to continue to increase, al l other things being 
equal (Anonymous, The Economist, 1 994, p 20) . 

Maori have come to believe in  the rhetoric of Maori dependency andMaori reflect some 
of the same pun itive values encouraged by neo- l iberal policies in our deal ings with each 
other at an institutional and personal leve l .  Increases in benefit dependency are ascribed 
to an unwi l l ingness to work rather than to the changes to the labour market and 
wi thdrawal of government assistance in provision of cheap hous ing, apprenticesh ips ,  
adequate chi ldcare and simi lar services, wh ich are the more l ikely causes. It is ironic 
that the welfare state with its commitment to ful l employment (inc luding subsidised 
work) created less dependency across the whole population than the more market­
oriented government polic ies that have led to mass ive i ncreases in government 
dependence. As at 30 June 1 996, 30% of those going on the Domestic Purposes Benefit 
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(DPB) were Maori according to Department of Social Welfare Briefi ng Papers to the 
Government in 1996. During the period of market-oriented economic and social pol icies 
Maori benefit dependence actual ly  increased. Furthermore this  rhetoric belies the real ity 
of increased Maori participation in the workforce from 1 5% in 1 99 1  to 25% i n  1 996, 
although for those on the DPB this i ncrease was largely due to the take-up of part-t ime 
pos itions (Department of Social Welfare Briefing Papers to the Government in 1 996) . 

There is an assumption now made with respect to Maori and the Crown that sees Treaty 
settlements as an opportunity for Maori autonomous economic, social and cultural 
development. These aims are consistent with Maori desires for t ino rangatiratanga, but 
Maori should be wary of an attempt to devolve responsibi l ity for the current parlous state 
of Maori well-being from the government to iwi authorities or Maori organisations. 
Treaty settlements can only provide a l imited opportunity for improvement to Maori 
wel l-being. Maori cannot possibly meet all of the socia l  i l ls  from Treaty settlements of 
taonga such as land or money. These are too inadequate a resource to overturn the 
m'ass ive effects of cultura l ,  social and economic dislocation caused by colon isation . 

Furthermore, a commitment to iwi as the conduit for economic and social development 
for Maori fails to account for the significance of new Maori structures. These new 
structures were created by Maori (and often by government) as a means of meeting new 
demands in cities and towns around the country as Maori became urbanised. They 
created new communities of Maori - some of whom were l i nked by whakapapa (such as 
Taura Here) and some of who were not (such as District Maori Councils). These 
i nnovations' occurred to provide advocacy, support and a Maori vision, within al ien urban 
environments. It is possible to support historical settlements for Hapu and iwi while  also 
supporting the need for ongoing developmental support from the government for a range 
of Maori organisations. 

In reality, however, Maori relations with both the welfare state and the new market ' 

economy are less didactic than argued above. Maori have benefited from both the 
welfare state and market economy activit ies , although not in the same way. To expla in ,  
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Maori have benefited as a population from the welfare state · with its focus on universal 
entitlement, commitment to decent family wages ( l inked to men ' s  earn ing capacity) and 
full employment. In comparison, some iwi and Maori organisations have benefited from 
the market economy while overal l  indicators of wel l-being have fallen or remained static. 
These iwi Maori beneficiaries fal l  i nto two main groupings, those iwi who finally secured 
Treaty settlements for long standing grievances for loss of land and other taonga, and 
those iwi and Maori organisations (such as Urban Maori Authorities), who have 
positioned themselves entrepreneurial l y  to take up the privatised functions of the state 
and Territorial Local Authorities . 

The adaptabil i ty with which Maori have attempted to shape government agendas i n  their 
own interests is a recurring theme in Maori development. During the period of neo­
liberal economic reforms some iwi have seen their interests as more a l igned with 
government des ire for devolution of risk and responsibi l ity. The reason for this is 
because this approach has allowed more space for iwi and Maori organisations to 
exercise tino rangatiratanga than had h itherto been the case with a centrally planned 
economy and social services. This relationship is explained as follows. 

The sh ift from central ised prov ision to decentral ised service del ivery and 
, 

group-targeted services, especial ly s ince 1 991 ,  has focused on M!!ori 
' problems ' ,  rather than on the non-cultural ly specific improvement in 
M:iori social conditions resulting from universally provided benefits and 
mainstreaming. The family benefit ,  for instance, dramatically increased 
family incomes for larger Mt.'·ori famil ies in the 1 940s. It did so without 
overly drawing attention to M::iori enti tlement, since it was provided to al )  
citizens (Cheyne et al . ,  1997, pp 154-1 55) . 

They go on to argue that, 
Group targeting - the result  of mainstreaming health and education 
services also with services once provided by the Department of M�ori 
Affairs - makes welfare provision much more culturally specific. This 
al lows serv ices to be tuned to tangata whenua needs in a way that could be 
seen to be more respons ive to the Crown's  Treaty obligations, but it also 
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makes any attempts to transfer resources to Mi\"ori subject to Pakeha cries 
of separatism. Article 11 rights to redress economic impoverishment are 
more subject to a cul tural veto by Pakeha, than Article III rights ,  which 
stress common ci tizenship (Cheyne et al . ,  1 997, p 1 55) . 

And further, 
Both M";ori and government have, s i nce the 1 970s, g iven more attention to 
a shift from the social rights of ci ti zensh ip to those of a cultura l ly defined 
group. M.fori pol itical activism has taken place in an increasingly plural ist 
env ironment s ince the 1950s . �wri have demanded recognit ion for a 
special kind of difference, one based on indigenousness. An acceptance, 
even a tolerance of divers i ty cannot be confused with a transfer of 
economic or pol itical power . . . .  The humanitarian rhetoric of the 1 840s 
has become the b icultural ism, partnership,  plura l ism, or postmodernism of 
the 1 980s and 1 990s. The rhetoric draws M�Qri into the discourse, but in 
practice l ittle else has changed (Cheyne et a l . ,  1 997, p 1 55) . 

S uch considerations have important implications for Milori who have struggled to expand 
their share of government resources during a period of retraction by the State, and also 
when faced with an increas ingly disgruntled taxpayer. Such taxpayers may be less 
incl ined to support Treaty settlements and government assistance to the poor - both of 
which wil l  have a s ignificant effect on Milori famil ies. 

Maori and Neo-liberalism 
The congruence between Maori desi re for autonomy and neo-l iberal support for a 
residual state has the appearance of being Maori-friendly, but l acks substance. As 
Manuka Henare said, 

In Aotearoa, New Zealand the free market is not culture-free, and is 
therefore not values-neutral .  Contemporary social and economic policies 
are imbued with ethical and moral codes, and their  delivery involves forms 
of behaviour that are often at variance or in d irect confl ict w ith those of 
Mc:.{)ri and other Polynes ian peoples (Henare, 1 999) . 
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S uccessive governments from 1 984 have been concerned to locate respons ibi l ity for 
welfare back with in the communities within which these social needs arise under the 
guise of devolution. Devolut ion al lows two things to be dealt w ith at the same time, 
community desire for control (in this case the Maori community desire for t ino 
rangatiratanga) and government des ire to exit welfare provis ion as non-core 'government 
business ' .  

A lthough neo- l iberal ism has a strongly appl ied normative framework which reflects a 
h ighly Eurocentric (especia l ly  American) cultural bias (Hazeldine, 1 998, p l O) , there 
have been Maori advocates for neo-liberalism precisely because it promotes i ndividual 
endeavour and an impl ied economic meritocracy which rewards those who work hard and 
take clever risks. Such a view enabl es a separation of culture from economic reward 
sufficiently to see those Maori who are financially successful as beyond reproach by 
society. They have not been given the money, but have played cleverly in the global 
marketpl ace to create their wealth and what they do w ith it is therefore their bus iness. 

In addit ion to this, neo- l iberal government pol icies encourage the devolution of resources 
and services to those communities closest to the ' problems ' .  Such proximity means that 
they are better able to understand these 'prob lems ' and better able to provide solutions to 
them. However, such a view is open to criticism s ince it locates the 'problem' at the 
level of the community or i ndividual experiencing the p roblem and therefore minimises 
or  disguises a more structural and broader analysis . Such an approach reveals a 
pathological orientation that cannot lead to the desired results .  It is imposs ible for the 
communities within which these very things are man ifest to develop a more 
comprehensive response which can address problems rooted in wider structural 
contexts . .  Such an approach only al lows the staunching of blood from communities 
which are rea l ly in serious need of a transfusion. It may therefore reflect the wrong 
treatment for the wrong cause. 

Neo-l iberal pol icies also appear less attractive when consideration is given to how those 
who are socio-economica l ly disadvantaged are treated by the global marketplace. 
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Income differentials appear to Increase, and this has certainly been the case in New 
Zealand s ince the market reforms (Chatterjee & Podder, 1 998; Statist ics New Zealand, 
1 999) . I t  is  clear that Maori are socio-economically disadvantaged when compared to the 
rest of the New Zealand population. 

This devolution of respons ibi l ity has been a del iberate pol i tical strategy by governments 
over the last 1 5  years to reduce the pol itical risks associated with Maori inequality. This 
has been achieved in two ways, first, by changing the nature of the debate from welfare to 
' workfare ' ,  and secondly, by linking Treaty of Waitangi settlements to Maori economic 
development. Structural features that contribute to Maori unemployment remain 
unaddressed. Now the pathology is also reflected in iwi and hapu abi l ity to meet (or not) 
the needs of their  people and it coincides with the structura l unemployment evident in the 
New Zealand economy. 

Ironica l ly  part of the momentum for neo- l iberal change was generated by those frustrated 
with thei r  perception of an evolving el itism of the Treaty settlements process.  The 1990s 
have witnessed a growth in the number of 'corporate Maori' .  Donna Awatere-Huata 
c laims that, 

In fact the average Mc-ori wi l l  not see a cent of any Treaty settlement. 
Rather, a new breed of tribal ,  urban M �ori middle-class bureaucrats w i l l  
massage treaty spo i l s  into a larger resource with l ittle consideration for 
those whom they are supposed to represent. Take the fisheries. The only 
ones to benefit wil l be either tribal or urban bureaucracies p lus their 
assorted lawyers .  After mi l l ions of M�ori dol lars have swi l led about in 
the legal and bureaucratic troughs, it wi l l  not matter which s ide wins. The 
average Mc.ori, to whom the fisheries ul timately belong, w i l l  have nothing 
(Awatere-Huata, Treaty issues : don ' t  leave them to the bureaucrats , NZ 
Herald, February 6, 1 997) . 

S imi lar views are expressed by Tamihere when he claims that he wants to stop the 
'feeding frenzy' on Maori p l ight and that there is, 
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A huge vacuum between government pol icies and what happens on the 
ground and I can do more here . . . .  We are in a race against t ime. The 
people round these wealthy iwi organisat ions wi l l  do all right, but too 
many of our people wi l l  end up on the gutter (McLough l in, 1 998) . 

Awatere-Huata' s  prescription for rangati ratanga is the return of these responsibi l ities to 
i ndividual Maori and to iwi through their entitlements via a personal a l location to . a 
defined population of government resources . In this prescription, the state is removed 
almost entirely and as such this becomes the ul timate expression of neo-l iberalism. 
ThusMaori can see that a radical Maori agenda of self-determination can be consistent 
with neo-l iberal arguments about the necess i ty of removing the state from social 
interactions . The reasons for wanting this differ. For government it is seen as a means of 
l imit ing distortions within the market place. For Maori it is seen as a means of exercising 
authority w ithout interference from a colonial government. 

Unfortunately Ms Awatere-Huata's proposed solution may actual ly  exacerbate the 
problem s ince it ignores the effects of relativity and social exclusion which Maori 
experience as a populat ion. The assumption that Maori enjoy the same degree of choi ce 
as non-Maori i s  debatable. In  particular i t  ignores the infrastructure necessary for Maori 
education, health and welfare and the extent to which this infrastructures requires a co­
ordinated national strategy and a central government. 

Tamihere is also considered an outspoken critic of a [.ibal el itism - something he refers to 
as the 'brown table '  and therefore synonymous with the priv i lege associated with the 
Business Round Table. As a January 1 998 North South article identified, 

he has no patience with those who would have M0oridom revert to its 
tribal roots in a fast-changing world, or with the elders of the "brown 
table" . . .  who have presided over the triba l ly  based Treaty settlements for 
the past few years (McLoughl in ,  1 998) . 

It is possible to see the benefits accruing to particular tribes as ev idence of the worthiness 
of those tribes to receive those benefits , either through the efforts of their negotiators to 
obtain redress for past injustices or through some other mechan ism. Tamihere, however, 
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argues that tribalism · is · an outdated way of thinking about ourselves as Maori i n  the 
modern world. Like Awatere-Huata he doesn' t  agree with Maori dependency on  
government handouts, claiming, "numerous government agencies and welfare 
organisations l ive off Maori dependency but achieve l ittle" (McLoughl in ,  1 998) . 

Waipareira Trust has fought legal battles against the Treaty of Waitangi Fisheries 
Commission and has made a successful Treaty claim to the Waitangi Tribunal about the 
Community Funding Agency in a bid. to secure more equitable funding on a par with iwi 
Authorities . In a North South magazine article, Tamihere explains what drives this  
momentum among urban Maori authorities . . 

80 percent of Miiori are urban now and l ive far beyond their rural iwi  
boundaries . Many do not even know their iwi affi l iation. They should get 
their fair share of Treaty settlement proceeds and state funding in health, 
education and training programmes .  Instead, he argues, Treaty settlements 
and state funding is going largely to iwi authorities which are becoming 

. wealthy at the expense of the majority of .MDori (McLoughl in ,  1 998) . 

Iwi Authorities, however, have been keen to promote education within their  iwi  and have 
proactively contracted with government departments along with Maori urban  authorities 
for services in health, education, and justice. For example Tainui and Ngai Tahu have 
both developed extens ive scholarsh ip schemes to support further education among their 
own people as part of a planned commitment to ongoing iwi development. 

·New Miiori Orthodoxy: Transformation From Structural A nalysis To 
Individual Freedom And Choice 
A new Maori orthodoxy has emerged during the 1990s which has takenMaori far from 
the debates of the 1970s. The transformation of Awatere-Huata from Maori radical to 
free market advocate is. the embodiment of this change. The 1 970s were epitomised by 
the use of structural analysis to explain Maori disparity. Maori were seen as the victims 
of processes of colonisation that ensured economic SUbjugation in  successive generations 
of Maori. Low educational achievements were the result of a self-reinforcing cycle of 
deprivation, with few employment opportunities ( low i ncomes were guaranteed) , poor 

1 30 



housing, and poor l iving standards. In  this respect, Maori became defined by our defici ts 
rather than our strengths. This has been altered to a more pathological explanation ,where 
a person ' s  individual fai l ings explain their ' fai lure ' in society. 

Awatere-Huata claims that, 
More important than a l l  the Treaty settlemen�s, a l l  the land, fisheries , 
tribal radio, cash and property, mana and apologies is the education of _ 

each MOori chi ld. The great social divis ion today is not between rich and 
the poor; it is between those who have education and those who do not 
(A watere Huata, 1 997) .  

The 1 980s witnessed a change i n  this deprivation thinking with a growing critique of 
Maori inadequacy and a view of Maori as the passive recipients of welfare or aid. The 
mood during the Decade of Maori Development was to ensure that Maori came to control 
their own destiny. However this was coupled with a measure of self-interest from 
particular iwi and tribal l eaders, and an increasingly hosti le  social environment. 
Recipients of publ ic welfare were labeled 'b ludgers ' because they were dependent on the 
state. Such attacks were not new to New Zealand. They reflected a return to welfare 
approaches reminiscent of n ineteenth century responses to the same questions around 
need and publ ic provis ion (Thomson, 1 998) . 

The core elements of these pol icies are dealt with elsewhere in the research, however 
their impact on Maori, an already vulnerable population i n  New Zealand, h as been 
profound. Even so, there have been too few voices raised among the Maori leadership to 
draw attention to the underlying reasons for this. Noticeably it has been Maori urban 
organisations and Maori activists who have maintained some semblance of a broader 
analysis of the i nternational s ituation and its detrimental effect on Maori. Examples of 
such activ ists include Annette Sykes, Mike Smith, Moana Maniapoto Jackson and John 
Tamihere. 

That this occurs during a time of Treaty settlements, which themselves are constrained by 
the Crown as a k ind of mass ive risk management strategy, i s  no accident. International 
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capital is extremely fluid, constantly seeking higher returns for particular l evels of risk. 
Suggestions of massive claims by indigenous peoples against strategic assets make them 
nervous . Such potential had to be managed before New Zealand could seriously take 
itse lf  into the international marketplace. 

A review of the evidence s hows that Maori secured major gains in health outcomes such 
as l i fe expectancy, home ownersh ip, labour force participation and the establ ishment of 
Maori i nitiatives such as Kohanga Reo in education during the period 1950 - 1980. Such 
gains were greater than had been achieved at any other time in our h istory. However this 
is conveniently forgotten in the rush to remonstrate about the fai l ings of the Welfare 
State. 

There is no doubt that the welfare state was a two-edged sword for Maori and that the 
nature of the social contract between c it izens and government would inev itably alter, but 
l ittle thought has been given to what Maori have been expected to give up, and what was 
exchanged Early promise of benefits, such as those arising from the Treaty settlements, 
remain to be seen by most Maori. 

More importantly there is  evidence of major structural rifts developing within the Maori 
population which must be cause for alarm ifMaori are to avoid  further fracturing i n  the 
future. In particular increased polarization in income, education and other social 
indicators is significant. With the closing down of Maori Affairs and the mainstreaming 
of Vote Maori Affairs monies there are no cheap housing loans and no trade train ing 
schemes available for the unique characteristics of Maori. While these were open to 
criticism (such as creating ghettos for Maori), they were more thanMaori have now. The 
current system has not encouraged Maori i nto the workforce and has ignored fundamental 
restructuring of the labour market i n  ways which continue to ensure Maori remain an 
under-class relatively worse off than their immediate forebears . 
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Maori Middle-Class 
One assumption of this research was that Maori would exhibit the same features of 
middle-class capture as has occurred in the general population as a result  of pressure on 
welfare during periods of economic stagnation . As incomes of the middle class dec l ine 
and social services become more targeted, i t  is the middle-class who are able to access 
the scarcer welfare services, rather than the poor who are ostens ib ly the major 
benefic iaries of welfare (Cathol ic Caring Founding, Father Fred Canon, Morning Report, 
March 23 1 999) . The middle class is i tself the product of the benefits of welfarism: 
benefits which accrued during the period of the welfare s tate and wh ich are now under 
threat (Thomson, 1 996) . This compares historical ly with notions of private charity that 
drove much of what was considered welfare in nineteenth century New Zealand 
(Thompson, 1 998) . 

Neo-l iberal arguments about the capacity of private giving to ass ist those who are unable 
to meet their own needs do not bear scrutiny. It is s imply not possible for churches ahd 
chari ties to pick up the slack of government exit from pub l ic welfare through private 
charity. This capacity for private giv ing assumes that agreed notions of good arise from 
such phi lanthropy and that a civi l  society infrastructure capable of supporting private 
charitable work exists ,  including an army of volunteers. None of these things exist in  
New Zealand. Our charitable capacity is severely l imited and would be unable to meet 
government' s  exit from social services prov ision; our social cohes ion and commitment to 
publ ic phi l anthropy appears strained; our c iv i l  society is weakened; and our voluntary 
capacity is diminished . 

Welfare has come to have different connotations at various points in  our history; 
' Welfare ' ,  'social welfare '  and 'welfare state ' are s l ippery terms, meaning 
different th ings to people at d ifferent t imes and in  different places . In 
mid-twentieth century New Zealand 'welfare ' had rich and general l y  
pos itive associations, encompassing a l l  publ ic act ivities which improved 
c itizens ' material and psychological c ircumstances, including education, 
health, hous ing, job protection, infrastructure investment, the management 
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of savings, and a great deal more. Of late it has narrowed and taken on a 
more pejorative edge, referring to income support by government, and 
even just to cash to the non-elderly (Thomson, 1 998, p 3) . 

This trend is identifiable also within Maori i nitiatives such as Kohanga Reo and Kura 
Kaupapa - both initiatives that owe their existence l argely to a Maori middle-class who 
provided the inte l lectual and practical support for the initiatives to survive and develop . 
The growth of a Maori middle-class (which has paral leled a growing Pakeha middle­
class) during the period of the welfare state has to some extent skewed outcomes under a 
targeted government assistance regime because of their greater abi l ity to access 
resources. An example is prel iminary research by the Min istry of Heal th around the 
effects of increased use of General Practitioners for chi ldren aged ' under s ix years old ' -
a pol icy introduced in 1 997 by the National led Coal ition government with New Zealand 
First, reinstating earl ier provisions for this group of chi ldren abondoned during the period 
of reform. 

Maori have never been so wel l  educated nor so poorly educated. The middle-class are 
able to exercise choices while the poor appear locked into a pattern of continuing 
deprivat ion. 

Chris Trotter, in a speech to the Massey Uni vers ity Staff Club on 30 March, 1 998, 
explained his v iew that Maori need to address the context of Maori development where 
issues of gender and class remain to be explained. 

The articulation of group needs by the middle-class means that the pol icy process is often 
captured by them (as the initiatives a lso are) . Pol icy-makers are atypical and do not 
usual l y  reflect the general Maori popul ation. 

Powerful iwi have benefited from the reforms for a number of reasons - they are wel l 
organ ised and have responded quickl y  and conv incingly to government initiatives .  An 
example would be Tainui 's  development of a Health Care Plan in  the l ate 1 980s, wh i le  
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other iwi and Maori organisations were still trying to grapple with what Health Care 
P lans were and what opportunities ex isted in changing government heal th pol icy. 

Ngai Tahu, Tainui, Te Arawa and Tuwharetoa have been able to mobi l ise leadership to 
access government resources. The latter two have effectively been in this pos ition s ince 
the 1 920s because of earlier settlements and this has given them greater abil ity than other 
iwi to enter a new market in, for example, healthcare. 

Middle-class Maori children are more l ikely to attend pre-school ,  i ncluding Kohanga 
Reo, more l ikely to participate in cultural institutions and events (Te Hoe Nuku Roa) and 
more l ikely to attend GPs earlier than poorer Maori. 

Government solutions to these problems of ensuring access for low income famil ies 
inc ludes home vis iting (for example Family Start) but these may also impose 
authoritarian and normative prescriptions on already stressed fami l ies s truggling for daily 
surv ival .  Such proactive approaches may however improve compl iance and increase 
immunisation rates (such as with a mobile cl inics) . 

Maori concern about data capture by government agencies and subsequent data matching 
is a result of this perceived harsher environment. They have developed a range of 
techniques to address this concern by minimis ing wherever possible the government 
' face ' in their serv ices . For example, Te Puea Marae and the Tipu Ora Programme (run 
on Te Arawa marae) , try to accommodate this in their services by adopting strategies 
such as meeting whanau at an independent place. However, in this case these workers 
were their ' nann ies ' ,  tribal ku ia (older women of status) - so it was much eas ier to create 
a safe environment for these ' at risk whanau ' .  These whanau experience th ings such as 
h igh hous ing dens ity, l ittle housing security (for example in rented accommodation) 
which both perpetuate and exacerbate the negative experiences of low income Maori 
(Milne, 1 998) . In this example, the Plunket model was v iewed as an inappropriate way to 
rear impoverished Maori children because of its h istorical associ ation with Truby King's 
s trongly prescriptive and authoritarian legacy. However, in comparison it does appear 
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that there is a high Maori acceptance of Public Health nurses - particularly in  rural 
communities . Poss ibly th·eir approach was more pragmatic and located more within the 
experiences of these cl ients . 

Maori are not a homogeneous population. Like Pakeha, Maori have a range of political 
views, with a growing middle class who aspire to many of the same things as non-Maori. 
Th�se aspirations are very much defined by where in the country you come from. Maori, 
particularly in rural communities retain more modest aspirations in respect of what type 
of health services s hould be available in their area than their city cousins (Cunningham, 
1 997) . In such communities, being seen by a doctor is what they want. Being seen by a 
Maori doctor surrounded by a multi-disciplinary team would be beyond their 
expectations. 

What constitutes an adequate health service depends to a large extent on your educational 
background and socio-economic status. Maori policy makers may reflect a 'false 
consciousness' wherein l argely Maori middle-class concerns are projected onto the whole 
Maori population. 

Divergent Miiori Population 
This analysis about the divergent nature of the Maori population is best explained by 
Chris Cunningham's model of the Maori population that identifies four main groups. 
These are identified in Figure below. 

Figure 1 Diver ent Maori Population 

Pluralist ic 

Gap 
Source: Chris Cunningham, Te Pumanawa Hauora, Massey University, 1 998 
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This typology suggests that there are essentially four population groupings among Maori, 
each with a unique profi le. These are pluralistic, traditional, Pakeha and gap Maori. 
Traditional Maori are those who remain in traditional environments and who experience 
close relationships with turangawaewae and strong iwi/ Hapu and whanau identity. They 
are able  to speak te reo and practice tikanga regularly in their daily l ives, including 
involvement with their marae. Pakeha Maori are those who l ive their l ives in an almost 
identical way to Pakeha. They do not speak Maori regularly, do not necessarily  identify 
as Maori (although they may), do not participate regularly in tribal activities and do not 
have regular contact with their marae or turangawaewae. They aspire to exactly the same 
things as mainstream New Zealand. Pluarlistic Maori are those who step between 
traditional and Pakeha worlds, reflecting elements of both� They may speak some Maori, 
are often better educated than any of the other groups, have regular contact with their 
marae and possibly i nvolve themselves on the periphery with iwi, h apu and whanau 
concerns and activities. Gap Maori are those who do not identify as traditional Maori ,  or 
as Pakeha Maori . They are most l ikely to be socially isolated or vulnerable and most 
l ikely to be uneducated. They may participate in another type of sub-cul ture such as 
gangs, or sole parent associated poverty. 

These groups are therefore related to particular features inc lude educational status, 
income levels, employment associations, rural and urban l iving environments and cultural  
identity. The latter includes two d imensions: access to and participation in  Maori culture 
and institutions, and security of identity. 

Cunn ingham points out that the benefits of the l ast decade have been disproportionately 
enjoyed by pluralistic and traditional Maori, with an attempt in health to find a "kohanga 
reo" solution adapted from education to other social services (Cunningham, interview, 
1 998) . 

Conclusion 
The 1 980s were seen as the decade of Maori development, with resu lts delivered i n  a 
series of decis ions such as the Treaty settlements and various legislation such as the 
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Maori Fisheries Act 1 989 and Treaty of Waitangi .(Fisheries C laims) Settlement Act 
1 992. There is a perception that there have been gains in service delivery with for Maori 
by Maori service providers, particularly in health . 

. This analysis raises questions about the degree that Maori and their leaders have colluded 
with a neo-liberal agenda during the period of these reforms. The use of national Maori 
organisations to act as spokespeople for Maori has been replaced by a re-emergence of 
tribal leadership. This is a direct result of the Treaty settlements process which has 
legitmated and rewarded particular iwi based upon rigorous research presented to the 
Waitangi .Tribunal. However the re-emergence of tribal parochial ism is to be expected 
and reflects a continuation, rather than a break with tradition. Bel ich ( 1 996) explains 
how the current situation has paral lels in our history from last century. 

Tribal ism remained immensely important, sometimes compatible w ith \ 

pan-tribalism, sometimes competing with it. Yet pan-tribal ism did rise 
from the 1850s, and it has been downplayed in retrospect, partly because 
of the myths of empire and their h istoriographical res idues. There is also 
some tendency among M'�ori to rank the tribe above all else, and to see 
M\")ori unity as a Pakeha invention. That, too,  seems to be a retrospective 
gloss on history .  Te Ua Haumene, prophet of Pai Marire, instructed h is 
l ieutenants : ' Do not be concerned for your own v i l lage. No, be concerned 
for the whole land6 (Bel ich, 1 996, p 234) . 

S implistic understandi ngs of the relationship between Maori and Crown do Maori no 
favour. Maori were not s imply pawns in  the hands of an indifferent Crown, but were also 
active shapers of our destiny. Chiefly interests and tribal interests through the restoration 
of mana were .sometimes primary concerns for actions with the Crown against other 
Maori, or against other Maori irrespective of Crown preferences. Again, Belich casts 
l ight on this. 

At the broadest level, it was a partnership between two autonomous 
spheres, one ruled by governors and governments, the other by chiefs and 

6 'Te Ua Gospel ' ,  translated in Head, 'Te Ua' , 63 
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tribes , jointly pol icing the interface. At the local level ,  the nature of 
particular partnerships varied, from very close to very distant, and from 
Pakeha sen iority in the relationship to M��ori seniority (Bel ich, 1 996 p 
228) . 

The degree to which Maori see col laboration between themselves as beneficial to their 
indiv idual iwi interests wi l l  determine future improvements in heaith, many of which wi l l  
need to be addressed through a cohesive and united approach. 

The restoration of lands, monies or other taonga, has been important for establ ish ing an 
independent economic productive base as wel l as a location for the continuation of our 
culture. As Durie points out, land is a necessity for spiritual growth and economic 
surv ival (Durie, 1 998c, p 1 1 5). 

Maori are at an historical ly important cross-roads with d ivergent paths for future 
development open to us. One path is the global economy w ith investment in fisheries, 
forestries, land development and new compan ies including innovations in eco-tourism, 
and consul tancy services. The other path is uncerta in and unclear but may include a more 
local ised investment pattern such as the smal l -scale banks being trialed in Scotland and 
Asia. 

Questions of c lass arise given the increase in disparity within Maori society, as wel l  as 
between Maori and non-Maori over the past decade. While ethnicity is often treated as a 
proxy for social class, this is misleading and simpl istic according to Smaje, 1 995. 
Theoretical ly c lass and ethnicity are two distinctive and different phenomena, each with 
their own outcomes in heal th (Smaje, 1995) . However, Maori are affected in New 
Zealand by institutions that are at times fundamenta l ly opposed to their interests as a 
people and there is evidence to suggest that class and ethnicity act together to mul tiply 
the experience of disadvantage. 

The chal lenge for Maori in the next decade is the creation of a more diversely ski l led and 
wel l -educated work force, greater asset ownership (including affordable hous ing) ,  and 

139 



improvements in key areas of health, a l l  of wh ich require co-ordinated strategies in 
conjunction with government. Maori must see our interests i n  common i fM aori are to 
address the effects of our circumstances andMaori must reject the winners and losers 
psyche which underpins new right policies. A concerted and co-ordinated national 
strategy is required that includes iwi and urban Maori in polit ical pressure to address 
these inequal ities in employment and education, hous ing and cultural independence. 
Maori do not fit one mould and therefore, there wil l  not be one solution. 
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CHAPTER S 

Health Reforms :  ' Whaia Te Ora Mo Te Iwi' 

Introduction 
New Zealand' s  health system can be characterised as involving reform and conflict over 
the al location of respons ibil ity for provis ion from the time of British colonisation to the 
present (Cheyne et a l . ,  1997, p 221 ) .  Central government assumed an increasingly 
important role from last century, culminating in near universal prov ision from the time of 
the Social Security Act 1 938. 

The 1 990s health reforms formed a v isible part of the p latform of publ ic pol icy reforms 
in New Zealand from 1 984. The reforms affected many New Zealanders and evoked 
strong responses from the publ ic .  While the reforms under the Labour government in the 
1 980s could be characterised as more managerial than market, the 1 990s reforms 
introduced a heal th market. Questions about a res idual state, the need for rationing of 
publ ic resources, efficiency and better management a l l  found expression within the health 
sector. 

Problems with cost containment, an aging population, changing consumer expectations 
and pressures of technology forced a rethink in the 1 960s and 1 970s (Cheyne et al . ,  1 997; 
Dow, 1 995) . The Area Health Boards Act 1 983 was introduced to faci l i tate the 
integrated planning for primary and secondary health care. The approach s ignaled by this 
Act was changed marked ly with the introduction of a market-oriented approach adopted 
by successive National governments during the 1 990s . 

A series of reports from the late 1980s promoted a range of options for healthcare for 
New Zealand. Some of the assumptions of these reports are questionable such as the 
amount of sav ings predicted within the health sector in the Hospital and Related Services 
Taskforce (known as the Gibbs Report) 1 988. Al l  of these contributed to a cl imate of 
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debate for more substantial change that fi l tered through government and a l l  were 
subsequently used to justify substantial changes brought in by the National Government 
elected in 1 990. 

Further changes occurred during the whole of the 1990s, particu larly in the structure of 
the health sector. The purchaser became a funder, the new Pub l ic Health purchaser was 
dismantled, new Maori providers emerged and new organisations such as Independent 
Practitioner Associations (IPAs) were establ ished. 

The health reforms are examined in detai l  in this chapter as they prov ided the impetus for 
the emergence of Maori health providers. The legacy of the 1 990s health reforms are 
:tlso l ikely to l i ve on for decades to come, affecting the future of Maori health providers. 

The New Zealand Health System 
A.n ad-hoc health system developed in New Zealand during the nineteenth century 
initia l ly  in response to the threat of infectious disease and early  publ ic health concerns 
with san itation and water supply, along with practices such as quarantine and vaccination 
(Dow, 1 995) . The colonial system of hospitals and health officers wou ld come to 
mpplement then supplant Maori tohunga and traditional practices. These included a 
range of practices including rongoa, mi rim iri and karakia as treatment for ai lments .  The 
Tohunga Suppression Act 1907 prohibited such trad it ional treatments until it was 
�epealed in 1 964. 

Despite widespread concern about epidemics, provincial centres continued to argue about 
who would responsible for public health interventions. 

Throughout New Zealand there was an apparent lack of effort to tackle the 
s i tuation. Almost a decade would pass before central government 
demonstrated a wi l l ingness to accept some respons ibi l ity for pub l ic health 
(Dow, 1995, p 2 1 ) .  

�ew Zealand 's  early public health legis lation arose from the combination of  the threat of 
�pidemics and a degree of informed support from within the community (Dow, 1 995, p 
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2 1 ) .  The purpose of the Publ ic Health Act 1872 was to prevent disease from foreign seas, 
suppress it when it occurred and to provide for vaccination (Dow, 1995, p 23) . Despite 
the passing of the Act provincial governments continued to be reluctant to spend money 
on publ ic  health. However, provision of health services was seen as a ' paramount duty ' 
of the superior civi l isation for those of a more primitive c iv i l isation. This duty extended 
beyond vaccination to include provid ing Maori with access to hospitals and other 
medications . Dow has observed that self- interest ' as a spur to action was a recurring 
motif of public health activity on behalf of the Maori ' (Dow, 1 995, p 3 1 ) .  

Hospitals in Auckland (1847) , New Plymouth (1 847) , Wel l ington ( 1847) , Wanganui 
( 1 8 5 1 ) and Dunedin ( 1 852) were i ntended, 'primarily for Maori needs' and were 
supported by the government in  Britain (Dow, 1995, p 3 1 ) .  These hospitals provided 
treatment and dispensed medicines , subsidised by colonial New Zealand government in 
negotiation with their medical officers (Dow, 1 995, p 3 1 ) .  H istorical accounts suggest 
that Maori regularly used these hospitals. The hospitals were also used to provide 
outreach to Maori communities. Maori were more l iterate than non-Maori at the time and 
health education included publ ications on matters such as smal lpox, burial practices, 
vaccination and san itation (Dow, 1995) . Native medical attendants were appointed to 
each of the principal Maori settlements by 1 865, although some were not medically 
qual ified and some were obviously  unsuitable (Dow, 1 995, p 32) .  

Maori use of hospitals waned fol lowing  the land wars of the 1 860s. Concern about Maori 
delay in seeking treatment at hospita ls had emerged by 1 874 when Hopkins Clarke, 
Officer in Charge of Natives at Tauranga, said, 

It is often the case that the s ick do not get proper medical treatment until 
the M ·ori doctor has exhausted h is sk i l l ,  and natural ly enough, when 
brought to the hospital [they] are beyond al l hope (Dow, 1 995, p 32) . 

In 1885 the Hospitals and Charitab le Institutions Act establ ished Hospital Boards 
governed by elected members . These Boards remained relatively unchanged unti l the 
Area Health Board Act 1983. Hospital Boards were a reflection of the ' parish-pump 
pol itics ' wh ich dominated prov incial New Zealand. Prior to the Social Security Act 1938 
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Hospital Boards were respons ible for rais ing funds for hospitals from local rates, fees and 
central government contributions'. However, central government was increas ingly looked 
to for funding of heal th serv ices and for central co-ordination and planning in health care. 
Fol lowing the 1938 Act, most health serv ices for both GP and hospital serv ices were 
publ icly funded by central government. 

By 1 900 pressure had mounted for a more professional approach to public health than 
was the case under the management of provincial government leaders . The growing 
control of medical l y  qual ified staff was reflected in the creation of the Department of 
Pub l ic Heal th through the Publ ic Health Act 1 900. The Department of Health was 
evidence of an acceptance that a population level approach was needed in health, rather 
than one which continued to focus on individual pathology (Cheyne et a l . ,  1 997;  Dow, 
1995, P 221 ) .  The new Public Health Act 1 920 is credi ted with the evol ution of an 
integrated health system that bui l t  on the original hospital and medical serv ices (Dow, 
1 995) . 

New Zealand's experience of the Great Depress ion led to ' universal access to health care 
as part of a package of social-security measures ' (Dow, 1 995, p 221 ) .  The intention of 
the Social Security Act 1 938 was that ' general practitioner, hospital , pharmaceutical and 
maternity services were intended to be free and universal ' (Cheyne et a l . ,  1 997;  Dow, 
1 995, 1 22) . A lthough the level of subsidy would deteriorate over the years , this 
commitment to un iversal access to health serv ices on the basis of need rather than abi l ity 
to pay, remained in place unti l  the 1 990s health reforms when greater emphasis was 
placed on the latter. However, New Zealand continued to operate a free and universa l  
system for al l  citizens even during this 1 990s period. 

As the first universal, free health system in the world, New Zealand came closest to the 
Bevridgian ideal in health services. Other countries whose systems reflected this model 
to some extent include the Un ited Kingdom and Canada. However, other models were 
also on offer and these would come to dominate other health systems . Two other models 
in particular deserve a mention, the social insurance model and the private market model .  
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The social in�urance model is premised on a contribution paid by individuals to a central 
pool ,  which is then topped up by taxation and paid when health care is needed. Most 
countries have adopted elements of all of these models. The private market model i s  
where indiv iduals meet their own health needs either through private health insurance or  
by paying out of  pocket. The United States i s  often cited as an  example of  this model ,  
a l though i t  also operates a very expensive and extensive publ ic hospital system with 
access to Medicare and Medicaid for those c itizens on pensions or low incomes. They 
also operate an extens ive Veterans hospital system for those who have served in the 
defence forces. 

A uckland's Traumatic Changes 
The Auckland Area Health Board, and the Auckland Hospital Board that preceded i t, 
complained continually of chronic under-funding for Auckland. As the fastest growing 
population centre it had fal l en behind other centres in funding. This under-funding 
prob lem and lack of population funding equ ity was not solved by the health reforms . 
Rather they masked the real  problem through a series of transfers from existing 
commitments to hospital serv ices to other services, in particular through the creation of 
independent health prov iders funded from the publ ic purse. 

A review of Auckland 's health and hospital serv ices in 1 987 identified a role  in  
purchasing and providing for a l l  the major stakeholders in Maori health through the 
development of a purchasing strategy (Committee to Review the Organisation of Health 
and Hospital Services in Auckland, 1 987) . This report included a Maori proposal for a 
regional Auckland Maori Health Council ,  with repr�sentation on the Auckland Regional 
Health Board, Executive Committee and each District Health Authority. These structures 
were a refinement of the Area Health Board model that has been reflected in aspects of 
t he District Health Board reforms announced in 1 999. The addition of a Maori Health 
Council would have enabled Maori . to have a role in planning both specialist Maori 
services and mainstream services. This would have guaranteed Maori representation at 
a l l  levels, and also guaranteed a Maori, regional ly  focused health authority. The report 
proposed that, 
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a M ·ori Health Council be established to undertake responsibi l ity for 
matters of M .ori Health from a M ·ori perspective with the support of the 
Auckland Hospital Board. The Council to be constituted by the five 
Tribal and Regional M ·ori Authorities in Tamaki-Makau-Rau (Committee 
to Rev iew the Organisation of Heal th and Hospital  Serv ices in Auckland, 
1 987, Appendix D). 

The report 's authors claimed to have consulted and received support from Tainui Trust, 
Ngati-Whatua Trust, Te Whanau 0 Waipareira Trust, Auckland District Maori Counci l  
and the Maori Women's Welfare League. 

This recommendation from the Committee was never implemented as the Auckland 
Hospital Board - transformed into the Auckland Area Health Board in 1 989 - was sacked, 
then re-appointed later that year. In July 1 99 1  all Area Health Boards were summari ly 
dismissed by the then' Minister of Health, Simon Upton. Harold Titter was appointed as 
Commissioner when the Area Health Boards were dismissed. He was subsequently 
appointed Chair of the newly formed Regional Health Authority, North Health ,  when it  
came into existence on 1 July 1993. 

These constant changes demonstrate the impact of the tumultuous nature of the health 
reforms on Auckland. The Auckland Hospital Board and Auckland Area Health Board 
control led enormous capital and income. They were the largest employers in the 
Auckland region. In 1 990 there were around 1 4,000 staff who provided serv ices to 33% 
of the New Zealand population. Relations between Wel l ington and Auckland were at 
times tense given that each tried to enforce their wi l l  on the other. Auckland was a 
runaway train carriage, in danger of taking the rest of the train with it. 

Other areas covered in the report were how to improve intersectoral col laboration and 
coordinat.ion, inviting local representation through district health committees and the 
establ ishment of a regional health board. The objectives for the Auckland Regional 
Heal th Board System were as fol lows; maximisation of health, coordinat ion and 
cooperation ,  equity, communication and influence, acceptabil ity to users , sens itivity, 
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Maori health initiatives, information, education and research, staff morale, effective 
management and accountabi l i ty (Committee to Rev iew the Organisation of Health and 
Hospital Services in Auckland, 1987, p I 2- 1 3) .  

Their stated Maori health objective was; "to foster Maori initiatives to provide cultural ly  
appropriate services and care" (Committee to Review the Organisation of Health and 
Hospital Serv ices in Auckland, 1 987, p 13) .  The report concluded that there was a need 
for more structures to ensure that there was greater community accountabi l i ty and input 
into health decision making. This would necessitate both regional and district s tructures . 
There was also an expl icit acknowledgement that while there were too many structures 
nationally, in Auckl and the reverse might wel l be true (Committee to Review the 
Organisation of Health and Hospital Services in Auckland, 1 987, p7) . The debates 
c irculating within the health sector increased in tempo with a number of reports such as 
Choices for Heal thcare (Taskforce, 1 986) and Hospital and Related Services Taskforce 
(Hospital and Related Serv ices Taskforce, 1 988) . 

The 1 990s health reforms were a response to a series of perceived problems w ithin the 
heal th sector. A Health Boards New Zealand study tour found that New Zealand's health 
system compared favorably with those of the Uni ted States , Canada, United Kingdom, 
Netherlands and Germany (Ashton, Beas ley, Al ley, & Taylor, 1 991 ) ,  but this did nothing 
to stem the tide of reforms introduced under the Min ister of Health Simon Upton between 
1 991  and 1 993. 

The authors made the following observations : that reform should seek to improve the 
obvious weaknesses of the system without also undermining its strengths; that there were 
lessons to be learned from the experiences of other countries; that there were special 
cul tural and social characteristics of New Zealand that must be taken into account; that 
the government should remain the dominant funder;  that access to publ icly funded heal th 
services in New Zealand should remain universal ; that the state should ' expl ic i tly state 
what services wi l l  be avai lable for everybody; that responsibi l ity for the funding of both 
primary and secondary care must be given to a single funding agency; that an across-the-
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board funder / provider split could not be recommended at this time because of a number 
of factors such as additional admin istrative costs ; uncertainties surrounding potential 
efficiency gains; and that there were impl ications aris ing from the embryonic state of 
general management for integrated service planning. 

The authors also supported l imited competition. They suggested al lowing ' individual 
areas ' to be free to tender for services from both publ ic and private providers and argued 
that efficiency gains could be ach ieved through serv ice based general management, 
although they recogn ized that this model of practice was sti l l  in its infancy. They also 
observed that the timetable for such reforms was unreal istical l y  short (Ashton et a I . ,  
1 99 1 ,  pp  53-54) . 

The health reforms therefore attempted to open debate about an appropriate model of 
care. This incl uded a shift towards a private market model ,  although there was also some 
discuss ion about whether New Zeal and should adopt a social insurance mode l .  

The 1 990 health reforms consisted of  a series of  s ignificant policy and structural changes 
to the health sector aimed at e l iminating problems identified with the ' old system ' .  
However, there were a number o f  reforms prior to 1 991  when the Bolger National 
government began the most significant changes to the New Zealand health system to 
occur in over 50 years. 

Two periods deserve special mention, the period where a comprehensive pub l ic health 
system was establ ished in the late 1 930s , and the period where Area Health Boards were 
introduced incremental ly in the 1 980s. Increased government expenditure in a period of 
constrained income during the 1 970s in New Zealand, lead to an undermining of the 
consensus that had driven the New Zealand health system from .the 1 938 legis lation. This 
undermining of the previous welfare state based consensus was attributed in part to the 
decl in ing value of the General Medical Subsidy (Cheyne et al . ,  1 997, p 222) . This 
subs idy was paid to General Practitioners for patient consul tations . Other problems 
common to other OECD countries that led to the undermining of this consensus include 
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the increased 'demand for health services, an aging population, new technologies and 
higher consumer, expectations '  within New Zealand society (Dow, 1 995, p 242) . New 
Zealand shared these trends with other developed countries. These, coupled with a sense 
that the system was fai l ing to produce equity, a l l  contributed to pressure for reform 
within the health sector. 

What were the Reforms Trying to Fix? 
There were a number of perceived problems with the 'o ld'  health system which the 1 990s 
reforms were intended to address .  A major problem was the increas ing cost of prov iding 
health care to an aging population. In addition, New Zealanders had increased 
expectations of what the health system s hould and could do for them, including having 
access to an increased range of expensive technologies. Furthermore, pol iticians and the 
pub lic had come to bel ieve that the system needed fixing. All of these contributed to a 
discourse of necess ity for major change that permeated pol itics in New Zealand during 
the 1 980s and 1 990s. 

In July 1 99 1  the Green and White Paper, Your Health & the Publ ic Health, laid out the 
pol icy b lueprint for the coming months. The report included a rationale for changes to 
the heal th sector. It stated that New Zealand ' lagged wel l beh ind the rest of the world in 
the provision of day surgery, shorter hospital stays and community-based treatment 
options outs ide the hospital setting' (Dow, 1 995, p 241 ) .  The report claimed that costs of 
health care outstripped the increase in consumer prices by some 26 per cent between 
1 980 and 199 1 .  

This view was contested by Michael Cooper who argued that the, "real cost increase in 
New Zealand ' s  health services between 1 980 and 1 988 was 14  percent" (Dow, 1 995, p 
242).  This was accompanied by increases in hospital admissions of 1 2  percent, 
outpatient admissions of 16 percent and day services of 150 percent during the same 
period (Dow, 1 995, p 242) . 
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The health reforms were also underpinned by a critique of the health system which 
considered that there had been cost-shifting, inefficiency, a lack of information, poor 
accountabi l i ty and poor integration of primary and secondary care (Ashton, 1 999) . There 
were sharply divided views about the effectiveness and efficiency of the New Zealand 
health system at the time of the reforms,  and there was l ittle enthus iasm outs ide the 
government 's  inner circle of Treasury, Health Services Taskforce, Business Roundtable 
and cabinet for such major reforms. 

Brian Easton has c laimed that one of the reasons for the radical nature of the health 
reforms was the unexpected appointment of S imon Upton as Minister of Health (Easton, 
1997a, p 1 5 1 ) .  Upton had a vis ion for health, which tended toward compulsory insurance 
for those individuals who could no't provide for themselves.? 

The extent, to which the health reforms reflected an ideological agenda cons istent wi th 
changes in other publ ic sector changes can be seen from the repetition of ' more market' 
as the solution to d iverse problems. Publ ic skepticism about the health sector had grown 
in part because of the greater publ ic accountabi l ity brought about by democratical l y  
elected Hospital and Area Health Boards w ith extensive media interest in  their activities . 
Whi le there was w idespread concern about the health sector, it was more in style than 
substance (Easton, 1 997a, p 1 5 1 ) .  Furthermore, this concern was shared by many other 
OEeD countries, with 18 out of 24 planning or implementing major changes to their 
heal th services by 1 991 (Dow, 1995, P 242) . 

7 This view is spelt out in his Mont Pelerin Society prize-winning essay quoted in Easton ( 1 997.  p 1 5 1 )  as 

fol lows; .. . . . .  there are the vic issitudes of i l l-health and old age. which no one can hope to avoid. These 

should. whenever possible. be the responsibil ity of individuals. It may wel l be desi rable to require some 

form of compulsory insurance to cope with those who would otherwise make no provision and then 

become a burden at a later stage ... because a service is funded out of taxation. it  does not mean that the 

government should actual ly provide the service itself. In many cases it  wi l l  be possible to have the work 

put up for competi t ive tender by the private sector (S. Upton. 1 987. pp 24. 26) . "  
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Stated objectives of the reforms 
The objectives of the new health sector between 1 992 and 1 993 were summarised in a 
report by Manatu Maori in 1 992. These were; 
• improve cost efficiency within health serv ices 
• reward the most effective health care providers 
• improve choice and responsiveness: i) between publ ic, private and voluntary 

providers, and i i) through finding more innovative ways of del ivering health care 
(Manatu Maori, 1 992, p 6) . 

In this report, Maori were exhorted to participate in  the reforms pro actively, but were also 
warned about the scale of the some of the changes and l ikely impl ications for population 
s izes based on overseas experience (Manatu Maori, 1 992). 

According to Ashton, the objectives of the health reforms were further extended to 
include the fol lowing (Ashton, 1 999, p 1 35) ; 
• to encourage efficiency and flexibi l i ty in service del ivery 
• to improve access to a system that is fair and affordable 
• to reduce waiting times 
• to widen consumer choice 
• to enhance the working environment for health professionals 
• to recognise the importance of publ ic health 

To these can be added : 
• containment of publ ic expenditure particularly in primary care 
• purchaser prov ider spl it 
• combin ing of fund ing for primary and secondary care 
• reducing the power of health professionals 
• increas ing the power of health managers 
• devolving responsibi l ity away from the centre (central government) 
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The emphasis on containment of publ ic expenditure arose from the neo- l iberal emphas is 
on fiscal responsibi l ity and minimising the role of government, particularly in service 
del ivery. Government 's  role  was l im ited to providing the overa l l  pol icy framework 
within which these services would be contracted to various prov iders of serv ices . 
Government was also to have a role in New Zealand in ensuring a ' safety net' for those 
unable to access serv ices privately. Whi le the New Zealand health system always 
retained a significant publ ic  provision in health services, this was driven by publ ic 
reaction against the 1992/1 993 reforms, rather than a bel ief by the then Minister of 
Health, S imon Upton, in the inherent rightness of such an approach. 

Concern by governments about increased demand for health serv ices and the escalating 
costs of such care was shared by other OEeD countries (Van de Ven, 1 996) . 

The split of a purchas ing role from a providing role. was premised on the perceived 
efficiencies that would eventuate from competition. This was l i nked to a bel ief in the 
inherent superiority of a market to del iver better health outcomes by forcing providers to 
become more accountable to purchasers and patients . 

Interest in the integration of primary and secondary care came from two trends 
simultaneously, the drive for cost saving and the drive for greater consumer 
responsiveness which pre-dated the 1 993 legis lation. Greater consumer respons iveness 
chal lenged the health system to respond to episodes of patient care in a more continuous 
manner under the new reforms. This meant that there should be seamless care across 
publ ic and private health agencies when managing the health of ind ividual patients . 

This interest in primary and secondary integration also came from a review of the 
hospital admissions that suggested that intervention at earl ier stages to prevent acute 
episodes were beneficial for patients and for cost. 

The health reforms originating in the National Health Service in the Un ited Kingdom 
during the late 1 980s were a precursor to the reforms in New Zealand. Decis ions by 
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cl inicians have different drivers than those of managers. The latter have primary 
accountabi l ity to the organisation for financial control and 'output' reporting. C l in icians 
experience different 'drivers ' when confronted with patients or other medical col leagues : 
they were l ess concerned with cost than with ensuring cl inical interventions for indiv idual 
patients. Governments bel ieved that these cl inical drivers had contributed to esca.lating 
health costs and therefore controls were needed to change these. Managers became 
responsible for this control and effectively replaced c l inicians in decis ion making roles in 
the health sector (Pol l itt, 1 994) . 

Successive Governments during the 1990s pushed for ' local solutions to local problems ' 
as part of a devolution of government functions to other sectors . They encouraged this 
also in part because of a bel ief that local solutions would be more innovative and would 
respond to real l ife s ituations managed by those actual ly working with these 
communities. This suited some of the new initiatives such as Maori providers and IPAs 
because it al lowed them greater autonomy from government and increased their sense of 
control over their own destinies based on their efforts . 

This was a successfu l compromise by government because it generated goodwi l l  whi l e  
implementing their  v ision of a smaller central government role. I n  real ity however, 
funding constraints and inequitable contracts between Regional Health Authorities and 
Maori providers and IP As around the country hampered this promise of autonomy. 

The overa l l  intention of the Government was to address what were seen as inefficiencies 
in the health sector created by self- interest. They did this with l i ttle understanding of the 
health sector and rel ied heav ily on reports from consultants, such as Alan Gibbs , who 
were also ignorant of the health sector. Alternative advice came from within the sector 
about how to address Government 's  concerns (Ashton et a I . ,  1 99 1 ) .  The Government, 
however, preferred to rely upon Gibbs ' 1988 report which argued that savings cou ld be 
made in the health sector through a different management regime, and that the health 
sector should be opened to the market to improve efficiency (Hospital and Related 
Serv ices Taskforce, 1988) . 
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Simon Upton, the then Min ister of Health, pushed ahead with dramatic reforms which 
curtai led the growing impetus of Area Heal th Boards and refocused the health sector on a 
more mechan istic response to health need. The emphasis on contracting fitted the more­
bus iness-l ike approach of the newly reformed health sector. However, this approach to 
contracting would also lead to inherent inefficiencies, particu larly among those providers 
working in less clearly defined areas such as community care and mental health (Ashton, 
1 998) . 

The find ings of the Health Board 's New Zealand study tour, publ ished in 1 99 1 ,  adv ised 
the Min ister against such dramatic reforms claiming that New Zealand ' s  health system 
compared favorably with other s imi l ar OECD countries (Ashton et a l . ,  1 99 1 ) .  Rather 
than overturning the whole system, they recommended that reform concentrate on what 
was wrong · with the system because of fears that strengths would also be lost in the 
overthrow. They also recommended that New Zealand ' s  response be a specific to our 
needs as a country. 

The Health Board cautioned that government should remain the dominant purchaser in 
health care and that access to health should remain based on un iversal provision for those 
services specifical ly identified by the government for funding .  They went on to argue for 
a s ing le funding agency for primary and secondary care and warned against revolutionary 
change because of the infancy of ' serv ice based general management' (Ashton et a l . ,  
1 99 1 ,  p 53) . Although supporting the idea of free tender by  ' services from both pub l ic 
and private prov iders ' (Ashton et a l . ,  1 99 1 ,  p 54) , they u l timately  warned against the 
unrea l i stic timeframe for implementation of the extensive reforms proposed by Upton 
and h is  taskforce and spelt out in h is paper, Your Health and the Publ ic Health. Almost 
all of this advice was ignored. 

The Hospital and Related Services Taskforce said there was a 30% potential for savings 
in the health sector if efficiencies could be implemented. This was based on the Ch icago 
accounting firm Arthur Anderson ' s  analysis .  Easton has critic ised this as it was: 
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based as much on wishful th inking and assumption as rigorous analysis. 
Much of its claimed potential 'productivity ' amounted to cost-sh ifting; 
that is, switching costs from the publ ic sector to the individual patient, 
fami ly and community (Easton, 1 997a, p 1 52) . 

In fact such cost shifting has been a key feature of the health sector during the 1 990s with 
increased expenditure from private individuals, from ACC and from other government 
transfers (Ministry of Health, 1 996) . 

Easton goes on to explain that the implementation of a radical reform agenda was l ikel y  
to have been driven b y  the then Minister of Finance Ruth R ichardson based on her own 
ideological commitment to New R ight pol ic ies and faulty Treasury figures . 

Publ ic spending on health, at 1 4.0 percent of net financial expenditure in 
1 993/94, is a significant part of fiscal outlays. It was claimed, wrongly, 
that the volume of spending on publ ic health was ris ing. The mistake 
arose in a Treasury paper which deflated the nominal spending with the 
wrong price index, fai l ing to compare apples with apples, and then using a 
period which maximized the size of the error. The faulty Treasury figures 
had mis led Labour min isters into accepting cuts in publ ic spending. 
Upton quoted the incorrect figures frequently, both in oppos ition and in 
government. They were used to reinforce the thesis that the health sector 
was inefficient, since it appeared that al though resources had been poured 
into the sector, outcomes had not markedly improved (Easton, 1 997a, p 
1 53) . 

The creation of quasi markets was seen as a means of improving efficiency and ensuring 
that distortions arising from agents intervening on behalf of consumers were minimised, 
maximis ing their uti l i ty as consumers in a marketplace. Contracting was the mechanism 
that enabled these markets to transact their  business. Contracting therefore became 
increasingly sophisticated during the 1 990s, specifying outputs from prov iders in greater 
detai l  and l inking these to prices . While early contracting was very mechanistic, 
relational contracting was emphasised by the purchaser by the end of the 1 990s. 
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The 1993 Health Reforms 
The objectives of the health reforms were to be implemented through a number of 
strategies. Effic iency stemmed · from competition, which created pressure to achieve 
efficiencies within the sector. . It was also bel ieved that competitive tendering would lead 
to greater transparency and would continue to drive down costs, which would then be 
reflected in the price paid by government for the same serv ices. The source of service 
del ivery became much less important than del ivery of serv ices to contracted 
specifications. Thus private providers were just as valuable as publ ic providers as long as 
they could meet the qual ity standards and provide the serv ices within the .specified price. 

The 1 993 health reforms objectives were never ful ly implemented. However, key aspects 
of the reforms were, such as the purchaser provider spl it . Many of these strategies related 
to government' s  belief in the superiority of the marketpl ace to del iver qual i ty with in the 
health sector for a reduced price. The first s ign of this in official documentation is in the 
Gibbs Report of 1 988. In this report Gibbs c laimed that the hospital sector could save a 
s ign ificant amount of money each year through efficiencies. The assumption was that 
effective management of this sector and bus iness- l ike behaviourbehaviour would 
generate these savings. This was an especial ly attractive message to a government under 
pressure to finance increasing expenditure in health. 

Those aspects of the reforms that were introduced are summarised in Tab le below. 

Table 7 Summary Of 1 993 Health Reforms 

Reforms Implemen ted 

• Separation of purchaser and provider 
• Estab l ishment of 4 regional purchasers (Regional Health 

Authorities) 
• Integrate primary and secondary funds into Regional Health 

Authorities budgets 
• Restructure hospitals as independent businesses 
• Reconfigure 1 4  Area Health Boards into 23 Crown Health 
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Enterprises 
• Establ ish Public Health Commission 

The original proposals in the Green and White Paper in 1 99 1  were changed to reflect no 
competition between purchasers, no definition of ' core '  services, no transfer of funds for 
accidents to RHAs and no separate purchasers or providers of publ ic health services 
(Ashton, 1 999) . 

Rapid and extensive changes in the health sector during the 1 990s meant different 
agencies were responsible for various roles. Purchasing organisations have changed six 
times between the announcement of the reforms in July 1 991  and 2000 when the Publ ic 
Heal th Services Act wi l l  demolish the Health Funding Authority. Between 1 993 and 
1 997 there would be three changes to the purchaser, with two of those changes occurring 
in a s ix  month period alone. This research is primari ly  concerned with the period where 
the Regional Health Authorities (RH As) existed, it is also important to understand that 
these RHAs existed for a relatively brief period and were preceded and succeeded by 
other government funding bodies that also experienced cons iderable change. 

Table 8 Chronology Of Events Health Reforms 

November 1 990 
February 1 991  
July 1 99 1  

February 1 992 
Apri l 1 993 
July 1 993 
July 1 995 

December 1 996 

July 1 997 

National Government elected 
Taskforce for Green and White paper under Upton 
Reforms announced, Area Health Boards abol ished, Commiss ioners 
appointed by Min ister of Health 
New user charge regime introduced 
Hospital charges abolished 
New structures i ntroduced (RHAs, CHEs, PHC) 

Public Health Commission abol ished and responsibi l i ty for publ ic 
heal th purchasing shifted to RHAs 
Coal i tion Government changes CHEs name to HHSs (Health and 
Hospital Services) announced in Treasurers pre-budget statement 
RHAs abol ished and Transi tional Health Authority establ ished 
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January 1 998 Transitional Health Authority abol ished and Health Funding 
Authority establ ished 

February Health Funding Authority Interim Board to dis-estab l ish HFA, merger 
November 2000 with Ministry of Health and establ ishment of District Health Boards 

While contracts became the major mechanism for organising work between government 
and providers, they were affected by a number of management pos itions that were crucial 
to the implementation of these heal th sector objectives .  Many of these managers were 
recruited from the private sector or from key government agencies such as Treasury. 

From the 1 980s the health sector pursued, 
the appointment of managers or the adoption of private sector 
management discourses and techniques. What is taking place . . .  is a 
deeper ideolog ical process of managerial isation which is transforming 
relationships of power, cul ture, control and accountabi l ity (Cheyne et a l . ,  
1 997, p 237) . 

Changes to the Reforms 
A number of changes were made to the 1 993 health reforms, these came about because of 
the experience of health professionals and managers in working with the reforms, and 
from the strong publ ic  backlash that occurred over aspects of the reforms such as the 
user pays phi losophy. 

There were other parts of the reforms that were never implemented or were abandoned. 
These included the removal of competing purchasers when Regional Health Authorities 
were merged into a s ingle funder in 1 997. The Bolger government also fai led in its 
attempt to. define ' core '  health services with the committee respons ible for this 
consu l tation giving up on any attempt. Funding for accidents was never transferred to 
Regional Health Authorities as intended under the reforms, w ith the d ifficul ties around 
accident compensation proving far more complicated than original ly  env isaged. Last ly,  
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there would be no separate funder for pub l ic heal th with the early dis-establ ishment of the 
Publ ic Heal th Commiss ion in 1995. 

The promised reform of managed care also never eventuated, although IPAs and some 
Maori providers were able to move towards this in a l imited way by taking up budget 
holding or capitation. 

The Min istry of Health acknowledged in its 1 996 Briefing papers to the incoming 
government, that the health reforms had not delivered promised benefits ; 

Heal th sector performance over the last three years has been disappointing 
in a number of areas ; costs have not been constrained in l ine with planned 
funding growth; � both CHEs and RHAs have experienced deficits ;  
al though total output has increased, access to some services appears to 
have reduced; and only 35 percent of pub l ic health targets are expected to 
be achieved. There is widespread lack of confidence in the abil ity of the 
sector to meet performance expectations and in the credibi l ity of pol icy 
settings (Ministry of Health, 1 996) . 

Government Expenditure on Health During the Reforms 
Total contributions by government increased in health, government's per capita 
contribution decl ined between 1990 and 1 996 ( Min istry of Health, 1996, p 48) , a l though 
governments did increase the total amount of money for health . Increases in total 
expend iture in health have continued to c l imb in real and on a per capita basis, but the 
increase has largely been funded by a significantly  larger private contribution to health 
expenditure (Ministry of Health, 1 996, p 48) . In addition there have been transfers from 
other organ isations, such as the Accident Compensation Corporation (ACC) , who have 
contributed an increas ing amount to real health expenditure (Ministry of Health, 1 996) . 
Ashton (1 999) explains that the increase in total per capita expenditure on health was, 

due entirely to increased private spending on health services (that is ,  
personal expenditure, private heal th insurance, and charitable donations) , 
which doubled in real terms s ince 1 987 (Ashton, 1 999, p 1 40) . 
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Despi te growth ion real expenditure- in health, the per capita expenditure was 4 per cent 
lower in 1 996 than it had been in 1 989 (Ashton, 1 999, p 14 1 ) .  

In 1 994 RHAs had sustainable funding paths that a l lowed them to  increase funding i n  
l ine w ith population, but not with inflation (Ashton, 1 999, p 14 1 ) .  Further injections of 
around $1 b i l l ion were made in the three years from 1 993 to 1 996, resulting in a 
turnaround in the period fol lowing the reforms in 1 993, "from an average annual dec l ine 
of 1 .7 per cent in the four years from 1 989 to 1 993 to average annual increases of 1 . 1  per 
cent in the three years fol lowing the reforms" (Ashton, 1 999, p 1 40) . 

The Ministry of Health 1 996 briefing papers also pointed out that demographic growth 
alone would not al low RHAs to meet ris ing expectations or other pressures 'outs ide 
RHAs ' control in the medium term ' (Ministry of Health, 1 996, p 49) . The Ministry saw 
that the danger was purchasers would look to cut those things wh ich were easiest to cut 
such as elective surgery as CHEs sought to l ive within their budgets . I t  was thought that 
this m ight not produce the correct mix of services (Ministry of Health, 1 996, p 49) . In 
particular, pharmaceutical s  spend continued to be a s ignificant portion of the expenditure 
in Vote Health. 

Hospital Boards and Area Health Boards had been plagued by lack of investment in 
assets and it appears that l i ttle changed during the period of the 1 990s reforms. 
Respons ibi l ity for funding depreciation on assets and improvements to assets fel l  to 
individual CHEs to meet through the creation of efficiencies, sale of assets or private 
financing as part of their overa l l  debt structuring. The increas ing level of CHE debt 
became a concern for government who subsequentl y  restructured the debt to produce 
more favorable balance sheets in the late 1 990s (Hudson, interview, 1 2  November 1 998) . 

Iwi Health Care Plans 
Health Care P.\ans were a promised result  of the heal th reforms. These were plans for 
heal th strategies for specific populations with agreed budgets . 
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During the late 1 980s some iwi had al ready begun developing iwi heal th care p lans which 

reflected their interest in an integrated iwi development approach. Iwi health care plans 

were c learly brought on the agenda during the period of moving to Area Health Boards of 

the late 1 980s . They provided an alternative to regional health authorities (Durie, 1 998c, 

p 1 58) , and they represented part of the spirit of the Hui Taumata 's  call for Maori 

development. Durie has described the 'se l l ing' of these alternate health plans at various 

hui around the country fol lowing the 1 990 budget. 

There was enthus iastic support by the Task Force on Fund ing and Provision of Health 

Services for the Plans because they were seen as "supporting the empowerment of Maori 

people" and giving expression to "tino rangatiratanga" (Task Force on Funding and 

Provis ion of Health Services, 1 991, p 1 58) . This support was in itial ly l i nked to 

discussion about social  insurance: 

P lans to privatise the demand (or purchaser) side were less e laborate. 

User charges for health care had been introduced and i ncreased. The issue 

of the major source of funding was to be left to pub l ic discuss ion (with the 

Orwe l l ian use of the term 'social i nsurance' to mean private insurance) . 

There were to be 'health care plans ' wh ich were to a l low a group to take 

i ts share of government funding and manage it separately,  w ith the 

poss ib i l i ty of adding privately to the funds, which could  ul timately lead to 

some sort of 'socia l '  insurance. This proposal may have been the resul t  of 

a compromise in  the ministerial committee, aris ing from a refusal to 

commit the government to the more radical option of private funding. 

Certainly i t  appears i l l  thought through . Not surpris ingly the health care 

plan proposals were later dropped as unworkable, a l though there remains a 

res idual provision in the legislation (Easton, 1997a, p 1 57) . 

Easton c laimed the discussion around social insurance was l inked to Treasury and 

government intent to privatise the health sector and sh ift the cost from government to 

individuals (Easton ,  1 997a, pp 1 5 1 -158) . Maori were initially i nterested in the possibility 

of contro l l ing mon ies on behalf of the ir  own popu lations, but they remained wary of 

government' s  i ntentions with respect to iwi Maori health. The plans had been promoted 

161 



to Maori by the Task Force on Funding and Provision of Health Services as a means of 
Maori achieving ' tino rangatiratanga' (Durie, 1 998c, p 1 55) . Whi le  Health Care Plans 
were attractive, appeal ing to those populations who bel ieved the existing health system 
lacked the "finesse or ind ividual sens itivity" required, there were sti l l problems to 
overcome. 

Certainly there was Mc'iori interest, though tempered somewhat by 
warnings that the .development and management of health care plans 
would be a ' complex issue' and that financial viabi l i ty would require a 
minimum of 25,000 members (or 50,000-60,000 if a plan were to employ 
its own medical and specialist staff) . There was, of course, concern about 
other issues, including the unfair competition that could  be expected 
between Iwi health care plans and RHAs, and the l inking of health care 
plans with what would amount to a private health service for which the 
State might assume progress ively less responsib i l ity. The last  thing that 
was needed was a health care system which was less access ib le than the 
mainstream serv ice or which, for financial or management reasons, was 
forced into delivering a substandard level of care. 

Very quickly the availabil ity of funds for Iwi to operate their own health 
care plans became a major concern . The Task Force had anticipated 
(though without any serious consultation) that M�ri authorities would 
make substantial ' top-up ' contributions which would supplement State 
funding. However, few Iwi had budgeted along those l i nes; nor was it 
l ikely that individual members, particu larly those targeted because they 
were at risk, would be in a pos ition to pay an annual subscription or 
membership fee, or  that there would be a risk-adjusted entit lement from 
the government. Major outs ide funding would be necessary to inject a 
measure of real i ty into Iwi plans. Without it, col lapse of a health care plan 
wou ld be difficult to avoid (Durie, 1 998c, pp 1 56- 157) . 

The health care p lans were attractive to other Maori organisations as well as to Iwi. Te 
Whanau 0 Waipareira Trust were early innovators of the capitation scheme offered 
during the 1 980s. They were also quick to see the potential benefits of Maori health care 
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plans. Maori would be responsible for all aspects of service planni ng, purchasing and 
prov ision. 

Many of these ideas were merged in later models promoted in the l ate 1 990s, such as co­
ordinated care and primary health care General Practice capitation. The attraction for 
health professionals and Maori was the greater control over services with a guaranteed 
level of funding and emphas is on promoting a healthy population. The thinking behind 
this model is that current systems skew patient and practitioner behaviourbehaviour and 
that appropriate incentives to keep patients wel l were needed. Profitabi l ity, it was 
argued, comes from keeping patients healthy and out of the service, rather than by 
processing them through the service. Maori had a vested i nterest i n  keeping their 
populations healthy. 

Thi s  view was reflected in subsequent policy approaches with regard to Maori, namely 
that benefits to Maori were to be sold on the al ignment of health development with iwi 
development. Furthermore, an assumption that greater personal choice would guarantee 
better heal th outcomes was a recurring idea promoted under the New Right agenda. 
While contro l of health resources by Iwi may wel l deliver improvements in some key 
areas such as primary and preventative health strategies through education in areas such 
as immunisation and nutrition, there is no clear solution to the ongoing need for 
secondary and tertiary care. 

Evidence that Maori health would be i mproved by 'opting out' of mainstreaming was 
found i n  negative statistics which showed that despite considerable util isation by Maori 
of mainstream services Maori health status remained poorer than that of non-Maori 
(Pomare et a I . ,  1 995) . There was, however, no avai lable ev idence to support the 
attraction of this model in place of the existing system, despite the fact that, "Health care 
plans were promoted as alternatives to the publ ic  system" (Durie, 1998c, p 1 59) . 
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The attraction for iwi Maori of anything that promoted autonomy from the state while 
al lowing them to control s ignificant resources, continued during the 1 990s . It appeared 
that health care plans and managed care offered this opportunity. 

There were important concerns about these plans, such as the poss ibi l i ty that these, 
"could ainount to a private health service for which the State might assume progressively 
less respons ibi l ity. The last th ing that was needed was a health care system which was 
less accessible than the mainstream serv ice or which, for financial or management 
reasons, was forced into del ivering a substandard level of care" (Durie, 1 998a) . 

The momentum for introducing health care plans s lackened in the face of the 
government ' s  agenda to implement other major changes to the health system, in 
particu lar the establ ishment of RHAs in 1 993. As Durie observed, "By February 1 992 
Maori attention had turned to other aspects of the reforms and particularly to the 
provision of health services by Maori providers" (Durie, 1 998c, p 1 60) . 

Iwi health care plans were shaped to meet the new environment as Maori could see 
opportunities for participating in this reformed health sector. They were strongly 
encouraged in  this by numerous government agencies, includi ng Manatu Maori8 who 
wrote. 

The report [Ka Awatea] suggested that the present system has failed to 
respond 'adequately to �lori needs. It stressed the need for M ori to 
participate ful ly in and contribute to the development of New Zealand. 
The good health of M��ori is recognised as particularly important for this .  
Pos'itive incentives must be given to Mt:(}ri as individual s  and as members 
of whanau, hap�, and iwi and other community groups to take 
responsib i l ity for their own health. The proposed health reforms prov ide 
some opportunities for Mt'()ri to be involved particularly in health care 

8 Manatu M eori were the transit ion M inistry of Meori policy agency during the chimgeover from the 

Department of Meori Affairs to the Ministry for Meori Development (known as Te Puni KokiriL 
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plans. Al though these plans have the potential to influence the way health 
services are del ivered and to address the health s tatus of Mtori, there is 
sti l l  a considerable amount of research and work that needs to be 
undertaken (Manatu M -ori, 1 992, p 24) . 

Tainui Health Plan 
Tainui was one of the few Iwi who had a plan for their development, which included 
heal th services . As Durie (1 994) has pointed out, " The Tainui confederation of tribes . . .  
had been interested in del ivering their own heal th services in their own style s ince the 
t ime of Te Puea Herangi" (Durie, 1 998c, p 164) . Tainui have had a medical c l in ic in 
Ngaruawahia and Huntly from 1943, which was l inked to a wider plan for socio­
economic development, and they opened the Waahi Cl in ic at Huntly in 1983. These 
were, "not so much a health c l inic as an arm of the Tainui development plan l inked to 
other Iwi programmes and dedicated to positive and integrated development at historica l ,  
env ironmental ,  social and economic levels" (Durie, 1 998c, p 164) . 

Tainui published a comprehensive plan in June 1 990. The plan took a community 
development approach and laid out a convincing argument regarding the need for iwi to 
control their own health serv ices for their people. A series of hui with the Health Task 
Force were subsequently held .  Prior to the publishing of the plan, a survey of the health 
needs of Tainui people found that Tainui people suffered from high rates of ill health, 
h igh rates of unemployment and low levels of formal education (Florin, 1 990) . 

The report and research al igned health development as part of an overa l l  strategy for 
tribal development, "The Tainui Health Plan is one of those pol icy statements wh ich, 
with others ! comprise an overal l  p lan for tribal development" (Florin, 1 990) . 
Furthermore, the survey process found that Management Committees of local beneficial 
marae had prepared healthcare plans. 

The existence of plans reflected the particular iwi dynamics of Tainui , w ith recognised 
Tainui marae' and an Iwi organ isational structure, which had developed from a history of 
land claims, whakapapa and support for te Kingitanga. Furthermore they had a long 
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history in health serv ices from Princess Te Puea 's time. Te Raukura Hauora 0 Tainui is 
responsible for Maori providers within the Tainui rohe. This preceded Tainui MAPO 
who became the Tainui purchaser under North Health 's Treaty relationship pol icy during 
the mid- 1990s. Wayne McLean has explained this h istory as fol lows : 

The conception of Raukura Hauora 0 Tainui aims extend as far back as 
the 1 930s, a period of h igh M'-ori mortal ity , when Princess Te Puea was 
instrumental in the construction of a hospital for MJori . . . .  The next major 
step in health development occurred in 1 983 when community health 
workers were establ ished at W:�hi marae. This was bui l t  on the concept of 
the "barefoot doctor" . In 1991 Raukura opened its first primary medical 
c l in ic. The organisation has now grown to 42 people employ ing medical 
practitioners , nurses, community workers, and alcohol and drug serv ice 
personnel (McLean, 1 997, pI ) .  

On 1 5  December 1 995 Raukura Hauora s igned a Memorandum of  Understanding with 
North Health as part of a complex series of mechanisms des igned by North Health to 
i nclude Maori co-purchas ing with in  its purchasing function. S imilar Memoranda were 
also s igned w ith Ngati Whatua MAPO and Te Tai Tokerau MAPO (Maori Health 
Development D ivision, 1 995, p2) . 

Conclusion 
The National government' s  health reforms were concerned with extending the 
managerialist interventions of the prev ious Labour government in the health sector. 
These managerial reforms created some benefits, such as improvements in the qual ity of 
information available to make health-rationing decisions. New opportunities were also 
created that engaged key · stakeholders such as Maori, Pacific peoples and General 
Practitioners in new healthcare arrangements with the potential to l ead to improvements 
among crucial populations. However, the extent to which the reforms were successful is  
debatable, especial ly  when put in the context of the total cost of successive reforms and 
the impact on the morale of those working in the health sector. Despite some 
improvements, serious questions remain about the overa l l  cost of such changes and about 
whether such traumatic reforms were necessary to achieve the same performance. 
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Reservations expressed in the Health Boards New Zealand study tour report of 1 991 were 
to prove prophetic. By 1996, even the Crown Company .Monitoring and Adv isory Unit 
(CCMAU) expressed the view that, 

the health reforms have yet to yield the original expectations. By a range , 
of measures (e.g. average length of stay, personnel costs, bed numbers) 
the pace of performance seems, if anything, to have weakened since the 
advent of the reforms (Crown Company Monitoring and Advisory Unit, 
1 996, p 2 1 ) .  

While the reforms changed the fundamental nature o f  the contract between the state and 
government, Maori v iewed them more positively than other groups. The reason is that 
the health reforms have al lowed two things to happen that have been important for Maori. 
The first is that i t  a llowed Maori control and ownership over Maori health providers who 
have taken up the opportunities created by the new purchasing decisions .  

The prospect of  greater Maori control over health services was taken as  evidence of  a 
greater Wil l ingness by government to address Maori health. This was understandable 
given Maori desire for empowerment and autonomy, but i n  the context of other public 
policy changes impacting on Maori as a popul ation, this was perhaps too generous a 
view. There was hope that control over some health services and improvement of access 
would address the key problems impacting on Maori health. However evidence showing 
a l ink between improved access is absent, especia l ly improved access at the l ow level 
which exists even after the reforms and after the establishment of many more Maori 
health providers . Yet these two assumptions about the importance of Maori control of 
health providers and improvement of access as the key to improving Maori health drove 
the reforms . 

There was widespread and almost unanimous Maori support for Maori ownership of 
Maori health providers and a belief that improved access to primary health care was an 
essential strategy for improving Maori health status .  Such a high degree of consensus 
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within the Maori community has contributed to the perceived success of the health 
reforms for Maori . 

There was also widespread support from other mainstream providers in both secondary 
and hosp ital care sectors. This level of mainstream support has been essential for the 
survival of these Maori providers. The pol i tical support that establ ished Maori health 
providers may well diss ipate over the next few years as the real i ties of the ful l  cost of 
providing comprehensive primary health care to Maori c lients becomes clearer. At the 
moment Maori health providers are funded for their capital costs through various ad hoc 
funds such as Maori Provider Development Subsidy (MPDS) and Transi tional Assistance 
Grants (TAGs) .  These are short-term, h igh capital costs that are useful for establ ishment 
of providers but their operational contracts do not reflect these costs . This suggests that 
there wil l  be difficulties for Maori providers in the years ahead in terms of meeting these 
' h idden' costs . 
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CHAPTER 6 

Social, Economic And Cultural Determinants And Health: Theorising 

The Evidence 

Introduction 
There are a number of ways of explaining who gets i l l  and who stays wel l .  These 
explanations are of interest to pol icy makers because they inform interventions and 
influence decis ion-making. How these ways of explain ing health come to dominate 
publ ic pol icy is of as much interest as how effective they are (based on the evidence of 
success through intervention) . These ways of explaining i l lness include germ theory, 
l ifestyle theory and structural ist theories (Fougere, 1 990, pp 149- 1 50) . More recently 
two alternative theories have grown in influence: gene theory, which has grown from 
biomedical interest in the influence of genes, and socio-economic determinants theory, 
which has grown from a broad publ ic health analysis . Each of these theories of causation 
has impl ications for strategies used to address these i l lnesses (Fougere, 1 990, p 149) . 
More recently in New Zealand debates about socio-economic determinants have been 
extended to incorporate cultural determinants - which have been expl icitly identified, 
having previously been subsumed as socio-cu l tural or psycho-cultural determinants - as a 
refinement for explaining disparities between Maori and non-Maori health (Nationa l  
Health Committee, 1 998) . For the purposes of this analysis culture can be defined as the 
'symbolic systems of a people ' .  These symbolic systems are reflected in people 's  social 
and cognitive behav iourbehav iour and therefore shape a distinctive mode of l ife for a 
particular group (Fabrega, 1979, p 29) . 

Historical concerns about pub l ic health have focused on the impact of external physical 
factors on the health of popul ations with issues such as sanitation, c lean water and safe 
housing as examples . These environmental factors extended to concern about pol lutants, 
ozone depletion and similar 'external ' factors. This compares to more biomedical 
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concerns where ' interna.I ' influences are emphasised, including things such as the germ, 
the gene and individual pathology and how these are then expressed in health outcomes. 
More recently public health has become increas ingly interested in socio-economic 
determinants as  a means of explaining why i l lness strikes some populations more than 
others. This interest arises from a growing body of evidence that shows that socio­
economic status and ethnicity act as determinants for health outcomes in populations 
(Brown, 1 998; Brown, 1 999; Brunner, 1 997;  National Health Committee, 1 998; Howden­
Chapman, 1998 ; Davis, 1 998; Black, 1 992; Fougere, 1 990; Jackson, 1 998; Gori, 1 998; 
Kawachi et a l . ,  1 997; Wilson, 1997; Macdonald, 1 982; Li l l ie-Blanton, 1 996; McKeown, 
1 976; Navarro, 1 990; Pearce et al . ,  1 984; Crampton, 1 996; Beaglehole, 1 997; Wi lkinson, 
1 996) . Differences in rates of mortal ity and morbidity also reflect patterns of social 
inequal ity with in  and between populations (Fougere, 1 990, p 149) and this basic social 
inequal ity may i tself materia l ly affect these rates (Wi lk inson, 1 996; Wi lkinson, 1 997) . 

The d iscuss ion about socio-economic determinants has arisen from within the publ ic  
health sector. However, public health explanations of wel l -being have not been 
accorded a high status international ly. This low status has been attributed to a pol itical 
and economic preoccupation with market forces and indiv idua l ism (Beaglehole & Bonita, 
1 997, pp x i i i -xvi) .  The professional power of the medical profession has been subsumed 
w ithin pol itical and economic concerns wherein the pathological is elevated as the pre­
eminent explanation. Such an approach al lowsMaori to conceptualise sickness as being 
S9lved by biomedical science and resu l ts in the v iew that heal th is "a personal and 
technical problem rather than a political one" (Tesh, 1 988). HowMaori come to 
conceptual ise health is therefore dependent in part not just on the progress ion of 
knowledge in the Popperian scientific tradition but is also a response to a wider 
env ironment where powerful profess ional, pol itical and other actors legit imise particu lar 
modes of enquiry (Fougere, 1 990) . 

Put differently ,  some epidemiologists have been concerned with 'decontextual ised 
indiv idual risk factors ' instead of ' upstream ' causes such as poverty (Pearce, 1 996) . 
Rothman has argued that epidemiologists have 
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abandoned their publ ic-health mission of being "physician-scientist" to 
society in favour of study ing the scientific arcana of d isease causation 
(Rothman et a l . ,  1998, p 8 1 0) .  

Critics have responded to this argument b y  drawing attention to the multiple problems 
associated with trying to solve such big problems as poverty. In particular they point to 
the ' less secure inferences about the causal path'  of disease as they move towards root 
causes, making the l ink between effective intervention less certain rather than necessari ly 
more effective. The l ink between many pol icy level interventions and health outcomes 
remains unproven and therefore particular types of intervention at this macro level may, 
or may not affect the particular health outcomes sought (Rothman et a l . ,  1 998, p 8f l ) .  . 

Hauora Maori has not been premised historically on scientific explanations, rather it has 
been based on supernatural explanations where i l lness resulted from d isruptions in the 
balance of relationships between humans and the ' natural order' . Underlying this v iew 
are notions of reciprocity, tapu, noa, mana, wehi ,  ihi and mauri. A number of models 

-

have been developed to explain how Maori health i s  conceptualised, each reflecting an 
interest in more hoI it istic explanations (Durie, 1 998c, p 69) .  The Whare Tapa Wha 
model for example, incorporates taha wairua (spiritual) , taha h inengaro (mental) , taha 
tinana (physical) and taha whanau (extended family) where ' health is viewed as an 
interrelated phenomenon rather than an intra-personal one ' (Durie, 1 998c, p 7 1 ) .  
Arguably the more contextualised explanations of health are more consistent with 
traditional Maori explanations, although i t  is l ikely' that all  explanations offer some 
promise to Maori for health i mprovements. 

Explanations of Illness 
There are a number of different ways of explaining i llness as well as health. Maori 
explanations of i l l ness identified four main causes : man a atua, mana tangata, mana 
whenua and mana Maori (Durie, 1 998c, p 27) . Mana atua came from the divine 
intervention of supernatural godl ike beings (ibid) . These interventions were ascribed to 
some fai lure in obl igation by a person or persons to maintain balance within the ' natural 
order ' ,  for example, by breaching tapu or a rahui .  Durie identifies epidemics .and new 
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infectious d iseases as examples of this explanation. Mana tangata came from the actions, 
inheri tance or ski l l  of humans, thus accidents or injuries through warfare, or l i festyle 
changes affecting nutri tion, exercise and sanitation are a l l  examples (ib id) . Mana whenua 
derives from iwi and hapu exercising territorial rights such as pupuri whenua (retaining 
land) and tuku whenua (sel l ing land) . The health consequence is the a l ienation of land 
and subsequent erosion of an economic base and weakening of individual and tribal mana 
(ibid). · Lastly, mana Maori identifies Maori people as being excluded from decision­
making and concerns m inimisation of Maori political power through the actions of the 
settler government (ibid). This is despite repeated Maori attempts to establ ish 
mechanisms for ensuring Maori decision-making and the exercise of Maori political 
power (Walker, 1 990) . What Durie ' s  analysis reveals is a mult i - layered understanding of 
the causation of illness. In the same way,Maori can understand the contribution of 
western medicine as providing a mult i - layered explanation of i l l ness . The tendency has ,  
however, . been to dismiss Maori explanations as ' superstit ious phenomena and of 
doubtful d iagnostic s ignificance (Durie, 1 998c, p 66) . 

At the Hui Whakaoranga held at Hoani Waititi Marae in 1 984, the v iew that "there is no 
such thing as Maori health or Pakeha health; there is only people health" (Durie, 1 998, p 
66) was rejected despite the speakers c laims that healthy l ife-style  choices such as good 
eating, plenty of sleep and exercise and moderation in al l  things would benefit Maori as i t  
would other races (Durie, 1998c, p 66) . Durie argues that such views, 

Ignored M{;ori experience and the growing body of ev idence which l inked 
culture and hea l th ;  and second, they d isregarded socio-economic status as 
a sign ificant determinant of good health quite apart from individual 
motivation (Durie, 1 998c, p 66) . 

Rather, the Hui Whakaoranga concluded that cultural factors were important to health .  
The notion of what is health varies between one organization, cultural 
group, iwi (tribal group) , hapV\ (subtribal group) , whanau (fami ly) , or 
individual or another . . .  A M�"Ori view of health is broader in that it 
incorporates a spiritual component hol istic phi losophy . It  is "a state of 
complete spiritual, mental ,  fami ly and phys ical unity ,  harmony and wel l -
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being".  MOOri people bel ieve that these 'various d imensions cannot be 

v iewed separately. They are interrelated to form a whole and are the 

cornerstones on which good health is founded (Department of Health, 

1 984, pp 14- 15) .  

Maori rejection of western medicine i s  based on its inadequate explanation of, or 

response to, Maori i l lness as it i s  based on its dismal fai lure to address Maori i l lness 

(Durie, 1998). Maori responses therefore to the validity of such explanations are b ased 

on their experience of these ' treatments ' .  In particular there are questions about how 

these theories of health are used to justify western explanations of health, and why 

consequently there are 53% more Maori deaths within each social class, than if they had 

the same mortal i ty rates as non-Maori (Fougere, 1 990, p 149) . 

These theories of health continue to have a major effect on explanations of i l l ness and 

health and they are therefore worth considering in greater depth. Germ theory has 

arguab ly been the most pervas ive (ibid). It v iews 

human be ings [as] locked in battle  with nature and sickness results from 

i nvas ion by hostile micro-organ isms. Medical science aims to identify 

and deal with the organisms responsible (Fougere, 1 990, p 149) . 

Solutions to the invasion of these micro-organ isms are drugs and vaccinations created by 

biomedical science. As such this legitim ises the special ist b iomedical knowledge of 

doctors and thus maintains their privi lege (Fougere, 1990, pp 1 49- 1 50) .  Other dominant 

groups also benefit from this, since it rel egates heal th decisions to the realm of po l itics 

and heal th outcomes to the realm of med icine. C learly germ theory has contributed to 

improved medical care but it is obv ious ly inadequate when explaining the ' level and 

distribution of i l l ness within societies' (ib id) . 

Most importantlyMaori should consider McKeown's  seminal work, 'The Modern Rise of 

Population ' where he says 

They [medical h istorians] have investigated the behaviour of indiv idual 

diseases, particularly of infectious disease, and a good deal has been 

written about the decl ine of morta l ity from tubercu losis ,  smal lpox, typhus, 

1 73 



scarIet fever and some other infections'. But the medical h istorian has had 
l i ttle incentive to consider the decl ine of mortal ity as a whole, and whi le 

, by remaining si lent he may seem to have endorsed explanations suggested 
by economic historians, he has real ly ignored them (McKeown, 1 976, p 
4) . 

McKeown found that the impression created by the medical profession that the late 
nineteenth and twentieth decl ine in morta l i ty, which occurred l argely  as a resul t  of a 
decl ine in infectious diseases, was in part due to the 'modification of the relationsh ip 
between organism and host' could not alone expl ain the enormous reduction in  mortal ity. 
(McKeown, 1 976, p 1 53) . Fal ls  in mortal ity were not substantia l ly  influenced by 
immunisation or therapy before 1 935 when sulphonamides became avai l able ,  rather the 
dec l ine in rates of mortal i ty from infectious d iseases such as 'smal lpox, syphi l is ,  tetanus, 
diptheria, d iarrheoeal diseases and some surgical conditions ' made only a sma l l  
contribution to  the total decl ine (McKeown, 1 976, p 1 53) . Some of  the explanation could 

, . 

be related to the reduction in ' intestinal infections ' and the introduction of ' hygienic 
measures ' during the second half of the nineteenth century. However, the most 
acceptable explanation for the ' large reduction of mortal i ty and growth of population 
which preceded advances in hygiene is an improvement in nutrition due to greater food 
suppl ies ' (McKeown, 1 976, p 1 53) and the decl ine in mortal ity from non-infective causes 
of death such as infanticide and starvation due to contraception, improved nutrition and 
women 's  greater abi l i ty to avoid unwanted pregnancies (McKeown, 1 976, p 1 54) . It 
should be noted that medical professions were actively involved in promoting better 
hygiene practices international ly. In New Zealand this was also true, al though Apirana 
Ngata and Maui Pomare were especial ly  active in promoting good hygiene at the turn of 
the century with respect to Maori villages (Lange, 1 999, Dow, 1 999) . 

McKeown questions the destructive micro-organism premise of germ theory by arguing 
that 'micro-organ isms and man have evolved i n  balance, and [that] their relationship is 
changing constantly through the operation of natural selection in parasi te and host . . . i t  is  
not to the advantage of a micro-organism to ki l l  its host, and after a period of adaptation 
the two may settle to a relation of mutual tolerance, or, occas iona l ly, advantage. ' 
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(McKeown, 1976, P 157). The condition of the host is therefore important and nutrition 

plays a major ro le in this. Malnourished people are usual ly poor, and exposure to 

infection amongst populations is more l i kely to lead to death (McKeown, 1976, p 157-

158) . McKeown 's  thesis is that the greater avai lab i l i ty of food from the end of the 

seventeenth century, due to the ' more effective appl ication of tradi tional methods ' of 

farming, improved nutri tion and when coupled with more effective contraception al lowed 

a growth in population through a reduction in mortal i ty (McKeown, 1976, pp 158-159) .  

A reduction in exposure to disease due to improvements in the qual ity of the environment 

also contributed. Such improvements included 

Purificat ion of water, efficient disposa l  of sewerage, and food hygiene, 

which together led to a rapid dec l ine of intestinal diseases spread by water 

and food (McKeown, 1976, p 159) . 

Socio-Economic Determinants 
While  medical research has focused on the causal pathways for i l lness chal lenges have 

come from within the profess ion in the form of a real isation that who gets wel l and who 

gets sick ' is largely determined by social rather than biological facts ' (Fougere, 1990, p 

148) . This has focused attention on broader explanations of health. The unequal 

distribution of i l l ness within populations draws attention to matters which are in part 

technical ,  but are also in a large part po l itical and it is this latter part that creates 

nervousness amongst scientists ,  phys icians and pol icy makers.  It suggests u l t imately that 

excess mortal i ty and morbidity is to a large extent preventable if there is sufficient 

pol i tical wi l l  to address the problem according to the interests of society. 

The ev idence is premised on the assoc iation between these indicators and health and 

wel l-being supported by the socio-economic and cultural determinants l iterature 

(Howden-Chapman & Cram, 1998; National Health Comm ittee, 1998) . 

Howden-Chapman and Cram identify key determinants of health in an industrial ised 

country such as New Zealand as : household i ncome which is not markedly  below the 

average income, employment, safe working conditions, education, an adequate diet, 

175 



warm dry hous ing, family support and the absence of smoking (Howden-Chapman & 

Cram, 1 998) . 

Interestingly, the Black Report (The B l ack Report, 1 980) concluded that the fol lowing 
strategies were the best way of deal ing w ith the impact of inequal ity on health; i) adopt a 
comprehens ive anti-poverty strategy, i i) develop a pol icy for fami l ies and chi ldren 
compris ing of a chi ld benefit, infant care al lowance, pre-school education and day care, 
guaranteed nutrition with school mi lk  and meals, minimis ing accidents to chi ldren, i i i) a 
series of strategies to address disab i l ity, improved working conditions and housing, 
addressing the machinery of government to enable this happen, and establ ishing a Health 
Development Counci l to oversee these (The Black Report, 1 980) . The report also 
identified the relationship between socia l  class and access to service, reveal ing an inverse 
relationsh ip between those with greatest need and their lack of uptake of serv ices, 
especial l y  prevention services (Te Puni Kokiri ,  1 993a, p 40) .  Maori are such a 
population. 

The interest in socio-economic determinants springs from a population level analysis and 
the v iew that social conditions influence health is borne out in numerous studies 
(Berkman & Kawachi, 2000, National Health Committee, 1 998) . To better understand 
the contrib ution that can be made to improving the health of those affected by inequal ity ,  
Berkman and Kawachi propose four concepts to assist any analysis .  Firstly they identify 
that indiv iduals are embedded in societies and populations , and therefore an individual ' s  
risk of i l lness cannot be  cons idered in isolation from the disease risk of  the popu lation to 
which they belong (based on Rose, 1 992) . The second concept is the social context of 
behav iour. This is based on evidence that certain types of behaviourbehaviour are not 
randomly distributed throughout the population, but are social l y  c lustered. For example  
those people who smoke are also more l ikely to  drink and those who are diet conscious 
are also more physica l ly active. A lso, people who are poor have low levels of education 
and are more social ly  isolated (Berkman & Kawachi ,  2000, p 7) . Thus behaviours occur 
within a social context and are not j ust an expression of individual choice. The third 
concept is contextual multi level analysis. Conceptions of how culture, pol icy or the 
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environment influence health remain unclear, however it has become increasingly clear 
that there are ' ecologic- Ievel exposures related to the social environment that are not 
adequate ly captured by an investigation at an individual leve l '  (Berkman & Kawachi ,  
2000, p 8) . Determinants such as housing availabi l ity, voting patterns and geographical 
location may al l influence health. The fourth concept is a developmental and l ife-course 
perspective associated with cumulative risk. Berkman and Kawachi identify three 
hypotheses to explain early l ife influences and the pnset of disease in later l ife. 'The firs t  
is that some exposures in early chi ldhood could influence developmental processes -
particularly brain development during periods of great plasticity' (Berkman & Kawachi ,  
2000, p 8) . The next hypothesis is 'one o f  cumulative d isadvantage ' ,  where early 
d isadvantage in  l ife ' sets in motion a series of subsequent experiences that accumulate 
over time to produce d isease after 20, 40, 50 or 60 years of d isadvantage' (Berkman & 

Kawachi ,  2000, p 9) . The last hypothes is is that whi le early experiences set the scene for 
later experiences, it is on ly adul t  experiences that are directly related to heal th outcomes. 
' For instance, low educational attainment in earl ier l ife might matter only in so far as i t  
constrains the range of  job opportunities and job experiences ' (Berkman & Kawachi, 
2000, p 9) . Berkman and Kawachi conclude that the evidence does not strongly support 
one hypothes is over another, but does show how complex the patterning and 
accumulation of social experience may be in shaping health outcomes . 

In 1 996 Wi lkinson proposed that health was affected by the relativ ities between 
populations within any given society and that furthermore, this trend could be observed 
between countries as wel l as within countries. The more equal the society, then the more 
l ikely that the population ,as a whole enjoyed better health. This was known as the 
relative income hypothes is. Despite criticisms, evidence has been building about the 
val idity of this finding. In a recent publ ication Kawachi ,  Kennedy and Wi lkinson found, 

The evidence shows that the d istribution of i ncome among members of 
society matters as much for their health and wel l -being as does their 
absolute standard of l iv ing. These research findings are increasingly 
important because the world 's  weal th is dai ly becoming concentrated in 
fewer hands (Kawach i ,  Kennedy & Wilkinson, 2000, p x i ) .  
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The s ignificance of this for Maori i s  obvious. During the past 1 6  years New Zealand' s  
inequality has risen dramatically (Podder and Chatterjee, 1 998). Maori have consequent ly  
been detrimentall y  affected by this. · Relativities between Maori and non-Maori have 
decreased with increased disparity evident in income, educational attainment and 
housi ng. Employment has fluctuated but unemployment h as hit Maori hardest of any 
population in New Zealand. If poverty, racism9 and inequal ity are major contributors to 
Maori i l l ness and early death, then these have actual l y  worsened during the period of 
neo-l iberal reforms and it  i s  doubtful that the gains created by Maori providers can bridge 
the gap. 

The Ministry of Health identify three theories for explaining health expectancy for 
populations. . These three theories are ' compression of morbidity ' ,  ' expansion of 
morbidity' and ' dynamic equi l ibrium' ( (Ministry of Health, Our Health Our Future, 1 999, 
p 239) . These are summarised in the Table below. 

Table 9 Health Expectancy Theories 

Source: Ministry of Health, Our Health Our Future, 2000, p 239. 

Expans ion of 
Morbidity 

Compress ion 
of Morbidity 

Gruenberg 
( 1977),  
Kramer 
( 1980) 
Fries 
( 1980) 

Mortal ity rates would dec l ine as the resu l t  of decreases in  
chronic d isease fatal ity rates, rather than decl ines in the 
incidence or s lowing of the rate of progress ion of these 
d iseases 
The onset of chronic disease would become increasingly 
postponed to later ages largely as a result of improved 
socio-economic conditions and healthier l ifestyles. 
However, the human l ife span is genetica l ly  fixed at a 
biological l imi t  that we are approaching. Morbidity w i l l  

9 Camara Jones ' explanation i s  that racism resul ted in the initial structural disparities between M·ori and 

non-M·ori and that her experience of Black Americans suggests that there are physiological consequences 

to such racism. exhibited in things such as raised blood pressure. 
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Dynamic 
Equi l ibrium 

Manton 
( 1 982) 

therefore become increasingly compressed .into · the last 
few years of l ife. 
Decreases in fatal i ty rates are accompanied by decreases 
in the incidence and progress ion of chronic · diseases . 
Increases in improved morbidity through survivorship, are 
offset by decreases in severity through the delayed onset 
and effective medical care that slows the progress ion of 
many diseases. An equi l ibrium results between l ife 
expectancy and health expectancy w ith both increas ing, 
although the ratio remains stable. 

The imp lications of these theories for Maori are unclear since Maori have fewer aged in 
the population and risk for burden of i l lness is more evenly distributed across the whole 
population rather than located in the elderly (Ministry of Health, 1 999, p 256) . 
However, it is s ignificant that a fundamental premise of a l l  three theories is improvement 
in access to medical care. Studies suggest that Maori actually h ave poorer access to 
services than non-Maori in both primary and secondary care (Malcolm, 1 996, Malcolm, 
2000, lackson et aI, 1 999, Viathianathan & Mutch, 2000) , and furthermore, this is even 
more s ignificant when accounting for health need (Minis try of Health, 1999, Scott, 
Min istry of Heal th, personal communication, 1 999) . 

Mortality, Ethnicity And Social Class 
Pearce and col leagues ( 1 984) investigated the relationship between mortal i ty, �thnicity 
and social c lass for men of working age (and thus men whose occupations were given on 
death certificates) between 1 970- 1 978. A l l  ethnic groups (Maori, Pacific Island, and 
other) showed strong social class gradients. For Maori , the overall mortality rate was 
50% higher than for the non-Maori non-Pacific (and predominantly  European) ethnic 
group. Maori mortality rates were much h igher for respiratory i l lness, infectious 
diseases , genito-urinary diseases, endocrine, nutritional and metabol ic d isorders and 
diseases and those of the circulatory system (with the exception of coronary heart disease 
and cerebrovascular disease. Questions have been raised about these exceptions s ince 

1 79 



they are bel ieved to be due to under-reporting (such as in an unpub l ished study by 
Tipene-Leach on cerebrovascular and coronary heart disease for Maori, 1 999). These 
differences in mortal ity were largely i ndependent, so that only 1 9  per cent of the Maori 
excess morta l i ty was attributable to social class factors . The researchers concluded that 
interventions aimed specifical ly at lower socio-economic groups would not e l iminate the 
mortal ity differences between Maori and non-Maori (Pearce et a I . ,  1 984, p 29) . 

In a fol low-up study, Pearce and col leagues (Pearce, Pomare, Marshal l ,  & Borman, 1 993) 
found that mortal i ty for Maori men fel l  by 28 per cent from the mid 1 970s to the m id 
1 980s, which was twice the reduction for non-Maori men. However an increasing 
proportion of the excess mortal ity (30 per cent) was attributab le to social class 
differences. 

Research by Brown and Sal mond (Brown, 1998; Brown, 1999; Brown & Salmond, 1997) 
found that from 1 984, the ratio of Maori to non-Maori mortal ity increased for all age 
groups except those under 25 years and- over 79 years . Brown and Salmond I inked these 
changes with the economic reform period . Brown concluded that Maori decl ine i n  
economic stab i l ity was a source o f  stress for middle-aged Maori and may therefore be a 
contributing factor to an increase in relative mortal ity (Brown, 1 999) . 

In a study by Pearce and Sporle on Maori male mortal i ty (a fol low up study on an earlier 
study on Maori male mortal ity publ ished i n  1 984), they found that; 

M Z;)ri / non-M\;�ori differences in SES and mortal ity in the years 1 994-96 
were analysed as part of our study on time trends in social class and 
ethn icity differences in mortal i ty in males aged 1 5-64 in New Zealand. 
The data ind icated a much larger SES gradient in mortal ity rates by SES 
(NZSEI) for M�'ori than for non-M;-;ori in both relative and absolute terms. 
A coro l lary of this is that there is l ittle M�ori / non-MZ\ori difference in the 
h igher social classes , but very large differences in the lower social c lasses 
(Sporle, 1 999) . 
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Comparisons between mortal ity statistics before and after 1 995 are complicated by the 
change in recording of ethnicity. There is a marked increase in the proportion of a l l  male 
deaths that were recorded as Maori from 1 994 ( 1 1 .3% of deaths recorded as "50% or 
more Maori blood") to 1 996 (20.9% recorded as Maori ethnic group). As  a result, the 
relative risk for mortality in Maori increased from 1 .64 in 1 994 (Sole Maori 
denominators) to 2 .46 in 1 996 (Maori ethnic group denominators) (Pearce, 1 999, p 412) .  

The findings o f  a recent study b y  Blakely, Kiro and Woodward found evidence t o  support 
the significance of ethnicity in mortal ity (Blakely, Kiro and Woodward, paper in press 
NZMJ). This provides support for earlier work by Pearce et al on Maori male mortal ity. 
The study also found that there was a marked geographical gradient across the country 
with northern Maori experiencing h igher rates of mortality than those in southern 
geographical areas. There also appeared to be an age related effect with those aged over 
49 years even after adjusting for age. 

Whi le these studies attempt to explain the relationship between economic reform or 
pol icy reform and mortal ity, especial l y  when considering the impact of social c lass and 
ethnicity on mortal ity, there is other information that suggests that this fits within a 
broader framework of equity as a legitimate health goal .  For example in its draft report 
on Equity and Health, the Taskforce for the World Health Organisation found that, 

In contrast, the southern "social welfare model" ,  New Zealand has seen a 
dramatic increase in income inequalities s ince the mid- 1 980s, and the gap 
in health status between MZ'Ori (the indigenous population) and the rest of 
the population is widening after decades of gradual narrowing (Mi l ls, 
1 998, p 7) . 

The WHO report goes on to note that between 1 98517 Maori male l ife expectancy was 
less than 4 years lower than for al l  males ; by 1 996 this gap had widened to nearly 7 years , 
with Maori male l ife expectancy static / slightly declining. Female statistics s howed 
simi lar trends. During the period between 1 980 to 1 984 and 1 987 to 199 1 ,  the overa l l  
reduction in the Maori age-standardised death rate was similar to the non-Maori rate, 
whereas between 1 970 and 1 984 the reduction was twice that for non-Maori. 
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Davis ( 1 984) has argued that health patterns for Maori in particular draws on our 
distinctiveness, including our colonial past (Davis, 1 984) . This past reflects not just 
Maori h istory of colonisation but also the unique h istory of a people who have l ived in 
Aotearoa New Zealand for over 1 ,000 years. Maori h ave a unique l anguage, cultural 
practices, beliefs and values that whi le shared with many other indigenous peoples, are 
also unique to Maori . 

There are c lose comparisons with other indigenous peoples international ly. In particular 
the experience of native Americans, including Hawai ians, native Canad ians, Aboriginals 
and parts of the Pacific Islands h ave been used as a bas is  for comparison with Maori 
(World Health Organization unpubl ished report on Indigenous Health, Geneva, 1 999) . 

There are direct paral lels with overseas health trends. For example Navarro ( 1 990) 
identified s ignificant mortal i ty differentia ls in the United States based on race and c lass 
(Navarro, 1 990) . Kunitz ( 1 994) also found that the h istory of European colonisation led 
indigenous peoples to experience detrimental health outcomes such as l ower l ife 
expectancy. 

Conclusion 
Maori health results from the interaction of many factors. Maori c learly experience a 
disproportionate burden of i l lness and poorer heal th expectancy (Ministry of Health, Our 
Health Our Future, 1999) . Theories of compressed morbidity ,  expansion of morbidity 
and dynamic equi l ibrium in health expectancy a l l  lead to s ign ificantly different outcomes 
for Maori depending on which one wil l  prove to be correct (Ministry of Health, Our 
Health Our Future, 1 999, p 239) . 

Ev idence about the impact of social and economic inequal ity on health raises concern for 
Maori since the pol icy reforms over the past 1 6  years have increased inequality and 
poverty among Maori. Therefore theories about the impact of rel ative incomes oh health, 
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impacts of age structure on l ife opportunities and health outcomes are of special interest 
here. 

These theories are more consistent with Maori views of health because they assume a 
more hol istic understanding that encompasses the social ,  cultural and environmental 
world. The particular 'pathways ' for morb idity and mortal ity have been of less interest 
to Maori than concerns around ownership and part icipation s ince the mid- 1 980s. These 
interests must be balanced to ensure that major health gains and opportunities for 
improvement are possible and not solely d ictated by a l im ited v iew of possib i l i ties for 
Maori health. A population level analysis that incorporates ecological explanations is  
l i kely to fit more with traditional Maori values and beliefs. 
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CHAPTER 7 

Examining T he Evidence :  Maori Social And Economic Outcomes, 

Determinants And Indicators 

Introduction 
It is methodological ly d ifficul t  to make d i rect l inks between particu lar pol icy decis ions 
and specific health outcomes and there may be insufficient evidence to suggest strong 
associations between pol icies and outcomes . However, some conclus ions can be drawn 
about these associations. This Chapter l ooks at changes in health outcomes for Maori, 
and changes in  the determinants of Maori health, as shown by the fal l acy markers or 
ind icators : unemployment, income, educational achievement, hous ing tenure and health 
status .  

In  1 998 four official reports (Progress Towards C los i ng Social and Economic Gaps 
Between Maori and Non-Maori from Te Puni Kokiri ,  The Socia l ,  Cultural and Economic 
Determinants of Health in New Zealand: Action to Improve Health from the National 
Health Committee, New Zealand Now: Maori from Statistics New Zealand 1998 Edition, 
Our Health, Our Future: Hauora Pakari Koiora Roa from the Min istry of Health 1 999) 
provided compe l ling evidence of the wel l-being of Maori. These four reports gathered 
evidence from a wide variety of official sources and together provided a comprehensive 
analysis of what was happening in New Zealand society for Maori, especia l ly in 
compariso'n to the rest of the population. 

Whi le  Maori die of s imi lar diseases or events to those that non-Maori die from,  they die 
at cons istently higher rates and in many cases, at earl ier ages . Across a range of 
measures for morbidity and mortality, Maori experience higher burdens of i l lness, l ower 
l i fe expectancy and curtai l ed qual ity of l i fe. Maori rates of avo idable death were 2.5 
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times that of European/Others in New Zealand in the period 1996 to 1 997 for those aged 
between 0 and 74 years of age (Ministry of Health, 1999, p 320) . 

Limitations Of Information About Ethnicity 
There are serious problems with the data that limit any trend analysis of Maori health and 
wel l-being (He Kakano Handbook of Maori Health Data, Te Puni Kokiri, 1 993, p i , 
Hauora Maori Standards of Health Ill,  p 30, Our Health Our Future, Ministry of Health, 
1 999, pp 59-60) . The changing criteria used in censuses and variable definitions used 
between government departments to col lect official data on deaths, births and general 
practice consultations and hospitalisations in primary, secondary and tertiary care, make 
it imposs ible to develop meaningful time series comparisons. 

Denominators for New Zealand ethnic populations are derived from 
Statistics New Zealand census data. Discontinu ities have occurred in the 
census data as a resul t  of changes to definitions of ethnicity .  The 1971  
Census question on ethnicity departed significantly from that used in 
earl ier censuses, so affecting the ethnic specific time series. The change 
from a biological defini tion of �Qri in the 1 98 1  Census to a broader self 
identification of cultural affi l iation in the 1 986 Census (with respondents 
being able to identify with one or more ethnic groups) resu l ted in 
discontinuous change to the enumerated ' M�ori ' population between these 
years .  Changes to the census ethnicity questions in 1 99 1  and again in 
1 996, to further al low for classification on the basis of multiple ethn ic 
group affi l iation, further disrupted the time series (Our Heal th ,  Our Future, 
Min istry of Health, 1999, p 59) .  

I n  addition to these problems with consistency i n  col lection o f  ethnicity data, there is an 
absence of data col lection in key pol icy areas over the period of the reforms such as in 
housing. For Maori particularly the question of validity of ethnicity data i s  crucial . 
Maori deaths and hospitalisations may be under-reported (Mason, 1 999; Pearce, 1999; 
Reid & Robson, 1998) .  There are several reasons for this under-reporting including 
changes to classification of race and ethnicity: 
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Oh September 1 1 995 there was a change in the official methods for 
col lecting ethnicity information for births and deaths in New Zeal and. 
Death registrations before this date involved obtaining information on the 
deceased 's degree of Mliori or Pacific Is land 'b lood ' and deaths were 
c lass ified as 'Mc'Ori ' if the deceased was reported to be of 50% or more 
M::ori ' b lood ' .  The completeness of responses was unknown, but several 
studies indicated that official statistics sign ificantly underestimated M,ori 
deaths (Pearce, 1 999, p 41 1 ) .  

The use of ' 50% or more Maori b lood' numerator and 'sole Maori ' c lassifications for the 
denominator, were found to be simi lar and were therefore used to calculate risk. Ethnic 
affi l iation of the deceased is now recorded using the same system as the 1 996 Census and 
this a l lows for multip le ethnic affil iations (Pearce, 1 999, p 4 1 1 ) .  These changes were 
made i n  an attempt to more accurately reflect what Maori themsel ves use as a basis for 
c lassifying their belonging to a popu l ation cal led Maori . 

This reclamation of M-::ori identity by M'-'0ri during this century must be 
viewed along with an element of protest by M'-'.ori that the Crown had 
assumed the power to decide who was a Milori (Reid & Robson. 1 998, p 
268) . 

Reid and Robson ( 1998) state this is not merely an academic exercise, s ince the way i n  
which ethnicity i s  calculated has a significant impact on our  understanding of  health 
status . 

For example, if we compare the first admission rates for �ori and non­
MC-ori women with psych iatric disorders between the years 1 99 1 - 1 993. we 
find there is a significant disparity using sole MCiori as the denominator. 
By using the M.:-.ori ethn ic group as the population denominator, this 
disparity is sizably reduced and may resu l t  in different pol icy advice being 
proposed (Reid & Robson. 1 998, p 269) . 

There are also problems with Maori hospitali sation statistics because of  the impact of 
self-identification, and the changeover in the t ime period from calendar year to fiscal year 
for 1 997/98 data. 
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Hospital ethnicity data is supposedly based on self identification upon 
each admission, but in some cases (eg. emergency treatments) the person 
may not be asked to state their ethnicity .  These cases w i l l  be c lass ified in  
our statistics as  non-M:ori, and consequently Mcmi hospital isation data 
may be underreported (Mason, 1 999) . 

How Many Miiori Are There? 
Answering the question of "how many Maori are there?" i s  problematic because of 
d i fficu lties in conceptualising race and ethnicity, problems with the recording of data 
which include inconsistent and unclear guidel ines, and the personal behaviour of New 
Zealanders who may respond to questions on ethnicity i n  different ways. The d iscourse 
about the problems of ' being counted' has moved more central ly onto the Maori health 
research agenda because of the rel iance on accurate and timely information to monitor 
Maori health outcomes. 

D ifficulties in class ification have changed from a ' race-based ' concept which used 
proportion of blood, to self- identification with multiple iwi as a ' de-facto' indicator for 
identifying as Maori and belonging to this  'group' (see Ministry of Health, 1 999 quote 
above). At one level the debate about how to best count Maori focuses around the 
mechanisms for data col lection used by various official agencies. At another level it is 
about the right of Maori to be counted accurately in the b i rth and death statistics, and the 
possible masking of the magnitude of particular political changes on Maori health. The 
inherent inaccuracies of using race as the basis for class ification of health outcomes and 
the preference for using ethnicity is more consistent with British thinking on the relative 
importance of class and race (Smaje, 1 995 ; Smaje, 1 996a; Smaje, 1 996b). This does not 
however, answer the question of how many Maori there are. 

The d ifficult ies in ethnicity collection data make long term trends difficult  to identify 
because there is a broken axis between census data and births and deaths data (Pearce, 
1 999; Reid & Robson, 1 998) . Hospital admiss ions may be s l ightly more rel iable  given 
the rel iance on self-reporting of patients and kin, compared to what happens in death 
certificates when undertakers a l locate ethnicity (McKegg, 1 996) . 
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Life Expectancy and Mortality 
During the eighteenth century Maori l ife expectancy was similar to most western 

Europeans (Pool ,  1 99 1 p  57),  al though this had changed considerab ly  by the early 

twentieth century following British colonisation of New Zealand. Maori l ife expectancy 

has continued to improve through much of the last century, converging s lowly towards 

non-Maori life expectancy (Figure 7 . 1 ) . In 1 95 1  a Maori baby boy could expect to l ive to 

around 54 years, or 56 years for Maori baby girls .  By 1 996 this l ife expectancy had 

increased to around 67 years for Maori baby boys and 72 years for Maori baby girls. The 

differences in Maori and non-Maori l ife expectancy have been closing from 1 3  years for 

Maori male babies in 1 950-52, and by 1 996 this had closed to seven years less than New 

Zealand males general ly. Similarly, Maori girl babies had closed the gap from 1 5  years 

in 1 950-52 to around seven years by 1 996 with non-Maori baby girls (Statistics New 

Zealand, 1998, p 1 9) .  

Figure 2 Maori a n d  Non-Maori Life Expectancy A t  Bi rth 

Source: Statistics New Zealand, New Zealand Now Maori, 1 998 Edition. 
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Figure 3 Maori And Total Population Death Rates 1961-1993 

Source: Demographic and Mortal ity Data. New Zealand Health Information Service. December 1 999. 

During the period 1972 to 1987 M(\ori age standardised mortal ity rates fel l  
more rapidly than those for non-M:.Dri with Mcx>ri male rates dropping by 
38 percent and Mc.ori female rates by 43 percent, compared to a 16 percent 
and 1 8  percent drop for non-Mc.uri males and females respectively. By 
1 987 mortal i ty rates for M;�ri males were only 14 percent h igher than 
those for non-MJ:)ri males, and rates for M<ori females 35 percent higher 
than those for non-M('ori females. However s ince 1 987 M,�ori  morta l i ty 
rates have decl ined more slowly than non-M.:-:-ori , and the gap between 
Mi�ori and non-�ori mortal i ty has widened. In 1994 M:�ri age 
standardised mortal ity rates were 33 percent h igher for males and 56 
percent h igher for females compared to non-Mr>ori (Stat istics New 
Zealand, 1 998, pp 19-20) . 
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Miiori Morbidity 
Maori bear a disproportionate burden of death and i l lness in the New Zealand population. 
Age standardised mortal i ty rates lO for Maori were 9.8 per 1 ,000 in 1 995 compared to 5 .9  
per 1 ,000 for the total New Zealand population (Statistics New Zealand, 1 998, p 1 9) .  
Making a comparison with the total population - which includes Maori - gives a smaller 
disparity than would be evident from a comparison of age-standard ised mortal i ty between 
the Maori and non-Maori populations. 

Maori die of the same types of i l lnesses as non-Maori such as cardiovascular disease, 
ischaemic heart disease, stroke, respiratory i l lnesses such as chronic obstructive 
respiratory disease, asthma, diabetes and cancers such as colorecta l ,  l ung and breast 
(Min istry of. Health, 1 999) . Most of these are preventable because they are caused by 
modifiabl e  risk factors such as smoking, high fat d iet, physical inactiv ity and obesity. 
Us ing the measure of disabil ity adjusted l ife years (DALYs) ,  cardiovascular disease 
accounts for 24 percent of DALYs fol lowed by 20 percent for cancers and 1 2  percent for 
mental d isorders (Ministry of Health, 1 999, p 34). Maori h ave h igher rates, once 
standardized for age and sex, of DAL Y loss than non-Maori for most causes. This i s  
especial l y  so  for infectious diseases, endocrine disorders such as  diabetes , cardiovascul ar 
disorders and respiratory diseases (Min istry of Health, 1 999, p 34) . 

Maori and Pacific Island people also have h igher age standardized rates for avoidable 
hospital izations at approximately 60 percent higher than Europeans/Others (Ministry of 
Health, 1 999, p 44) . Risk factors such as smoking, alcohol consumption, diet, phys ical 
activ ity, obes ity are all again credited with contributing to this (Min istry of Health, 1 999, 
pp 44-45).  Issues surrounding Maori access to primary care and p�eventive services that 
contribute to the higher rate of hospital ization have been high l ighted in a number of 
studies in New Zealand (Ministry of Health, 1 999, p 1 92) . 

1 0  Age standardised rates are rates that have been statistical ly  adjusted to enable comparisons between 

populations despite the di fferences in age structures of the di fferent populations. 
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Maori have argued that this type of analysis continues to focus on the l ifestyle ' failures' 
of Maori, rather than identifying the systemic causes of this behaviourbehaviour. For 
example causes could  relate to the high level of stress experienced by Maori as a 
colonized, marginal ised and low income group within New Zealand society who 
experience institutional racism. These experiences lead Maori to adopt higher risk 
behav iours that expose them to disease and accidents . Such stress may also be caused by 
their relative social pos ition. These arguments are consistent with a developing field of 
medical study . 

Among the most cri tical has been the development of work on stress and 
physiologic responses to stressful experiences . . .  stressful conditions may 
exact a direct tol l  on the body, offering powerfu l biological models that 
l ink external stressors to physiologic responses capable of influencing 
disease development and prognos is .  Work on psycho-phys iology, 
psychoneuroimmunology, and most recently on al lostatic load has helped 
trace biologic pathways as wel l  as specific behav iours and exposures to 
noxious agents that l ink social conditions to important health outcomes 
(Berkman & Kawach i ,  2000, p 4) . 

Despite the growing ev idence of biological mechanisms l i nked to stress and social 
s ituations and health outcomes, Maori researchers are interested in a more contextualised 
analysis of causes of Maori i l l ness. This a l lows an understanding of how specific history 
and experiences of Maori contribute to our health. 

Infant Mortality 
Infant mortal ity is recognized international ly  as one of the best single indicators of a 
nation's wel l -being. The gap between Maori and non-Maori infant mortal ity was closing 
unti l  the m id 1 980s when it started to widen. In the 1970s New Zealand had one of the 
best rates of infant survival in the OEeD, by 1 990 this had changed considerably 
(B laiklock et ai , 2000) . Infant mortality is often cons idered a sensit ive indicator of social 
change as infants are among the first affected by social upheaval . 
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Figure 4 Maori and Non-Maori Infant Mortality Rates Per 1 ,000 Live Births 1 950-

1 990 

Source: Statistics New Zealand, New Zealand Now Maori, 1 998 Edition. 
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Social And Economic Indicators 
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In their unpubl ished report for Te Puni Kokiri, BERL (a private economic forecast ing 
company) relates economic wel l-being of Maori through income to the fol lowing 
features; fam ily composition and s ize, l i fe cycle effects, labour market conditions, 
economic variab les, urban isation, socio-demographic variables and government pol icy 
(Wil l iams et al . ,  1999, p 1 6) .  Many of these indicators were also used by Te Puni Kokiri 
i n  their C losing the Gaps Report and by Statistics New Zealand in their New Zealand 
Now Maori publ ication. Many of these variables are therefore examined in  this Chapter. 
Unfortunately cultural indicators as identified by the National Health Committee in their 
report on the Social, Economic and Cul tural Determinants of Health report, are much 
more difficult to both identify and measure. Further work wi l l  need to be done on th is  in  
the future by Maori health researchers and policy analysts. 
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Unemployment 
Unemployment and labour force participation has a significant association with health 
that cannot be explained by the healthy worker selection effect alone. During the period 
of neo-l iberal reforms in New Zealand, unemployment rose dramatical ly (Figure 7.4) . 

Figure 5 :  Unemployment Rates, 1 960- 1 995 
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Note: Dalziel and Lattimore. the source for this information. explain that the 'official ' unemployment rate 

constructed from the definition of an unemployed worker used by the International Labour Organisation as 

a person not in employment who is both available for work and actively seeking work. The unemployment 

rate is the number of unemployed d ivided by the number of unemployed and employed workers (the labour 

force). The data for the official unemployment rate come from the Household Labour Force Survey that 

was introduced in December 1 985. The registered unemployment rate is an estimate based on the number 

of people registered as unemployed with the Department of Labour div ided by the labour force recorded in 

the Quarterly Employment Survey. The authors note that the registered unemployment rate 'overstates the 

official measure' (p 1 7) but follows a s imi lar trend. Source: (Dalziel. 1 996, p. 74, & p. 1 23).  

Maori were especially affected by this with Maori three times more l ikely to be 
unemployed and disparity with non-Maori greater i n  1 998 than it was in 1 988 (Te Puni 
Kok iri , 1998) . This disparity was ascribed to a number of structural features that made 
Maori more vulnerable to market vagaries (Kiro , 1 998). These structural features were 
identified by Te Puni Kokiri as : a youthfu l age structure; low levels of educational 
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attainment; under-representation in formal systematic training; over-representation in l ow 
ski l led occupations ; under-representation in h igh growth industries ; and a comparatively 
high proportion of long term unemployed (Te Puni Kokiri , Moni toring and Evaluation 
B ranch. 1 998) . 

Maori unemployment peaked in 1 992 following the radical dismantling of jobs due to the 
neo-l iberal reforms from 1984 (Durie. Te Mana Te Kawanatanga, 1 998, p 88) . 
Improvements in employment from 1 992 to 1 996 were due to the increased participation 
of Maori women in the work force and to increases in certain job sectors such as services 
and part-time work (Statistics New Zealand Now Incomes. 1 999) . The industries most 
affected in the period 1 988 to 1 992 were Forestry, New Zealand Post, the Telegraph 
Office and the New Zealand Post Office where many Maori worked. Prior to the neo­
l iberal reforms Maori employment and l abour force participation rates h ad been among 
the h ighest in the population. By 1 990 Maori male unemployment h ad reached 20.5 
percent" while non-Maori male unemployment h ad risen to 7 percent. Female 
unemployment rose more slowly  reaching 1 9  percent for Maori women and 6 percent for 
non-Maori women (Durie, 1 998, p 88). 

M&ori bore the brunt of economic reform and even when economic 
recovery was evident in 1 996. the M�ori unemployment rate of nearly 1 6  
percent was more than twice as high as the non-M�iori rate and much 
h igher than it had been in 1 986. Moreover, M(:;:'Jri were sti l l  
d isproportionately over-represented i n  the poorly paid and insecure jobs 
(Durie. 1 998. p 88) . 
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Figure 6 Employment Status of Maori and Non-Maori 1996 

Source: Statistics New Zealand, New Zealand Maori Now, 1 998.  
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Employment is closely related to income. The high Maori unemployment rate and low 

labour force participation rate had an impact on Maori household incomes over the same 

period. The restructuring in the government sector and structural features of Maori 

employment also increased Maori dependence on government assistance. 
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Figure 7 Maori and Non-Maori Average Household Income 1 987 - 1997 

Source: Te Puni Kokiri, Closing the Social and Economic Gaps, 1 998, based on Census of Dwell ings and 

Populations 1 996. 
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During the period 1 987 to 1 997, Maori annual household incomes rose but not as much 
as non-Maori households. While the average difference was $5 ,000 in  1 987, by 1 997 
this had grown to $ 1 0,000 (Te Puni Kokiri, 1 998, pp 1 7- 1 8) .  Such a trend was consistent 
with changes within New Zealand society that saw inequal ity increase w ith the highest 
income earners increasing their wealth and low income earners losing wealth (Podder & 

Chatterjee, 1 997, Statistics New Zealand Now Incomes, 1 999) . Podder & Chatterjee 
made the fol lowing observation. 

Inequal ity has increased sharply over the period, confi rming the findings 
of some other researchers . While it is difficult  to connect di rectly the 
economic reform measures used in New Zealand with the observed 
deteriorat ion in inequality ,  the possible channels through which pol icy­
induced changes in the economy might have been transmitted to the 
distribution of the "national cake" can be, and have been, identified in this 
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paper. The sharp increase in unemployment over the l atter part of the 
1 980s and early 1990s whi le, again ,  not a direct cause of increased 
inequal i ty ,  has certainly contributed to the process. Likewise, the 
distortions in the financial markets, which saw the nominal interest rates 
soar to unprecedented levels in the later 1980s and early 1 990s , resulted in 
changes to household incomes in  a way that, again, contributed to the 
increased inequal ity (Podder & Chatterjee, 1 997, p 25) . 

The increased inequality affected Maori with , "Wages and salaries, and market income 

[falling] for Maori and Other ethnic groups relative to the European group" (Statistics 

New Zealand, New Zealand Now Incomes, 1 999, p 37) , al though they noted that there 
was a ' relative recovery by Maori in the 1 99 1 - 1 996 period, presumably from better 
labour market conditions ' (p 3 1 ) .  The i ncrease in jobs was however located mainly in 
casual and part-time work that offered l ittle security for workers. 

Podder & Chatterjee speculate that the cause of this increased inequal ity was the pol icy 
env ironment that changed the bas is of the d istribution of income with in society. Jesson 
( 1 999) supports this argument by saying that the restructuring in New Zealand was 
intended to free up the publ ic sector for exploitation by the specu lative private sector 
(Jesson, 1 999) , a v iew h inted at by Easton (Easton, 1 997) . 
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Figure 8 :  Income Support Payments Recieved By Maori and Non-Maori I n  1996 

Source: Te Puni Kokiri. Closing the Gaps Report 1 998. based on Census of Dwell ings and Populations 
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In 1 996 Maori were more reliant on government assistance for unemployment and 
domestic purposes support: a reflection on their partic ipation rates in the labour market 
and their longer life expectancy relative to non-Maori . In comparison, non-Maori were 
more rel iant on superannuation, a government funded retirement scheme, which reflected 
their aging population structure. Figure 7 . 7  shows the relative rel iance on these sources 
of support payments rather than actual numbers. Superannuation accounts for 
s ignificantly more government spend than unemployment and domestic purposes 
benefits . 

Non-Maori also �eceive a greater share of their income from sources outside salaries and 
wages from sources such as rents , dividends and interest (Statistics New Zealand, New 
Zealand Now Incomes, 1 999). Non-Maori are more likely to be self-employed than 
Maori and more are located in higher paying jobs than Maori, affecting average 
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household income. These job opportunities are largely influenced by training and 
qualifications and Maori continue to leave schools with fewer qualifications t han non­
Maori (Figure 8). 

Figure 9 School Leavers With No Qualifications Maori And Non-Maori 1992-1 997 

Source: Ministry of Education data suppl ied by Te Puni Kokiri, C losing the Social and 
Economic Gaps, 1 998. 
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Between 1 977 and 1 992 the numbers of Maori leaving school with a sixth or seventh form 
(last two years of secondary school) qual ification has almost trebled, but the gap between 
Maori and non-Maori remains unchanged. The trend for higher proportions of Maori and 
non-Maori students to leave school with sixth and seventh form qualifications has also 
stalled. Furthermore, Maori students continue to be located in  subject areas that are less 
l ikely to lead to employment. 
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Figure 1 0  School Leavers With Sixth Or Seventh Form Qualifications 1 977- 1 997 

Source: Ministry of Education data suppl ied by Te Puni Kokiri .  
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Figure 1 1  School Retention Rates For Maori 16 Year Olds 1 984-1996 

Source: Ministry of Education data suppl ied by Te Puni Kokiri .  
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Note: Rates calculated by taking the number of students at age 1 6  as a proportion of the numbers of 1 4  year 

old students two years earlier. 

Figure 1 2 :  Labour Force Status Of Miori By Educational Attainment 

Source: Statistics New Zealand, New ealand Now Maori, Census of Population and Dwell ings 1 996 
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Housing has a strong association with health (Howden-Chapman & Cram, March 1998) . 
Changes to housing pol icy introduced in 1 99 1  were found by Waldergrave and Sawrey 
( 1 993) us ing the National Housing Commission method to have increased serious 
housing need between 1 992 and 1 993. The main factor identified was paying rent. In  
1 991  the government removed income related state rentals and introduced market rentals .  
This meant that beneficiaries , such as sole parent households, paid market rents with the 
difference being made up by an accommodation supplement (introduced in 1 993) . The 
supplement did not cover the whole increase in rent .  
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Maori were therefore disproportionately affected by such a pol icy because they are over­
represented in low income and benefit dependent famil ies who rely on state hous ing. 
Stephens and Waldergrave ( 1 997) found that in 'poverty l i ne '  studies, Maori who 
comprise 13% of the New Zealand population, made up 39.3% of those in poverty once 
housing costs were included (Measuring Poverty In New Zealand. in P. Crampton & P. 
Howden-Chapman (Eds) .  1997) . 

The decrease in purchasi ng power by M:()ri households and the 
demonstrated racism in the urban housing market are inter- l inking factors 
that mean M50ri households are more l ikely to be concentrated in areas of 
inadequate hous ing (Howden-Chapman & Cram. 1998. p 2 1 ) .  

Between December 1 988 and D�cember 1 997 overal l  prices for hous ing as measured by 
the Consumer Price Index (CPI) increased by 27 .5  percent, wh i le  the hous ing index of  the 
CPI increased by 48.3%. Higher hous ing prices resu lted in greater expenditure on 
housi ng in nominal terms and as a proportion of total household spend ris ing from 20.5  
percent o f  total average weekly expenditure in 1 988 to 24.5 percent i n  1 997 (Statistics 
New Zealand. New Zealand Now Hous ing. 1 999. p 65). 

Increases in rent prices were h igher in metropol itan centers where demand for rental 
housing was greater and s ince Maori are disproportionately concentrated in these centers, 
they were more affected by such rises as a population. The shift from state to private 
sector landlords was particularly noticeable among Maori. Between 1 99 1  and 1 996 the 
proportion of Maori l iving in rented dwel l ings with a state sector landlord dropped by 
16.3 percent compared to an  overal l average (for the whole population) of  1 0 .0 percent 
(Statistics New Zealand. New Zealand Now Housing. 1 999. p 73) . 

Two-fifths of Maori l ive i n  rented accommodation making them more l i ke ly than others 
(with the exception of Pacific Is lands peoples) to l ive in such accommodation. Maori 
are correspondingly less l ikely to l ive in homes owned without a mortgage than others 
(Statistics New Zealand, New Zealand Now Hous ing. 1 999. p 73) . This is attributed to 
Maori and Pacific Islands younger age structure as wel l  as i ncome (Statistics New 
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Zealand, New Zealand Now Housing, 1 999, p 73). Maori and Pacific Is lands ethnic 
groups are also more l ikely than Europeans to l ive in households with more occupants 
(Stat istics New Zealand, New Zealand Now Housing, 1999, p 73) . 

Overcrowded, damp and cold hous ing is associated with higher rates of infectious 
diseases such as meningococcal meningitis, tubercu losis, rheumatic fever, measles and 
mental health problems (Howden-Chapman & Cram, 1998, p 2 1 ) .  A study by the New 
Zealand Housing Commission in 1 988 found that around 20-35% of those with chron ic 
psychiatric i l l ness l iving in the community l ived in inappropriate or substandard housing. 
Furthermore, the mental wel l -being of people with psychiatric disorders was correlated to 
their qual ity of housing l l . This s ignals future problems for Maori with rapid increases in 
a range of mental i l lnesses emerging in the population. 

Conclusion 
Culture is sometimes used to denote behavioural and l ifestyle choices such as patterns of 
high rates of smoking amongst Maori women and risk taking behaviourbehaviour leading 
to motor vehicle crashes among young Maori men. 'Culture' also means those attributes 
that define Maori as distinctive with characteristics such as te reo, tikanga and 
participation in  our cultural institutions. These attributes separateMaori from mainstream 
society and, becauseMaori are a colonised society, are associated with institutional 
racism that results in negative health outcomes . These are both different to those 
structural features that are unique to Maori in New Zealand society that also set Maori 
apart and are associated with particular characteristics and outcomes - for example, 
earl ier ferti l i ty, more youthful population profile, fewer qual ifications and l iv ing in more 
one parent households and more extended family households. These structural features 
(Te Puni Kokiri, 1998) interact to be self-reinforcing, ensuring lower levels of 
educational achievement, fewer qual ifications at school leav ing, lower paid jobs that are 
more insecure in a volati le job market, poorer qual ity hous ing with more overcrowding 
and greater mobi l ity because of high market rentals and insecure housing, leading to 
poorer health, poorer employment prospects and lower incomes. Despite this s imi lar 
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profile distinguishing Maori from non-Maori, Maori are also a heterogeneous population 
with substantial  differences between them. The distribution of heal th within the Maori 
population is therefore a function of social, economic and behav ioural (cultural ) 
distributions, but this does not entirely explain the basis of a distribution between ethnic 
groups . This residual difference is often attributed to ethnic differentials , but it may in 
fact result from structural differences such as racism that are then embedded with in other 
structures. The recent pol icy env ironment has increased this distribution of inequal i ty 
and the effects of this can therefore be seen in health and other social indicators . 

This myriad of factors affects the health status of Maori as a population and the personal 
health of individual Maori. This  occurs at two ' levels'  by shaping the wider 
environment in which Maori l ive and by shaping the individual choices and actions of 
Maori at a personal level .  These levels interact, leading to particul ar outcomes that are 
common to the group as a population, being more l ikely to share more things in common 
at an individual leve l ,  and also sharing some th ings in common as a popu lation that 
distinguishes them from other groups . 

The evidence shows that Maori are overwhel mingly expenencmg poorer soci al and 
economic outcomes than non-Maori and they bear higher levels of poverty, i l lness and 
death than the rest of New Zealand society. Furthermore, there are indications in key 
indicators such as mortal i ty, employment, income and educational ach ievement and 
hous ing, they are actual ly  starting to lose ground relative to the rest of the population. 
This is l ikely to have profound effects on the heal th and wel l-being of Maori in the 
future. Maori have a more youthful population with high socia l  needs and distinctive 
cultural needs. This makes it especia l ly important that there be Maori specific strategies 
to address these experiences. There are socio-economic and pol itical features that also 
require addressing to change the overwhelming burden faced by this population. 

1 1  Kearns. Smith & Abbott on Housing stressors and persons with serious mental health problems in 1 993  
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Increases in disparity between Maori and non�Maori raises serious questions for those 

concerned with Maori health, since there is growing evidence of the impact of such 

inequal i ty on health (M in istry of Health, 1 999, Berkman & Kawach i ,  2000, Kawachi ,  
Kennedy & Wilkinson, 2000, Wilkinson, 1 996) . 
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CHAPTER S 

North Health and MAPO: Purchasing Grand Vision 

Introduction 
North Health yields valuable insights as a case study into the way in  which a Maori 

health purchasing strategy was developed and implemented in New Zealand during the 

1 990s. Although Regional Health Authorities had on ly a brief l ife ( 1 993- 1 997), their 

strategies for addressing Maori health deserve greater attention, not least because many 

existing strategies are sti l l  premised on the same ideas and values . These purchas ing 

strategies were part of a reforms process in health services and pol icy that was marked by 

the congruence between New Right neoclassicism and Maori desire for tino 

rangatiratanga. 

Rather than being a discrete pol icy stream, RHAs can also be seen as an extens ion of 

previous government policy around Maori health. The decision to pursue M aori provider 

development reflected government pol icy about devolution to communities of interest 

and also contained opportunity costs for Maori. These opportunity costs were in  

investing time and energy on Maori health service provider development and 

consol idation rather than an investment in making the majority of mainstream providers 

more responsive to Maori health need (although there was theoretical l y  an i nterest i n  

doing both) . This argument wi l l  be examined closely in  the fol lowing three chapters . 

Lim its on health expend iture during the early 1 990s and the incremental i ncrease s i nce 

then, has put pressure on other mainstream health services. Maori health has been able to 

attract soble new funding in health for initiatives such as Maori health provider 

establ ishment. However the extent to which new money or recycled ' Maori ' money 

from the disestablished Department of Maori Affairs, and also the extent of the 

investment in Maori provider development wil l  be examined. There is evidence that 

Maori health investment was around 1 0% of total North Health spend (Shea, interview, 
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1 997) al though i t  is difficult to know if overhead costs were included for running the 
Maori Health Development Divis ion (MHDD) or inc ludes a l l  ini tiat ives undertaken by 
other services. Others have suggested i t  is  actual ly around 0.3 of 1% of the total North 
Heal th spend (Hudson, interview, 1 998) . 

A new cultural orthodoxy emerged in the 1990s reflecting a more contemporary view of 
Maori national i sm establ ishing an ' us and them' mental ity between providers during the 
early competitive stages. This extended to Maori working within mainstream services. 
Competition underpinned this and was clearly evident throughout the health sector during 
th is period (Ashton, 1 999; Cheyne et a I . ,  1 997; Easton, 1 997a) . Such thinking pitted 
health providers against each other. For Maori, such thinking emerged from the debates 
about the right to represent Maori within the iwi Treaty settlements debate and the right 
to access publ ic resources for Maori benefit. 

The relationship between health providers became more col laborative in the latter 1 990s, 
and was also reflected in Maori provider rel ationships, including Maori provider rel at ions 
w ith each other and with other health prov iders. Many territorial disputes had been 
settled and a more moderate pol icy environment operated. 

The growth of Maori providers emerged from a powerful critique about the inab i l ity of 
existing services to meet Maori health need. Such growth was further strengthened by 
the achievements of Maori health providers within a relat ively short period. 

This Chapter examines the role of the Regional Heal th Authorities, and particularly North 
Health in shaping Maori health pol icy. While Regional Health Authorities were to 
implement pol icy developed by the Minister of Health through the Ministry rather than 
develop strategic pol icy in their own right, which was not necessari ly the case from 1 993 
to 1 997. Some of the strategic pol icy regarding Maori health actua ll y  originated from 
within the Regional Health Authorities rather than within the Ministry. Whi le the 
Ministry had the legal respons ibi l ity for developing and monitoring such pol icy, Regional 
Health Authorities had the money to make their strategic pol icy real i ty through their 
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stream of operational pol icy decis ions-, thus effectively driving them as strategic pol icy 
through their purchasing pol icies . Certainly there is ev idence that the fragmentation of 
health authorities establ ished under the National government through the health reforms 
led to some role confusion between various health agencies (Heal th and Disab i l i ty 
Commissioner, 1 998) . 

The battle between the Min istry of Health and Regional Heal th Authorities (later the 
Health Funding Authority) around fonnulation of strategic Maori health policy has 
inevitably engaged other stakeholders such as the Crown Company Monitoring and 
Advisory Unit, Treasury, the Ministers of Health and Crown Health Enterprises, the 
National Health Committee and providers themselves, in d iscussions about who would 
effectively set pol icy for New Zealand and what that pol icy should be. 

North Health establ ished MAPO (Maori Assisted Purchaser Organisations) to assist in 
co-purchasing of Maori health services . MAPO continued to be supported by the 
General Manager of Maori Health for the Health Funding Authority from the time of 
their inception to the year 2000. Cooper was General Manager of the Maori Health 
Development Division for North Heal th during the period under rev iew in this thesis, and 
so has played a cruci al role  in shap ing a grand vision for Maori health purchasing and 
thereby effecting a de facto Maori purchasing policy. 

It is important to understand that the Case Study analysis is located within the period 
1 993 to 1 997. Obviousl y  strategies for Maori health providers were refined d uring the 
1 990s as a result of the learning by purchaser / funder and providers. It would be a 
mistake to v iew the decis ions as stagnant. The research looks at a particular time period 
in an attempt to capture the reasoning behind strategies and pol icies in Maori health 
during this period. Underlying strategies cons istent with Crown objectives did not 
change much though, for example the emphasis on Maori participat ion as a strategy for 
ensuring Maori health gain, and the emphasis  by North Heal th on Treaty rel at ionships 
that emphasized the pre-eminence of iwi as  a channel for del ivery of health serv ices did 
not change significantly .  However, there were changes that resulted from changed 
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pol itical directions within government during the period and changed structures . Key 
informant comments should therefore be viewed within the context of their  time. 

Regional Health Authorities And Maori Health Policy 
Regional Health Authorities (RHAs) were formed under the Heal th and Disabi l i ty 
Services Act 1 993 . They enacted Maori health policy based on government policy 
identified through the Ministry of Health. The most s ignificant of these pol ic ies was a de 
facto pol icy titled Whaia te ora mo te iwi ( 1 992), which spelt out Crown (government) 
objectives for Maori health. The Ministry of Health and Regional Health Authorities 
identified the participation of Maori in the health sector as their major Maori health 
strategy. Maori would achieve improved participation through a consequent set of 
strategies that included the growth of for Maori health providers. The mechanisms for 
enacting these strategies were through RHA purchasing plans with the Minister of Health 
v ia  the Ministry of Health. Maori energy became focused on securing contracts with 
RHAs that would enable them to deliver health services to Maori . Negotiations between 
RHAs and potential Maori health providers occurred between 1 993 and 1 995 with 
contracts agreed from around 1 994. North Health implemented most Maori provider 
contracts and the Maori health purchasi ng Grand Vision from 1 995 once North Health 
had been establ ished and purchas ing strategies developed. 

Legislation governing the health sector is extensive, but the major p ieces of legislation 
that relate to the biggest funding areas were the Hospitals and Charitable Aid Act 1 885 
(amended in 1 909) , Health Act 1 920 (amended in 1 947 and 1951 ) ,  Social Security Act 
1 938, Hospitals Act 1 957 and Area Health Boards Act 1 983. The Heal th and D isabi l ity 
Serv ices Act 1 993 was amended in 1995 and 1 997 to encompass changes to various 
structures in the heal th sector. 

H istorical ly ,  New Zealand 's health sector legis lation reflected regional parochia l  interests 
because health care consisted primaril y  of charitable  hospitals who serviced Maori and 
ind igent poor populations (Dow, 1 995) .  A gradual evolution towards a more centra l ly  
organ ised and universal entitlement system through the introduction of  the Publ ic Health 
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Act 1 920 and Social Security Act 1 938. This trend would be reversed with the Health 
and Disabil ity Services Act 1993, with a return to a more regional ly  responsive model .  
Such changes were more consistent with the overa l l  trend i n  government returning New 
Zealand to a nineteenth century model of welfarism that promoted individual and fami ly  
responsibil ity (Thomson, 1 998) . 

Miiori Health Purchasing 
Purchasing services requires a different orientation to being a service provider (Maori 
providers or Crown Health Enterprise or GPs) or pol icy developer (Ministry of Hea l th) . 
Responsibi l ity for purchasing was prescribed by the Health and Disabi l ity Services Act 
1 993 and subsequent amendments, along with government policy. Legislation and pol icy  
were then ' married ' with heal th evidence and pol itical conditions a t  the  local level to 
produce a purchasing plan for Maori health. 

These different pressures were inevitably reflected in  patterns of decis ion-mak ing and 
thus the way i n  which strategic decis ions were formu lated and operational ised. The way 
in which the Maori Health Development Division, North Health operationali sed 
government policy was to some extent idiosyncratic, reflecting the dominant  persona l i ties 
of the organisation and their interpretation of government pol icy. However i t  was a lso a 
response to the particularities of the needs of Auckland Maori . 

An idiosyncratic culture was encouraged by a government pol icy approach that sought 
' local solutions to l ocal problems ' .  Such an emphasis for ostensible devolved authority 
was consistent with neo- l iberal thinking dominant in the National cabinet during the early 
and mid- 1 990s. Such an approach therefore encouraged (at least in the early days) l ocal 
operational i nnovation on national pol icy and therefore favoured more local ised 
solutions to n"ational ly co-ordinated strategies. Government' s  role  was to provide the 
architectural plan whi le Regional Health Authorities would do the bui lding. This 
approach in some instances undermined rather than encouraged a popu lation approach to. 
health services, s ince the focus was more on local responsiveness through the l imited 
scope of contracting. " 
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Evidence for this can be seen most clearly in the rapid dismant l ing of the Pub l ic Health 
Commission which had been developing a population approach - including one for Maori 
health. Establ ished in 1993 under the Health and Disabi l ity Serv ices Act, the Publ ic 
Heal th Commission provided publ ic health oversight and purchasing nationally. It was 
dismantled in 1 995 and responsibi l ity for publ ic health and population approaches was 
given over to the RHAs who had by now a firmly established cul ture around personal 
healthcare. In particular, North Heal th would have major responsibi l ity for publ ic  health 
purchasing. 

Maori i nput i nto these processes continued throughout the term of the RHAs to be 
defined i n  terms of the dominant cultures of these organisations - a lthough Maori staff 
with in  RHAs worked hard to claim Maori ' space' within them. A Maori ' space' to 
operate rel ied on the quality of personal relationships between Maori staff with in  the 
purchasers who were responsible for sponsoring Maori health i nit iatives and their 
col l eagues responsible for the overwhelm ing bulk of the budget. Sponsors were needed 
not only with RHA colleagues but also w ith pol it ical leaders on their respective Boards, 
in cabinet and amongst the multitude of Wel l ington stakeholders including CCMAU and 
Heads of Government agencies. 

What emerges from this research i s  that Maori have always attempted to turn government 
policies, in whatever form, to their advantage by innovating Maori concepts and i deas 
around these policies. An example of this can be seen around the way Maori used the 
proposed Health Care Plans. Maori preparedness in Auckland during  the l ate 1 980s to 
back the Area Health Board proposal of a Regional Maori Authority, and later by the 
enthusiasm shown for Maori provider development, co-purchasing and Maori Integrated 
Care Organisations (MICOs) . These are not merely pale imitations of Pakeha pol ic ies, 
but active attempts to shape government policy for Maori purposes. 

Heal th Care Plans which were promoted during the late 1 980s as a means of p lanning for 
the health needs of particular populations such as iwi Maori . While iwi Maori h ave never 
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surrendered their desire to implement Health Care plans, the form of these health care 
plans continued to change. The attraction of managed care, co-ord inated care or 
integrated care is l argely the same as that which Health Care Plans held in the l ate 1 980s, 
namely the abil ity of iwi Maori themselves to p lan and decide what services to h ave on 
behalf of their people. 

Maori and general populations were a l located to RHAs to create approximate ly s imi lar 
sizes with the exception of Southland Health that had considerabl y  fewer Maori and 
general population with in  it. Despite this, there remained significant differences between 
these regions. Most noticeably North Heal th had the l argest concentration of population 
in the Auckland metropol itan centre. It also had the most diverse Maori population 
representing the entire range of Maoridom.  Auckland has been the major immigration 
gateway to New Zealand which also raised particular problems not experienced as keen ly 
in other RHAs with rel ations between new immigrants and Maori coming most sharpl y  
into focus . 

Figure 1 3  Regional Total Maori Populations (Number of Persons) 

1 50 , 000  

1 0 0 , 0 0 0  

5 0 , 000  

o 
Nor t  h M i dl and Cent r al Sout h 

s 

• North 
.Midlands 
ClCentral 
CISouth 

. Source: 1991  Census of Population and Dwell ings, Statistics New Zealand. 

The question of personal ity and its impact on the development of pol icy can be seen most 
c learly- in the MAPO which were a distinctive feature of North Health' s  Maori 
purchasing strategy. According to Cooper, the strategy developed for Maori health 
emanated in part from his prior work on  Te Tiriti 0 Waitangi as wel l  as his work in 
developing countries . Cooper was c lear that Maori health and Maori development were 
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i ntimately l inked (Cooper, interview). The strategy came to define Maori health i n  
Auckland for most of the 1990s and continued as part of the Heal th Funding Authority 's  
strategy. 

North Health Organisation 
North Health was div ided into a series of purchasing teams located around service areas 
such as medical and surgical, primary care, disabi l ity, Maori , child and youth health, 
mental heal th, pub l ic health, health of Pacific Is lands people, Drug and Alcohol and 
Dental (North Health, 1997a) . The Government's strategic directions for the medium 
term and specific objectives for the fol lowing year were spelt out in purchas ing plans in a 
roll ing three-year agreement with the Minister and Ministry of Health. These formed an 
essential part of the Maori health planning and purchasing cycle. 

Despite hav ing no previous experience in the health sector, Garry Wi lson was appointed 
Chief Executive Officer of North Health fol lowing his experience in restructuring the 
New Zealand Post Office into New Zealand Post. Such a pattern was repeated 
throughout both the health sector and restructured pub l ic sector, reflecting Government's 
bel ief that business ski l ls  could be translated across sectors, and what was needed was 
good business sense more than specific sectoral knowledge which, it was thought, could 
be learned on the job. 

North Health shared a similar Maori population to other RHAs, but had three distinctive 
major iwi groupings and two major urban Maori organisations within its region. These 
three major iwi are Te Tai Tokerau (incorporating a l l  those in Northl and, but dominated 
by Ngapuhi) , Ngati Whatua (which includes Orakei and Kaipara Ngati Whatua, and 
remains disputed by other hapu and iwi who claim Ngati Whatua status), Tainui (a 
federat ion of tribes dominated by Waikato, but incorporating iwi such as Waikato, 
Hauraki and Maniapoto) . This configuration of iwi would be official ly recognised in 
North Health pol icy through their co-purchas ing strategy and would later be described as 
part of the Treaty Relationsh ips pol icy. 
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Table 1 0  Numbers of Maori People by [wi in the North Health Region 

Sub region Number of Maori 
Te Tai Tokerau 3 1 , 2 15  
Ngati Whatua 56,529 
Tainui 52,674 
Total 140,41 8  
Source: Table 1 ,  Number of M·ori People by Iwi i n  the North Health Region, North Health, December 

1995, p7. 

Socio-economic indicators for Maori in the North Health region were marginal l y  better 
than the rest of the country. However the p icture is skewed s ince North Health included 
pockets of considerable s ize and disadvantage nationa l ly, such as North land and South 
Auckland. 

Table 1 1  Socio-Economic Indicators for North Health Compared to Rest of New 

Zealand 

SES' Indicator North Health / Rest of New Zealand 

% Ful l t ime employment Maori 36.4 35.4 
% Ful l  time employment others 46.7 45.0 
% Income support Maori 6 1 .0 64.6 
% Income support others 50.0 56. 1 
% Unemployment benefit Maori 1 5 .5 1 7 .3 
% Unemployment benefit others 5 .6 5 .9 
% Total income of $30,000 + Maori 8 . 1 7 .7 
% Total income of $30,000+ others 20.4 1 6.9 
Source: Table 2, Socio-Economic Indicators, and M·ori in  the North Health Region, North Health, 

December 1 995, p.  8. 

Population based funding formula 
A population based funding formula was used by the Ministry of Health to determine the 
amount of money paid to the various RHAs. North Health cons istently argued that it 
was under-funded on the bas is of this formula, in relation to the rest of the country. The 
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formula was based on their population size (North Health, 1 997a, p3) . A l l  other RHAs 
received more money per head than North Health. 

Table 12 Difference per head $ for Regional Health Authorities in  1 996/97 

North Health 
Mid land 
Central 
Southern 

+1 1 1 .69 
+86.95 

+143 .41 
Source: North Health 1 997 Interim Report, p3. 

There were additional problems for North Health in respect of meeting its costs . 
Auckland is a tertiary centre of exce l lence for the South Pacific, yet North Health was 
funded for residents only. Such factors placed additional burden on Auckland's  serv ices 
as securing money for these patients from the Ministry of Foreign Affairs and Trade was 
extremely difficult .  

Between 1 993 and 1997, there was ring-fenced funding for DSS (Disabi l ity Support 
Services) from Social Welfare, Publi c  Health and Personal Healthcare. M aori health 
required transfers from within Personal health, although special projects funding such as 
Maori Provider Development and Transitional Assistance Grants (TAGs) was made 
available through the Ministry of Heal th separately fol lowing Government prioritization 
of these projects . Maori mental health was also funded through mental health, not Maori 
health. 

Whi le Maori are perceived by the publ ic as excessive users of public services, only 4% of 
Maori get to 65 years, therefore Maori are not long-term users of these services. I n  the 
year 201 1 t here is  expected to be a 4 to 6 times increase in the number of elderly Maori -
and health services are not yet planned for them. 

North Health Finances 
North Health received $ 1 .5 bi l l ion in 1 996/97 for a total population of 1 .233 mi l l ion 
people. This was spent on Personal Health services , Disabi l ity Support serv ices and 
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Public Health .  In 1 995 the proportion of publ ic health spend was 0. 1 6% of personal 
heal th spend . By 1 996 the budget had increased s l ightly to 0. 1 9% of personal health 
spend (North Health, 1 997a, p I 8) . A balance in favour of personal health spending 
reflects a traditional bias in New Zealand to funding of hospital serv ices and to a lesser 
extent, GP serv ices . It also reflects medicine 's bias towards personal healthcare at the 
expense of a more population based approach (Rose, 1 992) . 

When responsibi l ity for public health purchas ing was passed to North Health, a 
proportion of money spent began to sway in favour of publ ic health. However publ ic 
heal th remains the poor cousin of personal heal th services. The amount of money spent 
in these respective activ ities by North Health was also s trongly influenced by the 
historical and pol itical sensitiv it ies of national spend in heal th. Despite repeated 
commitments to populat ion based funding, and has remained inequitable  as tab le  5 .3  
demonstrates . 

Table 1 3  Regional Funding Comparisons for Year 1 996/97 (Exclusive GST) 

Region by Budgeted % Population % Revenue per Difference 
RHA Revenue head $ per head $ 

$Mil l ions Number 
Northern 1 ,500.3 32. 1 1 ,233,000 34.0 1 ,2 1 6.79 
Midland 961 .8 20.5 724,000 20.0 1 ,328.48 1 1 1 .69 
Central 1 , 1 55. 1 24. 7 886,000 24.4 1 ,303.74 86.95 
Southern 1 ,063.7 22.7 782,000 2 1 .6 1 ,360.20 1 43 .43 
TOTAL 4,680.9 1 00.0 3 ,625,000 1 00.0 
Source: North Health 1 997 Interim Report, North Health, February 1 997,  p3. 

Changing Organisational Culture 
A del iberate part of the health reforms strategy was to e l iminate those wi th an attachment 
to the old system. Their removal would ensure that the reforms had a better opportunity 
to succeed and would minimise undermin ing by vested interests . However, a negative 
consequence of this would be the loss of institutional memory amongst s taff in both 
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purchas ing and those providing "health serv ices . A loss of institutional memory would 
also occur with each restructuring of the purchaser / funder. 

Part of the aim of the bl itzkrieg seems to have been to replace people wel l 
experienced in the health sector with outside business people who were 
often very ignorant of it . . .  Those who became redundant were not 
necessarily  the least competent, as is evidenced by many being recruited to 
positions in overseas health systems (Easton, 1 997a, pp 159-160) . 

The el imination of those attached to the old system weakened any opposition within key 
agencies to change and the development of a new culture within these health agencies . 
Easton ( 1 997) quotes a Coopers and Lybrand 1 993 report as saying, "Don ' t  shelter non­
committed employees" .  He goes even further in suggesting that the del iberate loss of 
institutional memory also served pol i tical ends in minimising oppos ition to the reforms. 

Astonishingly, for that is what a b l i tzkrieg is a l l  about, the government 
chose to drive i ts reforms through the centre, e l iminating the AHBs [Area 
Health Boards] . It passed legislation to abo l ish the (two-th i rds) elected 
boards - an extraordinary consti tutional innovation more characteristic of 
d ictatorships, but one which had the advantage of eras ing overnight the 
one institutional ised and wel l -funded group with official moral authority 
who could have resisted the reforms. The phi losopher-kings showed their 
contempt for democracy yet again (Easton, 1 997a, p 154). 

The overturning of previous (al though relatively new) structures was further aided by the 
appointment of Cabinet sanctioned D irectors to the Boards of all these new bodies who 
then appointed leadership within these organisations (CEOs, sen ior managers) recruited 
largely from the private sector or outside of the health sector. The Cabinet had not 
enjoyed such control over these agencies s ince the Hospital Boards were establ ished 
because they had been largely local ly e lected. 

The recruitment of CEOs from the private sector also appl ied to North Health with the 
recruitment of Garry Wi lson from New Zealand Post (a State Owned Enterprise or SOE) . 
Other General Managers in CHEs w ithin Auckland would l argely be recruited from 
private consu ltancy firms and private companies such as Dominion Breweries (Denis 
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Pickup, previously of Dominion Breweries became CEO of Auckland Healthcare, the 
largest Crown Health Enterprise in New Zealand) . Despite this ,  a number of Chairmen 
and CEOs resigned within a few years (over half went wi thin three years according to 
Easton, 1 997) claiming the same problems with the health reforms as the early critics, 
namely the chronic under funding of hospitals, interference by Wel l ington, difficul ties of 
reconci l ing publ ic and pol itical expectations with available mon ies and the l im itations of 
a competitive model for healthcare del ivery. 

Maori Health Development Division, North Health (MHDD) 
The Maori Health Development Division (MHDD) was establ ished i n  North Health 
between 1 993 and 1 994. North Health 's  General Manager of Maori Health was 
appointed from outside the health sector, although he h ad extensive experience in Maori 
development. The core team consisted of Manager of Maori Health Planning (a qualified 
nurse) and Contracts Manager (a qual ified lawyer) . A smal l  staff, the membership of 
which changed between 1993 and 1 997, supported this core team. Some of these s taff 
went to work for MAPO (Maori Assisted Provider Organi sations), private consultancy 
firms or Maori providers when they left North Health / Health Funding Authority. Al l  of 
the key staff in MHDD for North Health transferred to the Health Funding Authority in 
1998. 

The Maori Health Development Division enjoyed a unique relationship with in North 
Health ,  partly due to conditions imposed by Cooper in accepting the job in North Health. 
These included having direct access to the Maori board member of North Health, and a 
commitment to establishing partnersh ips based on the Treaty of Waitangi (Cooper, 
interview, 1997) . Such an orientation resu lted in the development of MAPO who were 
Maori co-purchasing partners with the Board of North Health. Cooper was also a 
member C?f the North Health Senior Management team as a General Manager, which was 
important for ensuring the Maori health strategy was reflected i n  other service areas 
through senior management patronage. 
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North Health Culture And Development: Corporate And Strategic 
North Health developed the most corporate culture of the RHAs, which is not surprising 
given its location in the largest metropol itan centre in New Zealand. North Health 
displayed a sophisticated analysis of iwi and Maori pol itics in its strategies, ring-fencing 
key Maori health providers within their geographical areas. Arguably such an analysis 
arose because of the complex mix of iwi and pan-tribal pol itics that would have forced a 
response from a Crown agency such as an RHA. Despite this, there were unhappy Maori 
providers, in particular Urban Maori Authorities who had del ivered numerous services to 
Maori c lients irrespective of iwi l inks, and who viewed MAPO as iwi-centric and not 
based on merit. 

Threats of legal action from Maori organisations unhappy with their contracts, or l ack of 
contracts continued even after the dis-establ ishment of RHAs. Legal action was largely 
avoided between Maori organisations and North Health in part because of the way that 
Maori Health staff North Health defused some of these situations (Maori have enormous 
respect for those who wi l l  front providers "kanohi ki te kanohi" to defend their decis ions 
- even when it is at odds with their interests). There was also reluctance by Maori 
providers to engage in legal action except as a last resort for resolution to disputes. There 
is also a strong l ikelihood that lack of resources for such action, and the perception that 
this may al ienate the purchaser could also have contributed to their inaction. 

The pol itical analysis in North Health extended to an understanding of the distinction 
between being Maori, and being indigenous. The s ignificance of this analysis for Maori 
was to l ink Maori to a wider crit ique of development informed by international 
experience of indigenous peoples, thereby cementing the intel lectual basis for the 
strategies developed by North Health . Their co-purchas ing arrangements through the 
MAPO structure were innovative, iwi-based (and therefore consistent with government 
pol icy and the 1 987 Maori Health Committee recommendations) and pol iticall y  
sophisticated. Although lacking the solution to some major issues such as what to do 
about Maori Urban Authorities, North Health 's  Maori Health Development D ivision 
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came up with a solution to achieve greater Maori input into the purchasing deci sions by 
using the legislation to their advantage. 

North Health 's use of the legis lation to establ ish al ternate bureaucracies with co­
purchasing power was not what the government had in mind. This approach caused 
ructions amongst other RHAs, the Ministry of Health (MOH) and with the Minister who 

. did not understand the MAPO model . MA PO added another layer of bureaucracy 
between purchasers and providers, raising questions about their abi l i ty to develop 
effective working relationships directly with RHAs . The devolution of appointments of 
iwi representatives to iwi themselves may also have raised concerns about the abil i ty of 
health authorities and pol itical masters to control del icate relations in the heal th sector, 
namely those around Maori health. 

However the North Health MHDD budget was considerable because of their s ize .  Even 
with less than 1 %  of North Health ' s  budget, they still managed to control around $7-9 

· mi l l ion per annum. Furthermore, they influenced other purchas ing services such as 
mental health, pub l ic health and disabi l ity support serv ices within North Health to 
develop Maori health strategies and to contract Maori providers where possible. Thus the 
degree of influence of the MHDD was substantial and was therefore greater than that 
reflected in their budget. The General Manager Maori Health Development also sat on 
the Senior Management team that was .i.,.not large and presented another opportunity to 
influence pol icy and strategy in North Health purchasing. 

North Health's key strategy reflected the Crown's  objective of increasing Maori 
participation in the h ealth sector - but went further than other RHAs interpretation by also 
including governance. Their strategy was, "Active Maori participation with providers at 
the governance, management, personnel and consumer levels" (MHDD presentation to 
Chair of Trans itional Health Authority, 1 997) . · MAPO was North Health ' s  strategy for 
ensuring governance participation for iwi Maori. 
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Grand Vision 
Durie (interview, 1 997) and Cooper (interview, 23 Apri l 1 997) both identify the 1 984 
Hui Taumata as a strategically important development for Maori, in that it set the agenda 
for Maori development on an optimistic note. The optimism and enthusiasm of this hui, 
reflected Maori views that they were to be more involved in their own development, 
given the pol itical s ignals emerging from the newly elected fourth Labour government. 
This reflected a crucial change in perception, if not fact, because Maori had largely been 
relegated to advisory roles in the formulation of policy in respect of Maori, the delivery 
of services to Maori and the evaluation of these. 

As a result of this experience with a focus on Maori development, and experience of both 
theoretical and practical appl ications of development in As ia, Cooper as General 
Manager of North Health ' s  Maori Health Development D ivision developed a grand 
vision. A vision of this nature included a broad political strategy to address Maori health 
needs and Maori desire for rangatiratanga under the Treaty of Waitangi. He gained 
acceptance for this view amongst the RHA Board as a means of operationalising Maori 
health pol icy within Auckland and Northland. That the Board and senior management 
retained the wi l l  to introduce a substantial ly different approach than that trialed elsewhere 
in the country testifies to the strength of their convictions. MHDD developed a more 
evange l ical approach rather than a more direct heal th gains focus preferred, perhaps, by 
health managers. The rationale for such thinking was presumably the long-term 
engagement of Maori authority in the processing of health decisions, coupled with the 
development of increased operational del ivery of health services by Maori providers. 
This grand vision, it was bel ieved by North Health, was more l ikely to gain ownership by 
Maori communities over their health. 

This grand v ision for Maori within North Health reflected the broader political critique 
that sees that Maori are alienated from some structures in society, and thus may not 
receive the sustenance necessary to enjoy good health. In order to take radical po l itical 
action it was necessary to establ ish c lose personal relationships where these risks could 
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be taken. This required a leap of faith on the part of a Crown agency, which was 
unprecedented in New Zealand (Cooper, 1997) . 

How d id a strategy which was radical and targeted to pol i tical outcomes based on a 
Treaty expert ' s  opinion, hold sway in the largest purchaser in the country? 

The start of Cooper 's  personal journey was with the Hui Taumata of 1 984 held at Hoani 
Waititi Marae. This Hui concluded that it was essential for Maori to be involved in their 
own development if  things were ever to change for Maori. The key theme therefore was 
of the need for Maori participation in  al l  aspects of service delivery, and the need 
therefore, to use locally available Maori expertise. This theme was later expanded to 
include Maori wanti ng to run and own the services delivered to Maori people. 

Such thinking underpinned the grand vis ion developed by MHDD at North Health. The 
process of enacting this grand v ision required adoption by the North Health Board and 
management and therefore relied on the commitment of key personnel ,  particularl y Board 
members l ike Denise Henare and Harold Titter, and support by Garry Wi lson (CEO of 
North Health) . C learly the enthusiasm of the MHDD in promoting this vis ion within the 
organisation particularly with the other service teams, was instrumental in its 
organisation-wide adoption. 

Applying for funding and negotiating contracts was a compl icated business for Maori 
health prov iders. They were required to deal with MHDD and MAPO (when 
establ ished) . Furthermore, many also had to negotiate with service teams such as mental 
health and CHEs . These overlaps were often unclear, both to North Health staff who 
were in the process of developing procedures themselves, and a lso to other prov iders, 
who were consumed with the business of providing healthcare services to Maori clients. 

Despite these prob lems with the mechanism of contracting for Maori providers, MHDD 
adopted a developmental approach based on the assumption that the only way to 
overcome Maori health inequal i t ies was by including Maori (to the extent possible) i n  the 
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pol i tical decision making process. Therefore the focus of attention has been the creation 
of Maori Health Authorities to take up this responsibi lity. 

The scope of services within the health sector was l imited by what was acceptable to the 
Government of the time. An example is the view taken by Jenny Shipley as Minister of 
Health with respect to the MAPO. Her concern was that the responsibi l ity for a l l  
purchasing in North Heal th could not be  shifted from the  Board to another non-legislated 
body over which the Minister had no contro l .  She was reassured by North Health in a 
meeting with the CEO and General Manager Maori Health, that the MAPO would not be 
making the purchasing decis ions but rather advis ing the North Health Board on these 
purchasing decisions. However, North Health was c learly sell ing MAPO to iwi Maori 
on the basis of devolved decision-making and participation in the h ighest levels of 
decision making in health. Such ' pol i tical management '  between these two v iews could 
be seen as an inevitable consequence of working in an environment sti l l  nervous about 
unleashing Maori expectations and from the Crown' s  perspective, about risk sharing with 
Maori bodies. 

North Health - Three Pronged Approach 
North Health' s  three-pronged approach to Maori health was unique and i t  incorporated 
these s trands into the grand vision of MHDD.  Pol itical interests in the Treaty and iwi 
development drove this v is ion. It  a lso included a dose of pragmatism in deal ing with the 
complex mire of Auckland and Northl and Maori pol it ics. These three prongs to the 
Maori health strategy consisted of purchasing services in three areas: Maori providers, 
Maori provider development and mainstream enhancement. Only one contract in each of 
the two latter categories was ever purchased by North Health in Auckland. 

The independent Maori provider strategy arose from the belief that Maori consumers 
needed a choice in primary care providers. The purchaser also believed that Maori h ad 
been poorly served by mainstream primary care providers his torica l ly  and that the 
evidence for this was in the overwhelming poor health statistics of Maori . Maori 
continued to bear a greater burden of i l lness and early death by the 1 990s . Ev idence 
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about the ' success ' of independent Maori providers 1S sti l l  sketchy (see fol lowing 
Chapters) , however the widespread perception among health decis ion makers remains 
positive about such development. Maori providers are seen as having delivered quality 
services cheaply and effectively to Maori consumers. 

The heal th ev idence is more difficult to assess s ince there are actual ly few hard ' facts ' on 
which to base any findings. Immunisation rates are notoriously difficult to interpret, and 
long term health status trends need further information before they can be discerned. It is 
l ikely that Maori providers have improved access to primary care services for small 
pockets of Maori popu lations located around these services. These services do appear 
more responsive to Maori needs, including transportation, and health promotion 
education. The broader analysis however suggests that these serv ices l \'{n � ��cJ 
Maori while other social and economic changes were fundamentally  affecting the 
l iveli hood and well-being of Maori in ways that would inevitably impact on their health. 

The embryonic nature of independent Maori providers at the start of the health reforms 
led . the purchaser to the Maori provider development strategy (pre-dating the later 
Government in i tiative of Maori provider development with special funding). A skilled 
and experienced Maori workforce was difficult to find for the Maori providers starting 
out. In particular, the paucity of Maori doctors, nurses and health managers required 
additional investment in training and educat ion. Efforts were particularly focused on 
managerial concerns during the early phases of this strategy s ince contracting, reporting 
and accountabi l ity for pub l ic monies were an obv ious concern for the purchaser during 
the early phase of health market development. 

The mainstream enhancement strategy was a reflection of the importance of deal ing w ith 
mainstream providers since most Maori continued to seek treatment from non-Maori 
health . prov iders . Therefore the emphas is was on making these providers in primary, 
secondary and tertiary care, more responsive to Maori need. In many ways this strategy 
was frustrating for MHDD staff who fel t  they were often attempting to change funding in  
ways that may have raised concerns about the dominance of  medical special ists and large 

224 



health bureaucracies in health service del ivery. Ach iev ing change with these prov iders 
wou ld be difficult, energy, time and resource consuming. As such investment here for 
Maori health was seen as less attractive than the more immediate and ' rewarding'  
i nvestment i n  i ndependent Maori provider development. 

Figu re 1 4  North Health Maori Health Three-Pronged Strategy 

I
NORTH HEALTH 

� 1 
MAINSTREAM INDEPENDENT MAORI PROVIDER 
ENHANCEMENT MAORI PROVIDER DEVELOPMENT 

Legal Mechanism for Implementing MAPO 
Having h ad the vision about Maori co-purchasing, North Health had to find a mechanism 
that would al low it to pursue the MAPO vision. This required finding suitable 
legislation in addition to finding supporting pol icy and pol itical wi l l  from within North 
Health via their Board of Directors . A mechanism was identified by Sharon Shea, the 
Maori Manager of Contracts in section 4. 1 .6 of the 1 996/97 Funding Agreement between 
North Health and the Ministry of Health. She explained it as fol lows. 

The commonal ity of strategic approach should be clearly highl ighted to 
el iminate concerns of not having a strategic national approach to Mr-io ri 
health gain (Shea interv iew, 1 2  May 1 997, p l ) .  

North Health took on  "partnered activity" i n  respect of their prioritisation of  Maori health 
by estab lishing MAPO. This strategy was seen as ensuring greater Maori participatio n  at 
a l l  levels of the health sector. 1 2  MAPO are described as , 

Responsible for prioritising �ori health within the RHA 's core business 
activity for al l Mi":ori within the North Health region . . .  [and] The MAPO 

12 Ministry of Health report on Regional Health Authorities ' compliance with the requirements with respect 

to M oori health, 1 997 
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share joint respons ibi l ity for the selection and development of services and 
providers who are deemed to be safe, necessary, appropriate, effective and 
capable of effic ient service del ivery (Shea interv iew, 1 2  May 1 997, p3) . 

MAPO were establ ished using Trans itional Assistance Grants from the fund operated by 
the Ministry of  Hea l th, prov iding each MAPO with its own premises and capital 
equipment. North Health met the operating costs of each MAPO. 

MAPO were envisioned as co-purchasers at both the governance and operational 
management level .  North Health has a Memorandum of Understanding and Deed of 
Partnership with each MAPO. 

The Memoranda set out the fundamental principles under which the 
partnerships operate, and the Deeds formal ise the statutory and contractual 
obl igations of the parties . The Deeds have no fixed term and can only be 
terminated by either party giv'ing the other at least 1 2  months notice in 
writing. Consequently ,  the contractual relationsh ip between North Health 
and its successors, and the three MAPO wi l l  continue until such time as 
one or other of the parties gives notice to terminate (Shea, interview, 1 2  
May 1997, p4) . 

North Health and MAPO 
North Heal th 's  establ ishment of MAPO also reflected a social  real ity within Auckland, 
namely the division of Auckland into four large regions. These regions are: Auck land 
City covering central Auckland, Manukau covering South Auckland, Waitakere covering 
West Auckland and North Shore covering North Auckland. While there is considerabl e  
variation within each of these regions, there is also a cohes ive identity that describes how 
they view themselves in relation to other sub-regions of Auckland, and higher socio­
economic status in  central and North Auckland compared to West and South Auckland. 

The al location of large contracts to significant  Maori service providers with in  these 
regional areas prescribed boundaries among providers that minimised turf warfare. 
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Maori providers understood the geographical area within which they provided services. 
North Health effectively divided Auckland into four regions of North, South, West and 
Central Auckland and identified Maori providers that would operate within these areas. 
The criteria for choos ing these providers included previous experience in social service 
del ivery, health expertise, legal entity with whom they could contract, abi l ity to offer 
services within their areas and dominant Maori identity within these areas. 

Disputes about turf were usual l y  subtle and rarely erupted into outright enmity,  al though 
some prov iders expressed strong opinions about the relative benefits of iwi providers 
over other pan-Maori organisations. These turf disputes reflected a larger national 
debate about who represented Maori and how Maori / iwi development was best 
achieved. While Maori policy shied away from an explicit preference for iwi delivery 
fol lowing Winston Peters time as Minister of Maori Affairs from 1 990 to 1 99 1  (Durie, 
1 998b, pp 1 59- 1 60) , antagonism was present, particularly in Auckland where the largest 
urban Maori population lives. Arguments for including pan-tribal Maori agencies i n  
Maori social and economic development were advanced. Durie ( 1 998) cites the 
fol lowing example. 

Speaking at the 1 993 Beehive Hui to d iscuss the appointment of 
Commissioners to the Treaty of Waitangi Fisheries Commission, [June 
Jackson] estimated that less than one-half of Auckland Mcori did not have 
any meaningful contact with Iwi, nor did they seek one. Shane Jones, a 
Commissioner on the Fisheries Commission echoed her thoughts . Tribal 
sovereignty , he claimed, would do l ittle for 'most M(ori people who face 
dai ly disadvantage and struggle to educate their chi ldren adequately and 
care suitably for their health and shelter. The marginal isation of Mc!oris 
in education, health and housing is a greater threat to a secure and just 
society than the ideology of tribal sovereignty (Durie, 1 998b, p 1 60) . 

Tamihere (24 July 1 996) explained his view of the inequity between iwi and Maori Urban 
Authorities in respect of entering the new health services market in the early 1 990s. 

We started on our own money . We developed our own cl inic .  We 
developed our own knowledge base and then we put our hand up to say 
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that we 're a Mi:iori pr6vider, "Can we get some?" .  Some of the big picture 
items were development funds for assets because everyone else that was 
competing with us in the so-cal led market-led deal ,  they had h istorical 
dol lops of cash, capital and equipment from the previous regime [the Area 
Health Board] (Tamihere, 1 996, p 7) .  

Tamihere provides examples to back up h is claims. 
Orakei they got $500,000 from Dommett [A ve] right? 

If you looked at Tainui, in 1 987, they got $450,000 out of their health 
board for bui ldings and had the capital isation there after to move it 
forward (Tamihere, 1996, p8) . 

However major criticisms of MAPO remained, along with chal lenges to the legitimacy of 
such bodies to determine purchasing and later, funding contracts for Maori provi ders. 
These kind of criticisms are l inked to bigger questions around the legitimacy of Maori 
organisations to speak on behalf of Maori (those who identify with that group), or to 
c laim resources on their behalf. Legal and moral debate has occurred in regard to 
fisheries assets and legal action has been taken by Urban Maori Authorities against the 
Waitangi Fisheries Commission, the members of whom are government appointed and 
represent iwi interests. 

However there are more than pol itical questions at stake here.  There is also the 
legitimacy of experience in social service del ivery and of the degree to which new bodies 
cou ld actua l ly meet the service needs of their community. 

In add ition, there were concerns expressed about the creation of additional bureaucratic 
structures for Maori providers. This required Maori providers to negoti ate with North 
Health (through MHDD) and also with MAPO, if and when they were operationa l .  It 
was argued that such (potential) dupl ication of roles would require additional resources, 
lead to confusion among providers and purchasers about responsibi l i ty and skew 
decisions in favour of iwi prov iders irrespective of the qual i ty of serv ice provision 
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poss ible by others . These cri ticisms of MAPO have remained, in part because of the 
uncertainty in funding, role and authority of the MAPO. 

Maori providers were intended to provide a range of primary preventative health clinics 

offering Maori patients a choice in health service providers. Such a choice emerged 

because there were almost no existing Maori GP practices available (and therefore 

accessible) through existing configurations of GP surgeries. Furthermore, the strategy 
was informed by research suggesting that Maori were under-utilising primary health 

services, rel ying instead on hospital services to meet health needs. Providing primary 
health services would address these needs, while increasing choice and probably Maori 

patient satisfaction. 

Maori providers suggest that both assumptions have proved correct. For example Wai 

Health claim that their immunisation rates for young children has risen from around 40% 
to nearly 90% within a two-year period between 1995 and 1997 (Crengle, 1 998) . 
Immunisation rates are reported as having risen to around 70 to 80% in s imi lar Auckland 
populations (GP Association, personal communication, 1 997) . There are questions 
however about the accuracy of immunisation rates data during this period. In particular, 
there are questions about the extent to which immunisation rates validly compared when 
Maori providers use enrol led patient figures and other figures include total populations. 

A study of 1 05 Maori treated for drug and alcohol problems in Canterbury found that 

those using Maori providers (Maori-dedicated services) were 5 .5  times more l ikely to be 
satisfied with their treatment, than those who went elsewhere (NZMJ, May 1 998) . The 
authors from Christchurch School of Medicine went further i n  saying that, "This finding 
is consistent with the ongoing assertion by Maori that separate health services for Maori, 

run by Maori, are necessary to '" bring about more equality in terms of health status for 

Maori" (NZMJ, 1 998). 
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The total amount spent by. North Health on Maori health initiatives of around $ 1  mil lion 
(staff MHDD, North Health) was seen as value for money compared to the h is torical 
health evidence of poor health outcomes from primary care interventions. 

MAPO And Te Kaunihera 0 Nga Hauora Rangatira 

Te Kaunihera 0 Nga Rangatira Hauora 0 Te Raki (The D irectorate of Maori Health -
Northern RHA) is the joint North Health / MAPO Committee. The primary aim of Te 
Kaunihera was, 

To actively promote the health partnership relationship between North 
Health, as a Crown agent, and Maori, as Treaty partners, i n  the North 
Health region - represented by the Iwi - Te Tai Tokerau, Ngati Whatua 
and Tainui .  This partnership is a means of promoting and enhancing 
Maori health status (North Health, 1 996, p2) . 

The membership of Te Kaunihera included the ful l  North Health Board and 
representatives of the three Hauora Rangatira (MAPO) . They were to give effect to the 
Treaty of Waitangi for North Health, but also were encouraged to "invite North Health 
Board members to attend their Committees from time to time to deal with specific issues" 
(North Health, 1 996, p4) . 

The Kaunihera was establ ished under the Health and Disabil ity Serv ices Act 1 993, 
Clause 1 3  of the Second Schedule of the Act (�orth Health, 1 996, pS) . This c lause 
al lowed the board of a government purchaser to appoint and dissolve committees of the 
board. On 24 May 1 995, the Northern Regional Health Authority (NRHA also known as 
North Health) establ ished a Committee pursuant to this clause. It resolved that the Board 
of North Heal th, 

(I) Establ ish a Committee of the Board, pursuant to Clause 1 3  of the 
Second Schedule to the Health and D isabi l ity Serv ices Act 1 993, 
compris ing al l Board members and one representative of each of the 
Tainui ,  Ngati-Whatua and Te Tai Tokerau Iwi, when a Deed of 
Partnership has been agreed with each Iwi (North Health, 1 996, pS) . 
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Furthermore, delegations of powers to Te Kaunihera were effected under Clause 14  of the 
Second Schedule of the Health and Disabi l i ty Services Act. On 24 May 1 995 the 
Northern Regional Health Authority also resolved that the Board, 

3 ( i j) Delegate to this Committee, pursuant to Clause 14 of the Second 
Schedule to the Health and D isabi l ity Services Act 1 993, the Board 's 
powers, duties and functions in relation to Maori health (North Health, 
1 996, p6) . 

A manual by North Health explains that the role of Te KilUnihera was complementary to 
the governance role of each MA PO Board and that they represented North Health ' s  
implementation of the Treaty of Waitangi through their involvement as Crown and Treaty 
partners .  Such ' systemisation ' of the Treaty was to occur, 

by Te Kaunihera 0 Nga Rangatira Hauora 0 Te Raki meeting the 
legislative functions, duties and powers of North Health and, more 
importantly, by Te Kaunihera 0 Nga Rangatira Hauora 0 Te Raki (and 
the operational units under its governance) focussing North Health 
towards improving Maori Health through strategic purchasing for Maori 
health needs (North Health, 1 996, p 6) . 

Te Kaunihera al lowed North Health to relate to all three MAPO together, in addition to 
relations with each MAPO board. . The zeal with which these new structures were 
implemented is palpable i n  the document ego "robust and durable . . .  new era of Maori 
part icipation is essential to Maori health, economic and social development" (North 
Heal th, 1 996, p4) . 

MAPO were delegated authority under clause 14 ,  Second Schedule  Health and D isabil ity 
Serv ices Act 1 993, which al lowed the RHA to delegate its powers, duties and functions 
to another body (North Health, 1 997e) . Sharon Shea the Maori Health Contracts 
Manager in North Health had identified as a legal mechanism that would enable North 
Health to effectively include iwi as co-purchasers. The Health and Disabil ity Serv ices 
Act 1 993, Second Schedule, section 14 reads, 

14 .  Delegations --- ( 1 )  The board of a Government purchaser may, by 
written notice, delegate any of i ts functions, duties , or powers, or any of 
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the functions, duties , or powers of the Government purchaser, to any 
committee of the board, director, employee, consultant, or agent. 

(2) A delegation may be to any named person or to any member of 
a specified class of persons. If the delegation is to a class of persons, it 
shal l ,  unless otherwise provided in the delegation, apply to each member 
of the c lass for the time being irrespective of any change in membersh ip of 
the class .  

(3) Unless otherwise prov ided in the delegation, a delegate may 
exercise the function, duty, or power in the same manner and wi th the 
same effect as if the delegate were the board or the Government purchaser, 
as the case may be, and may further delegate the function, duty, or power. 

(4) Every delegation shal l be revocable at wi l l  and no such 
delegation shal l prevent the exercise of the function, duty, or power by the 
board or the Government purchaser, as the case may be. 

(5) Every delegate purporting to act under any delegation under 
this clause shal l ,  until the contrary is proved, be presumed to be acting in 
accordance with the terms of the delegation (Health and Disabi l ity 
Services Act 1 993) . 

This delegation was appl ied to Maori health through the estab l ishment of Te Kaunihera 0 

Nga Rangatira Hauora 0 Te Raki. In addition, North Health entered into a Memorandum 
of Understanding and Deed of Partnership with each MAPO. 

The Memoranda set out the fundamental principles under which the 
partnerships operate, and the Deeds formal ise the statutory and contractual 
obl igations of the parties. The Deeds have no fixed term and can only be 
terminated by either party giving the other at l east 1 2  months notice in 
writing. As the Deeds are formal contract documents, the normal rules 
and principles of the law of contract apply ,  as does relevant contract l aw 
. Iegis lation. Consequently, the contractua l  relationship between North 
Health and i ts successors, and the three MAPO wi l l  continue unti l  such 
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time as one or other of the parties gives notice to terminate (North Health 
response to Performance Management Unit, Ministry of Health Review, 
undated, 1998) . 

The MOH observed that the inclus ion of MAPO representatives and RHA board 
members on the Kaunihera, enabled Maori, "To participate in  the RHAs strategic and 
operational roles and activities" (Ministry of Health, 1998, p vi i) . 

However this strategy is more c learly associated with a strategic and pol icy role.  
Operational influence was exerted through three primary mechanisms. These 
mechanisms were, i) the Maori Health Development Division's i nfluence on the 
purchasing strategies of other serv ice teams within North Health ;  ii) MAPO themselves ;  
and, i i i) the Hauora Maori Schedule inserted i nto every North Health contract. 

MAPO have considerable abi l ity to influence contracts because they, 

Participate in all contracting decisions relating to Maori health services, 
and have comprehens ive input into developing serv ice contracts w ith, and 
monitoring of, mainstream providers (Ministry of Health, 1 997, p v i i i) .  

Once establ ished MAPO had a role in negotiating, agreeing and evaluating contract 
formation and performance for all Maori providers within their tribal region. Given the 
staggering of MAPO development, some MAPO have been i n  a stronger position to 
influence these contracts over a longer period of time. Most notable is Tainui who 
influenced contracts ini tial ly through Te Raukura Hauora 0 Tainui and then latterly 
through Tainui MAPO. Ngati-Whatua MAPO was establ ished in 1 996, and l ike a l l  
organisations, needed time to get up and running. 

Explaining North Health 's Strategy 
North Health were concerned about the evidence that Maori tend to under-utilise primary 
health care serv ices (especial ly GP services) , consequently l eading to more serious 
i l lnesses and intervention in hospital services (Jackson, Kelsal l ,  & Papa, 1 996; Malcolm, 
1996) . 
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Despite reservations about the de�ominator popu lation, the differences in 
the uti l isation between the centres studied and the average New Zealand 
popu lation are stark. Th is is particularly so when it is recognised that the 
patients being served by these centres are known to have poorer health 
status and therefore need to be us ing services more than better off, 
heal th ier populations. Almost un iversal ly,  general practitioners working 
in the centres described the patients they were seeing as having mUlt iple 
and complex problems requiring longer than average consu l tations . 
Patients deferred coming for treatment and often came with mul tiple 
problems saved up over a period of delayed attendance (Malcolm, 1 996, p 
358) . 

Furthermore, North Health accepted the orthodox view that the reason for fai lure to 
present for treatment to GPs earl ier was because of cost (ib id) . This reason ing wi l l  be 
examined more c losely in the fol lowing two Chapters s ince recent research raises 
questions about whether financial barriers are delaying presentation for primary heal th 
care, or even if there is a delay in presentation at all (Tukuitong�, 1999) . 

What is not disputed by the research i s  that Maori have higher health needs than non­
Maori overal l ,  and that when this is taken i nto account, they are significantly under­
represent�d in uti l isation of GP services (Gribben, 1 999; Malcolm, 1 996; Scott, 1 999) . 

Supporting choices for Maori patients in primary health settings was therefore seen as an 
integral part of a preventative strategy, in  addition to overcoming barriers to uti l isation of 
this service. These barriers were identified as service costs , communication d ifficul ties, 
transportation difficu lties, lack of choice and cul tural factors. 

Gwen Te-Pania Pal mer from North Health explains the issue of choice as fol lows, 
They have a choice of Plunket or the Maori providers and in some cases 
they use both and one of the th ings that has been very difficu l t  to get 
across to historical providers l i ke P lunket is the fact that the independent 
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Maori providers provide a total service (Te-Pania Palmer interview, 23 

Apri l 1997, p lO) .  

She i s  express ing a frustration informal ly  reported from North Health staff i n  the new 
contracting environment around the practical difficul ties of sh ifting resources from 
existing patterns to new providers who reflect new or different priorities in health 
services . Such a tension is escalated when one cons iders the decreas ing amount of 
resource avai lable within the health sector during the period 1991 to 1 993 when the 
interim system was in place. It is  significant that 'choice ' became viewed as important 
for Maori as a result of the health reforms, because choice is a dominant theme in neo­
l iberal reforms. The increase of personal choice may have been at the expense of 
col lective choices. However, c hoice was promoted for Maori clients because of the 
unavailabi lity of Maori health providers in the newly evolved health market. In this 
way, Maori had been denied the 'choice' of using Maori health providers and Maori 
health professionals unl ike their non-Maori counterparts who saw non-Maori providers 
and health profess ionals all the time. 

Te Pania-Palmer 's statement exposes a widely held bel ief that one of the distinguishing 
features of Maori providers is their more holistic approach to Maori health. They do 
whatever needs to be done to improve the health of their c l ients , including advising them 
on how to deal with Income Support, other health professionals and whanau issues. This 
is reflected in the appointment of community health workers, who were the major means 
of l iaising with the Maori health provider ' s  'community ' .  This community includes iwi, 
hapu, and whanau associated with the patient and the provider' s  locality. 

Te Pan ia Palmer explain the barriers identified as overcome by North Health ' s  strategy of 
primary independent Maori health providers: 

The issue of access, the issue of cost is not a barrier, professional sk i l l  and 
expertise is not a barrier, culture is not a barrier and they ' re given option 
cho ices (Te-Pania Palmer interview, 23 Apri l 1 997, p I S) .  

Maori providers were funded on a different basis to most other pnmary health care 
profess ionals, although they were most simi lar to the Union Health C l inics estab l ished 
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- during the late 1 980s, in that they received capped funding on a popu lation bas is .  A 
funded popu lation was projected in contracts based on the expected number of registered 
patients with that prov ider. Staffing levels reflect�d this and al lowed them to be salaried 
(or contracted in the case of doctors) because of the nature of the contracts with the 
funder. Again Te Pania Palmer explains: 

All the services the way -we have purchased are [a] budget for a capped set 
of population so in al l  our providers we have the phi losophy of, if they 
haven ' t  got the money it doesn ' t  matter. Accept a koha, this is our fee, so 
there is a koha system. There is a smal l fee for those that are waged 
workers (Te-Pania Palmer, interv iew, 23 April 1997, p I S) .  

MHDD staff believed that Maori providers were more responsive to Maori health needs. 
For example Maori provider services are mobile and go to where Maori c l ie nts are as 
well as providing c l inic services . This included going into their homes. 

Also in  their favour, Maori providers are seen to have, 
Strong l inkages or points of contact [w ith] those agencies [ in  the 
community] , so I think the cost first of a l l  [is] the issue of access [which] 
is addressed by [going] into the homes [to] deal with whatever is there 
confronting them. If they ' re not contracted to do that service . . .  they ring 
and tel l  me [ it 's] outs ide their depth, l ike if its mental heal th and 
somebody is in a real crisis s i tuation, they know exactly  what to do (Te­
Pan ia Palmer, interview, 23 April 1 997, p I S) .  

This concept of l ink ing with both other providers and the Maori community was an 
important distinguishing feature of Maori providers. While a l l  primary health care 
providers need contact with other health profess ionals and other services such as Chi ldren 
and Young Persons Service (now Chi ld Youth and Fami ly Serv ice) or the Pol ice, these 
relationships have a much lower priority than laboratories for testing, ACC and special ist 
services among non-Maori mainstream providers. 

There is also evidence of a closer l i nk between the purchaser (MHDD in North Heal th) 
and Maori providers - a relationship not replicated elsewhere in the purchaser. For 
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example Maori providers could ring MHDD.Maori staff directly and tel l  them sometimes 

when they felt out of their depth ,  or were deal ing with a series of crisis situations . Such 
behaviour demonstrated a slightly different relationship between Maori providers and 

their Maori health purchaser, from other mainstream providers. In effect MHDD were 

sponsors for these providers, having picked the winners in Maori health services. These 

providers then benefited from this largel y  amicable relationsh ip . 

The reason for this approach of picking winners is twofo ld. Firstly Maori providers 

required a closer working relationship of being able to talk d irectly to the other through 
kanohi ki te kanohi or directly by phone. Secondly, it was part of a risk minimisation 
strategy, which MHDD adopted to legitim ise their choice of these 'winners ' .  They cou ld 
not afford for Maori providers to fail .  A key part of MHDD's strategy was to sponsor 

Maori providers mainly in the primary health environment, and encourage other North 

Health service teams to offer contracts for services to Maori providers (the same 

providers, or other Maori providers not contracted by MHDD). To do this they had to 

provide evidence that Maori providers could successfully take up a contract with North 

Heal th and del iver on  that contract . 

Criticisms of Maori providers were challenged by MHDD who had vested their 

credibility in these providers, and who claimed that Maori providers were actually made 

more accountable  and demonstrated their performance more than other mainstream 
prov iders , and in particular CHEs, who are recipients of the largest s l ice of health 
fund ing. Te Pania Palmer explains.  

We've actually monitored our Maori providers far more regularly than 

what the others have been monitored. Though I think i t  was about part of 
managing risk, but inadvertently what 's come out is that our management 
of the Maori providers has actually been an auditing of ourselves, an 
auditing of them, very, very informal (Te Pania Palmer interv iew, 23 
Apri l 1 997, p 1 2) .  
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She goes on to explain why MHDD view their work with Maori providers as ground 
breaking in terms of accountabi l i ty when compared with mainstream providers and 
expresses a view also expressed by other MHDD staff and Maori health provi ders. 

My pass ion is we have to get performance from mainstream [providers] 
and we have to get performance in the CHE. They are the least 
performing out of al l the providers in our region; the Crown Health 
Enterprises are ·the least performing.  You know, one of the areas is that 
. . . .  Unless they 're paid money, more money, they won ' t  do extra and 
what they interpret as extra. So, if you ask ,  if you say we're only getting 
your i npatient Maori data, what happen s  with people who front up j ust for 
day surgery. How many Maori people do you have? [How many] Maori 
people have you com ing into A & E (Accident and Emergency) and then 
out again . . . .  [They have] i npatient Maori data but we've got nothing 
about what they do in the commun ity or the Maori community Health 
workers within the CHE. We've got nothing that actual ly gives us 
[anything] that separates out what they ' re actual ly doing, their 
performance levels. When you look at that in terms of the resources that 
are al located to each of those organisations,  i t 's  already a great concern. 
I t 's  huge resource begin invested and that ' s  the point of tension in regards 
to Maori health at the moment [which] i s  between [the] nature of the 
i ndependen t  Maori service provider [and mainstream providers] (Te-Pania 
Palmer interview, 23 Apri l 1 997, p 1 3) .  

These concerns about mainstream providers and their abi l ity to provide suitable services 
to Maori patients did not however address the depth of cl inical expertise and experience 
that they h ad in respect of health services. Gett ing Maori providers to a stage where 
appropriate c l i n ical depth and breadth would be available to a population burdened 
d isproportionately w ith illness would take careful management of risk.  Te Pania Palmer 
identifies this d i lemma for purchasers. 

At one time I thought that's a l l  I ' m  doing is purchasing a huge amount of 
risk to bring about change. You know and it was about how do I continue 
to manage the risk as innovative and as exciting and as challenging as I 
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felt , there were times when I thought, how long do I continue to juggle 
l ike th is and systematical ly  begin to systemise some of the work (Te Pania 
Palmer interview, 23 Apri l 1 997, p l l ) .  

The Hon. Wyatt Creech (the Minister of Health in 1 999) expressed s imi lar reservations i n  
respect of  approaches from Independent Practitioner Associ ations and Maori health 
prov iders in transforming them into Integrated Care Organisations (ICOs) . His concern 
was around the level of risk which new health bodies were wi l l ing to take on and the 
level of risk that they were actual ly  capable of taking on (Keynote speech, IPA 
Conference, Awataha Marae, March 1 999) . This risk is multi-faceted and includes 
financial , cl in ical and organisational capacity to manage complex health problems for a 
defined population. 

Reflecting Diversity: Ministry Of Health Review Of RHA Strategies For 
Improving Miiori Health Status 
This d iversity in approaches among RHAs led to a variety of purchasing strategies and 
contract prices between various RHAs, a point that later became contentious with the 
Transi t ional Health Authority who sought greater consistency in contracts and pricing 
when the RHAs merged into one funding Authority in 1 997. 

The Min istry ' of Health undertook a review of the RHA strategies and s ince this is the 
only such review, it is worth quoting the findings at length . The report reviews these 
strategies because of the Crown' s  commitment to improvi ng Maori health status so that, 

I n  the future, Maori wi l l  have the same opportun i ty to enjoy the same level 
of health as non-Maori (Department of Health, 1 992b) . 

Maori health was also a Health Gain Priority Area reflected In the annual Funding 
Agreement between the Minister of Heal th and RHAs, and it affirmed the relationship 
between tangata whenua and the Crown (RHAs 1 996/97 Funding Agreements Section 
4 . 1 .6) . 
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This analysis of the Min istry of health document includes North Health ' s  response to 
these comments s ince their strategy is the focus of this research, but does not include 
comments from other RHAs. 

North Health criticism about the Ministry report appeared to be concerned with two 
matters in particular, the lack of emphasis on the qual i ty of think ing that went into the 
development of . these strategies - in particular the lack of acknowledgement of the 
strategic nature of these ideas (that is  that North Health bel ieved these were tru ly part of a 

. vis ionary process of change) . Secondly, a concern that the Ministry of Health had 
overstepped the original terms of reference for the report by recommending changes to 
the Trans itional Health Authority (THA) . The THA was an unknown quantity at the t ime 
with cons iderable pol itical clout (Dr Graham Scott as Chair, was an ex-senior Treasury 
manager and was Chairman of Midlands Health) .  

The review inc luded, 
Performance of the RHAs in  respect of both Maori providers (by Maori 
for Maori and by Maori for all) and mainstream providers, including 
Crown health enterprises (CHE) and community providers (Ministry of 
Health, 1 997, p iv) . 

The report explains that, "Each RHA has taken a different approach to purchas ing 
services for Maori" (ibid). 

A l l  Regional Health Authorities responded to the tribal fabric of their respective regions, 
reflecting their relationships and understanding of the nature of iwi Maori politics, In 
their strategies for Maori health. 

North Health ' s  approach was a co-purchas ing strategy with 'Treaty partners ' .  
I t  has establ ished Maori Co-Purchasing Organisations (MAPO) i n  three 
geographical areas which are delineated merely for reasons of practical ity 
[and] . . .  prioritising Maori health within the RHAs core business activity 
(Ministry of Health, 1997, pp iv-v)-. 
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This included input into decis ion making at governance and operational levels. In  
contrast Mid land RHA rel ied on a series of, 

Contracts with the thirty-five iwi of its region, through the development of 
four territorial joint venture boards (JVs) (Ministry of Health, 1 997, p v) . 

These Joint Ventures encouraged participation of iwi in plann ing of health strategies and 
policies in health services purchasing for Maori. In 1997, they were stil l  evolving 
consultation "structures and processes with Maori in the Midland region" ( ibid). 

Midlands Health also adopted an iwi -centric approach, choos ing to work through 
establ ished l i nes of communication w ith various Trust Boards, most notably Tainui .  
These Trust Boards represent beneficiaries of earl ier settlements and therefore were in  a 
strong position to legitimise their claim to speak on behalf of  their iwi ,  and indeed, the 
other peoples of their area. In addition to Tainui representation on Midlands Health, and 
their support for MAPO, they successful ly negotiated directly  with M idlands for Tainui  
Capitation through Wayne McLean as CEO of Raukura H auora. The Maori health 
portion of the budget was $900,000 out of a total $5,000 mi l l ion. The total national 
health budget was $5 b i l l ion (exclus ive of GST) 13.  

Central RHA "adopted a traditional community-based approach to Maori health". This 
approach was more eclectic, re l ying on, "direct relationsh ips with each of the fifteen iwi 
in its region" (Ministry of Heal th, 1 997) . 

Southern RHA had a series of ad hoc series of arrangements, but its primary relationship 
was with Te Runanga ° Ngai Tahu. This Runanga had firmly establ ished its position 
through the Treaty of Waitangi settlements process as the pre-eminent Maori authority i n  
the Southern region. Southern RHAs strategy i nc luded consultation with Maori, a n  
internal Maori advisory resource and statistical evidence focu sed o n  the Maori population 
(Ministry of Health, 1997, p vi) . 

I J  GST is Goods and Services Tax. currently worth 1 2.5% of the value of the goods or service. 
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Two "high level strategies" are identified in the report with regard to each of the RHAs ' 
strategies, reflecting the ir  policy and statutory responsibilities to Maori . These are 
described as, 

Improving the responsiveness of health service providers to Maori health 
users, including the development of partnerships between mainstream 
providers and iwi and Maori groups (mainstream enhancement); and, 
encouraging the development of Maori providers committed to the 
provision of health services to Maori (by Maori for Maori, or by Maori for 
a l l )  (Ministry of Health, 1 997, pp vi-vi i) . 

RHA purchasing strategies emphasised the latter, namely the development of Maori 
providers resulting in a significant increase in the numbers of prov iders .  

Information provided to the Ministry of  Health from the  RH As indicates 
that from 1 993 to 1 997 there has been a national increase from 
approximately 30 to over 200 Maori providers (Ministry of Health, 1 997, 
p v i i) .  

I t  i s  difficult to know exactly how many Maori providers there were prior t o  these 
reforms, as many Maori services existed under the mandate of mainstream services such 
as mental health or heal th promotion, or more general ised social serv ices . However it is  
l ikely that those Maori who secured contracts, d id  so partly because of their previous 
experience of health or other social service del ivery .  

In commenting in  the report on these various approaches the MOH made the fol l owing 
observations on Midlands Joint Venture approach, " [It] may not have consistently 
informed the operational activities of the RHA. There is some variabi l ity in  the extent of 
interaction between JVs and the various serv ice groups" .  In  addition, "Some providers 
vis ited by the rev iew team reported that the JVs hinder iwi rel ationships w ith the RHA 
because they are essential ly RHA structures which are not representative of the iwi" 
(Ministry of Health, 1 997) . 

According to the report, Central RHAs approach "appears to have accommodated Maori 
health issues at both a strategic and operational leve l .  However, those service groups 
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who have Maori dedicated positions and commitment of management and staff to . 
targeting h igh risk groups, appear to have more successfu l ly internal ised the strategic 
directions for improving Maori health status, than other groups" (ibid). 

Southern RHA establ ished a Maori Health Development Unit which, "At this stage does 
not appear to be wel l integrated with in the organisation. The review team was concerned 
that all of the RHAs service groups did not appear to be ful ly committed to improving the 
responsiveness of mainstream services to Maori" (ibid). 

North Health submitted a detailed response to this report, many of their points 
emphasis ing the strategic nature of the decisions taken. There was a s trong sense i n  
North Health that the Ministry of Health fai l ed to appreciate the nature o r  s ignificance of 
orientation (Shea, interview, 1 2  May 1 997) . 

The MOH acknowledged that some of these differences in  approach might reflect, "the 
diversity of the regions' Maori populations and different levels of organi sational 
infrastructure in each of the regions" (Ministry of Health, 1 997) . 

Factors Contributing To Variation Amongst RHAs 
In the Northern health region (covering Auckland and Northland) , there was an 
estab l ished way of working through the political sensitivities of Maori autonomy and 
service provis ion. The kind of pol it ical complexities of the 1990s, with the advent of 
large Treaty settlements and fol lowing the 1 984 Hui Taumata, saw the debate around iwi 
and Maori emerge as a more central debate within Maoridom. There are a number of 
reasons associated with the pol icy env ironment that encouraged this emergence at this 
t ime. Many of these have been discussed in  earl ier pol icy Chapters, however it was the 
capacity of health authorities to engage meaningfully with Maori that i s  of i nterest here. 
Clearly RHAs engaged differently with iwi Maori according to their parti cular histories, 
analysis and experience of Maori, i ncluding concepts such as tangata whenua, mana 
whenua and manuhiri . 
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Relationships were already established with Maori organisations, i nc luding local marae 
and rangatira and kuia / Kaumatua. There was (and remains) considerable variation in  
the nature and strategies for deal ing with these issues accord ing to  geographical location. 
This North /South gradient was most evident when RHAs were al lowed to develop 
variable  strategies under the new Health and Disabi l ity Services Act and consequent ly 
these variations were reflected in  contracts with Maori healthcare providers. These 
strategies reflected the previous experience of both Maori and Crown agencies in 
negotiating with each other, the infrastructure avai lable to deal with these negotiations, 
institutional memory of this and the particularities of the place and people involved in the 
negotiations. Auckl and experienced the most complex env ironment with a l l  iwi present 
along with major pan-tribal Maori organisations. 

North Health demonstrated an abil ity to deal with the high level of complexity of Maori 
pol itics and was therefore better equipped to cope with this in the new arena. In 
particular, it was able to recognise the key leverage points with Maori, such as the drive 
for'Maori autonomy and the need for caution in negotiating between Maori organisations, 
which were pan-iwi, and iwi representatives. Cooper 's  experience in development and 
Treaty issues was key to the development of North Health ' s grand v is ion and acceptance 
amongst the Maori community of their  strategies. 

The approach taken by each RHA became distinctive and reflected these elements . 
While attempts had been made to evenly divide the country into s imilar sized chunks, 
there remained major divisions and differences, as well as similarities between Maori i n  
these regions. 

Midlands Health benefited from i ts relationship with Tainui and other major tribes in its 
area such as Te Arawa. It was therefore able to relate to an establ ished Iwi infrastructure 
that also had a history of delivering services and responding to policy advances. It also 
had individuals who had senior experience in  mainstream health providers. A Maori 
health manager in Midlands Health indicated that there were problems with the Joint 
Ventures (JV) there. Some of these iwi JVs are extremely large and were creating 
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problems for Managers since they addressed the pol i t ical control of health serv ices 
through bureaucratic structures. Although the scale of these bureaucracies may be 
smal ler, they sti l l  function in much the same way. Also, iwi and community consu l tation 
processes are time and energy consuming requiring resources that cannot then be 
transferred into direct service provision. 

Some Maori health providers and MAPO pursued their own initiatives, sometimes 
independentl y  of North Health MHDD. For example Te Kaunihera Hauora Tapui is 
made up of Ngati-Whatua, Tainui and Waipareira representatives and held a contract for 
publ ic heal th services in areas such as smoking cessation for three years for $800,000. 
This in itiative fol lowed the d is-establ ishment of the Pub l ic Heal th Commission and 
location of Publ ic Health purchasing in North Health in 1 995 and was funded by Pub l ic 
Health in North Health as part of their responsiveness to Maori (Lawson-Te Aho et a l . ,  
1 999) . 

Unl ike Midlands, North Health had more contentious ground to cover with regard to 
determining iwi legitimacy, wh ich became an integral component of the North Health 
strategy. According to North Heal th, if Maori were to regain rangatiratanga then iwi 
would need to have authority vested back in them. This required carefu l negotiation and 
inev itably ,  some squabbles over who could claim this legitimacy emerged. 

To this extent, health pol icy became a lever for clarifying unreso lved issues around mana 
whenua. However these often rested on contentious decis ions themselves, and were 
open to chal lenge both with in iwi (from hapu) and between iwi (Waitangi Tribunal ,  
1 998). 

Nor did the dominant iwi occupying Auckland have an infrastructure or ski l l  base 
sufficient to include them extensively in the development of this v ision during the early 
phases of the heal th reforms .  Operation of marae trusts reflected one aspect of a tribal 
organ isation and many of these had become locked up in particu lar marae Committees or 
Trust Boards which had very particular beneficiary interests that were sometimes 
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crit icised as non-representative of wider iwi/ hapu interests . These organisations were 
often dominated by persona l ities who came to define iwi identi ty and inevitably  shaped 
iwi responses to health serv ices . 

Other Strategies: The Public Health Commission and North Health 
It is worth noting that responsibi l i ty for publ ic health services was in it ial ly  given to the 
Pub l ic Health Commiss ion (PHC) , wh ich had an even briefer l ife than Regional Health 
Authorities. The Commiss ion came into ex istence on 2 1  June 1 993 under the Health and 
Disabil ity Services Act 1 993 and was dis-establ ished on 1 3  December 1 994 (Hutt & 

Howden-Chapman, 1 998) . 

Since the RHAs were charged initial ly w ith respons ibi l i ty for purchas ing only personal 
heal thcare services, their strategies largely reflected this focus. Fol lowing dis­
establ ishment responsibi l i ty for national publ ic health purchas ing was given al l  RHAs, 
but the bulk of publ ic hea lth purchasing went to North Health. When North Health 
became responsible for publ ic health purchasing, l itt le discernable change was made to . 

the fundamental model for purchasing health services with respect to Maori health. 

Consistency With Government's Approach 
North Health's approach, while distinctive, coincided with key elements of the 
Government ' s  reforms. Such a convergence of approach was time ly  and inevitable  
given the intent of the heal th reforms and wider publ ic sector reforms . In particular the 
focus on expansion of choice is cons istent with publ ic choice theory, l ibertarianism and 
new right philosophies with the emphasis on the r ights of individual Maori patients to 
expect a cul tural ly  matched service as evidence of qual ity in service. 

Maori health strategies had to be sold to the North Heal th board with the support of key 
board members such as Harold Titter (Chair of North Health) and Denise Henare (Shea, 
interv iew, 1 996) . 

The focus on access to services was also cons istent with broader government pol icy that 
l im ited analysis of equity to questions of access.  However access was broader in 
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meaning and effect. As Cooper explained the anticipated effect of Maori workforce 
development in the health sector should, "cons iderably improve ease of access to services 
- not just  geographical access but psychological and cultural access" (O'Connor, 1 998) . 

There was also a growing acknowledgement of the organic integration of social pol icy 
that takes place amongst Maori providers. Elizabeth Cunningham explained that, 
" Improving the health status of Maori requires the Ministries of Health, Education and Te 
Puni Kokiri to work together" (Cunningham, 1 997) . 

She reiterated a theme identified by a number of Maori working with Maori health 
providers, that improvements in Maori health cannot occur in isolation from other social 
pol icy areas, in particular employment, immigration, education and housing. 
Cunningham goes on to say that this integrated approach i s  a Maori strength and that they 
have the abi l i ty to come together quickly around a part icular topic irrespective of who 
they work for:  Maori, "Have never seen themselves as competitors but as groups working 
together to try and improve the health status of Maori ." 

Cunningham identified a dual strategy developed from the Coali tion Government 
Agreement on health, which included providing appropriate services for Maori, "through 
culturally effective mainstream services and services from Maori providers" 
(Cunningham, 1 997) . 

This opportunity was the result of a convergence of interests between new right 
government policies and Maori desires for rangatiratanga effected through contracting 
out health services delivery to Maori providers. 

While the MAPO strategy may coincide In part with some of the 
aspirations of Te Tino Rangatiratanga, it is not ideological ly driven. To 
iterate, the strategy is driven by an intel l igent analysis of some of the 
underlying i ssues contributing to the negative aspects of Maori health 
status, namely the lack of effective Maori participation within the publ ic 
health sector (Maori Health Development Division, 1 997b, p I ) . 
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These initiatives are best understood as an extension of previous Maori health i nitiatives 
that reflected Maori i nterests in  a developmental approach, particularly in integrating Iwi 
interests in development and health. 

More often than not, Iwi participation in the reformed health sector did not 
represent a new or even renewed interest. Instead, the reforms simply 
al lowed plans and programmes in p lace to find new expression (Durie, 
1 998c) . 

Durie argues that, 
In the long run Iwi were interested in the health of their  people within a 
context of Maoii development. Of secondary importance was the shape of 
the health sector; it was, after a l l ,  only one aspect of the Maori 
development mosaic and certainly not the entire focus (Durie, 1 998c, 
p164) . 

The government pursued a particular agenda for change with Maori that suited the 
purposes of a residual welfare state and reflected their interest in better managing the 
political risk of Maori health. They directed a form of development that had manifested 
in a particular way, locating services fi rmly within GP-l ike primary health services 
focused on individual and fami ly changes, rather than on a broader critique of the impact 
of the range of social reforms on Maori mortality and morbidity. As such, there have 
been opportunity costs, which should be seen clearly as a trade-off for benefits to Maori 
under the 1 990s health reforms. 

Furthermore there were sound ideas already in existence, some of which were intended to 

. provide the same benefits , but m inimise some of the downs ides associated with the 
current models. These downs ides include the lack of  sufficient c l in ical and business 
expertise in the heal th sector and need to develop these. Whether these initiatives would  
have been more beneficial to  Maori, as  a whole population, i s  difficult to  assess. I t  i s  
possible thatMaori may incorporate aspects of a population-based approach, but as 
argued elsewhere in this thesis, this requires a re-orientation of thinking about the nature 
of health and health services . 
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What North Health Achieved 
By 1 997 North Health could boast some 20 independent by Maori for Maori providers 
within its region in addition to a number of other providers. These providers were made 
up as fol lows. 

Table 14 Numbers And Types Of Services For North Health Maori Providers 

Number of Providers Types of Services Provided 

20 For Maori by Maori clinical personal 
health services (Wai Heal th, Te Puea 
Marae Cl in ic, Orakei Heal th Cl inic, Te 
Puna Hauora 0 te Raki Pae Whenua C l inic 
etc.) 

6 Alcohol and drug services (including Putea 
o Pua) 

1 Maori chaplain service (Amorangi) 

1 CHE change management service (He 
Kamaka Oranga) 

1 0  Community residential mental health 
serv ices 

5 Special ist community based mental health 
services, including 4 provided by Maori 
units with CHEs 

4 Disabil ity Maori owned providers 

1 Joint venture in  pub l ic health (Hapai Te 
Hauora Te Tapui) 

5 Regional pub l ic  health 

5 Other Maori owned national Public Health 
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providers 
3 Oral health (sub-contracted to non-Maori 

services, run under Maori auspices 

2 Primary care, bi-cul tural services which 
included disabi l i ty, long stay, acute and 
hospital care (e.g. Hokianga) 

Total of 60 Maori Providers l4 (some Across a range of serv ices, encompass in� 
providers appear in more than one personal, publ ic, hospital and primary ca! 
category) sectors 
Source: People in the Northern Region: A demographIc ProfIle from the 1 996 Census, Health Fund 

Authority, April 1 998, Auckland (p 2) . 

14 Sharon Shea (Contracts Manager MCoOri Health, North Health) , response to Ministry of Health, pagl 

1 997. 
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Figure 1 5  Maori Primary Care Providers by Population by Health District 

North Health had also developed the Hauora Schedule which contai ned general measures 

of achievement in Maori health for all providers, particularly mainstream providers. 

MHDD work with mai nstream providers such as CHEs and GPs to make them more 

responsive to Maori pat ients was very l imited, This reflected the emphasi s  placed on 
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establishing new Maori providers (and thereby maximising the new market opportunit) 
the enormous effort requi red to work with mainstream prov iders with a very l imited s t, 
capacity in North Health, and a view that other services ' co l leagues should make th( 
providers accountable for Maori health gains .  This lack of i nterest i n  mainstrea 
providers can be seen in table 5 .2 with only one contract in a CHE environment. 
Report cal led Service Level Cultural Qual ity Review, which evaluated four  mainstrea 
providers' ability to meet Maori health consumer needs, was not done until late 1 9( 

during the period of the Trans itional Health Authority. No independent rev iew exists 
North Health's strategy apart from the much-disputed Min istry of Health Performan 
Management Unit and Te Kete Hauora cal led, Review of Regional Health Authori 
Strategies for Improving Maori Health Status (3 1 July 1 997) . An official informati( 
request by the author to the Minister of Heal th in late 1 998 indicated no other reviews 
North Health 's  strategy. 

Other RHAs also proactively supported the development of by Maori for Mac 
prov iders . For example the Central Regional Health Authority explained how a nume 
of these had developed from prev ious Area Health Board contracts . 

Original ly  there were 1 3  iwi who had contracts w ith the (former) area 
health boards. These contracts were transferred to CHEs on 1 July 1 993. 
In the first year of operation, Te Ihonga Hauora had establ ished a further 
14  health initiatives . During this second year of operation, a further 20 
Maori health init iat ives were planned, however this target was exceeded 
and some 22 additional services were establ ished (Min istry of Health, 
1 995, p 24) . 

Their services reflected a s imi lar mix of primary care, alcohol and drug and commun 
mental health services as those provided by North Health, although they describe t, 
providers as "day serv ices for turoro" ( ibid, p 35). 
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Conclusion 

North Health ' s  strategy for Maori health reflected the Crown' s  objectives, including the 
crucial one of Maori participation i n  all levels of the health sector. North Health then 
developed a three-pronged strategy to address Maori health gain that i ncluded 
independent Maori health providers, mainstream enhancement and. Maori provider 
development. Most of their energy and resources have been focused around, the 
promotion of i ndependent Maori providers. 

North Health established 60 new Maori providers between 1 993 and 1 997. Some of 
these Maori providers did not directly deliver services but provided advice to either their 
organization, acting therefore as an internal consultancy, or to Maori providers and other 
health sector organisations as external consultants . 

North Health developed a grand vision through their Maori Health Development Division 
(later known as the Maori Health Group). This vision was inspired particularly by 
Cooper and reflected h is l ifelong interest and commitment to the Treaty of Waitangi and 
Maori development. MHDD also rel ied heavily on core team members who remained 
during much of the reforms period within North Health , then the Trans itional Health 
Authority and Health Funding Authority. 

The grand vis ion gave preference to iwi through the development of MAPO and Te 
Kaunihera. This prompted tension, particularly with Maori Urban Authorities who 
viewed themselves as discriminated against on the basis of historical preference rather 
than merit. These tensions erupted in other Treaty of Waitangi settlement processes and 
Government processes throughout the 1 990s. 

The rationale for the creation of independent Maori providers included the promotion of 
choice of providers for Maori patients, greater access for Maori patients by locating them 
at marae and making them cheaper (especial l y  with regard to primary care) , more 
appropriate (cultural match between patient and provider), and more responsive to Maori 
health need because of their ongoing commitment to improving Maori health. 
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North Health as the purchaser of Maori health services in the Auckland region adopted an 

approach to managing iwi Maori relations in Auckland in a pragmatic, but also political ly 

sophisticated manner. This reflected the political real ities it managed which were 

cons iderab ly more complex than those faced by the rest of the country. 
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CHAPTER 9 

Maori Health Providers Kawanatanga: Contracting, Governance & 

Management 

Introduction 
North Health 's  strategy for Maori health emphasised the Government's  over.-arching 
Maori health theme of greater Maori participation at all levels of the health sector as a 
means of addressing Maori health gains (Maori Health Development D ivision, 1 997a). 
This was to be achieved through North Health's three Maori health strategies: Maori 
provider development, Maori mainstream enhancement and Maori co-purchasing (Shea, 
1 997a, p 1 ) .  These strategies were a reflection of government's  Maori Crown objectives 
with respect to Maori health identified in Whaia te ora mo te iwi : Maori Health Policy 
Guidel ines to Regional Health Authorities and the Public Health Commission 
(Department of Health, 1992a) . These Crown objectives came closest to a Maori health 
pol icy of any of the pol icy developed during the early stages of the health reforms 
(Cunningham & Kiro, 2000) . This report identified three 'directions ' for purchasers: the 
greater participation of Maori at all levels of the health sector; resource allocations that 
take account of Maori health needs; and, culturally appropriate practices as integral to the 
purchase and provision of health services for Maori. 

These North Health strategies rel ied on other tier strategies to make them work, including 
Maori participation in co-purchasing at the governance and operational levels (Shea, 
1 997a, p 1 ) .  While various Regional Health Authorities adopted different approaches 
with regard to purchasing of Maori health services to achieve Maori health gain, North 
Health adopted a co-purchasing approach that involved iwi representatives along with 
RHA Board members on Te Kaunihera 0 Te Hauora Rangatira. This body provided 
oversight of Maori health purchasing in their region as a sub-committee of the Regional 
Health Authority. 
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These strategies would be pursued through the MHDD and other North Heal th 
purchasing teams such as publ ic Health. 

The operational arms of this Kaunihera were Maori Assisted Provider Organi sations or 
MAPO. The MAPO co-purchasers were developed on the bas is of h istorical iwi within 
the North Health area. MAPO would perform a number of roles as co-purchasers 
including contracting and monitoring of Maori health contracts with both mainstream and 
independent service providers (Shea, 1 997b, p 3) .  

North Health ' s  distinctive interpretation of government Maori heal th policy has been 
d iscussed in Chapter Eight. This Chapter, and the fol lowing two Chapters, shift the focus 
from a policy analysis to an analysis of how that policy was implemented through Maori 
health providers. This is described for the purposes of this research as the ' practice ' .  
Thus practice i n  the fol lowing analysis i s  taken to mean two things; one, the way in 
which pol icy was actual ly implemented and its effects ; and secondly, the way in which 
Maori health providers do what they do. 

Thi s  concentration of energy by Maori as purchasers and providers in the development of 
Maori providers as  the major strategy for North Health is shown by the emergence of 60 
Maori providers in the North Health region by 1 997. It is  difficult to quantify the number 
of Maori providers prior to the 1 993 legislation, partly because of a shift in emphasi s  that 
came to define those health services run by Maori for Maori within CHE environments as 
not Maori providers. National ly Maori providers had i ncreased from around 30 providers 
national ly  in 1 993, to over 200 by the end of 1 996 (Ministry of Health, 1 997) . Prior to 
the 1 990s reforms, there had been l i ttle i nterest in counti ng Maori health providers 
despite the existence of specific health-oriented services run by Maori for Maori. 

The strategy of developing by Maori for Maori providers stemmed from a consensus 
about the poor state of Maori health and evidence of barriers to Maori utilisation of health 
system in both primary (Malcolm, 1 996) and secondary / tertiary care (Jackson, 1 999; 
Vaith ianathan & Mutch, 2000) . The tendency for Maori to present for more acute care in 
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hospital may be caused by a systematic fai lure of primary care as ind icated In recent  
Pacific Island child health research. 

Chapter Eight d iscussed the core case study, a purchaser cal led North Health that existed 
between 1 993 and 1 997. The following two chapters examine Maori health providers to 
understand how the strategies of the purchaser were operational ised. There were obvious 
sources of confl ict between Purchaser and Providers, for example around the amount of 
resource available for provision of Maori health services. Another source of conflict 
between North Health and a l arge Maori health provider, centred around the iwi-centric 
s trategy pursued by North Health under their MAPO strategy. However, there were 
obvious overlaps in approach between Purchaser and Prov iders i rrespective of this 
conflict, with an emphasi s  on Maori ownersh ip and control as a theme in both purchasing 
and health service provis ion. There has been l ittle systematic evaluation of the qual ity of 
serv ices during the time of the reforms, largely due to the focus on establ ishment and 
consol idation of these services . The 'evaluations ' consisted of quarterly reports from 
providers to North Health, word of mouth from Maori to North Health MHDD staff, and 
reviews conducted by consul tants that tended to concentrate on specific things such as 
how TAGs monies were spent. This information was augmented with statistical data of 
patient contacts, disease codings and s imi lar capture in the North Health data from 
providers. A comprehensive evaluation of Maori health providers (including presumably 
the strategies adopted by North Health) never eventuated prior to the trans ition to a s ingle 
funder in 1 997. 

Whi le the common purpose of al l  involved in these reforms was Maori health gains, there 
were d ifferences of opinion about how gains would be ach ieved, how much this would 
cost and who would best del iver this gain. These debates continue with contributions of 
increas ing robustness presented through literature, hui, consultancy, and evaluation. 

C hapters Nine and Ten consider the issues around establ ishment and consolidation for 
Maori primary care providers, and in particular the emphasi s  given by policy makers and 
Maori alike, to kawanatanga or governance. This i ncludes feedback from respondents on 
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what they bel ieve the,heal th reforms intended and how they organised themselves to take 
up the opportun ities presented by the reforms. The intention in these two chapters is to 
provide a narrative of Maori health providers' experiences, bearing in mind that these 
providers were the successful ones in securing contracts with the health purchaser. In 
particular, t his chapter is concerned with Maori providers' own perspectives about their 
respective services ,  their relationships with the Purchaser and with each other. There are 
valuable insights about what could have been done better offered by both those working 
for the purchaser and for Maori health providers. The research has treated those working 
for the purchaser as Crown agents, while those working for Maori health providers are 
not Crown agents, irrespective of the fact that their funding' comes from the Crown purse. 
Certain ly, this was recognised by North Health staff and by Maori providers, although the 
extent to which it mattered to Maori providers differed enormously according to how 
well  they felt North Health's Maori Heal th Development Division was treating them. 

Chapter Ten considers the issues of consol idatio n  and day-to-day practice of Maori 
prov iders. What are the phi losophical considerations and values that underpin this work? 
How does this differ, if at all, to other primary care or community care providers? Does 
this matter? 

Chapter Eleven describes and evaluates the other two North Health strategies of 
mainstream enhancement and Maori provider development (as defined in the early stages 
of the health reforms) . This includes a consideration of the special characteristics of 
these services, their establ ishment and consol idation issues and relations with both North 
Health and other Maori p roviders. 

Fol lowing · on from this, chapter Twelve wil l  consider the future of Maori health 
providers, as seen from the perspective of those providers working during 1 997. This 
will then be extended to reflect l ikely scenarios for Maori providers in the near future, 
given the further reforms of the health sector in 2000-2001 .  

258 



During the period of data col lection, it was important to the Maori participants In 
particular, that the researcher had some fami l iarity with the experiences of Maori 
providers . They bel ieved that only those who had demonstrated a basic level of 
understanding of their kaupapa and also a commitment to Maori development, could 
understand the nuances of their work. Because respondents were comfortabl e  with the 
researcher, they sometimes revealed personal information that may not have been 
avai lable to another researcher. It was · especial ly  important therefore to engage 
reflex ively on what had been said, and to use other mentors, including supervisors to 
check appropriate types of information for publ ic cons ideration. In a l l  of these areas, 
commercial ly sens itive or private information was respected by the researcher. 

Accessing these personal accounts was necessary to understand what happened for 
providers in Auckland during the reforms and to attempt to analyse what the effects of 
these had for Maori. The research methods emphasised the necessity for these personal 
relationships in gathering data, even when it created difficul ties from an ethical 
perspective. Such ethical l imitations however, are to be juxtaposed against the necessity 
to make sense of the significance of events attributed by the actors themsel ves, especial ly  
the Maori policy makers and Maori health providers during the period of the reforms. 

The data col lected during early phases of the research bear testimony to the value of this 
kind of ' inside' knowledge, for example, being able to identify the need for a 
developmental approach to the growth of Maori heal th providers in Auckland. 

Rationale for Kaupapa Miiori 

The major strategy adopted by North Health with regard to achieving Maori Health Gains 
centred around the establ ishment of by Maori for Maori providers. This strategy resulted 
from a consensus about the poor status of Maori health, evidence suggesting a number of 
barriers to Maori use of the health system and Maori under uti l isation of primary and 
hospital health care serv ices (Jackson, 1999; Malco lm,  1996; Vaithianathan & Mutch, 
2000) . Poss ible barriers to accessing health services were identified as resulting from 
service costs , communication difficul ties, distance and transportation difficul ties, lack of 
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choice and cultural factors . The rationale for these reforms also included the experience 
of exclusion experienced under the existing health system and the historical suppression 
of Maori health perspecti ves. Penney reflects this commonly held Maori v iew, although 
this may not be historical ly accurate. I S  

The pre-European, Maori public health systems and healing practices had 
been largely dismantled through the processes of l and al ienation and 
overpowered by the control and del ivery of health care by health 
professionals and state bureaucracies of the European government. The 
traditional leadership involvement in the maintenance of publ ic and 
personal health then was disrupted. Tribal leaders were excluded from 
the decision-making forums of the State, and with the Tohunga 
Suppression Act of 1 907 the practice by tohunga of traditional heal ing 
methods was effectively driven underground (Penney, 1 996, p 22) . 

I 
The health reforms of the 1 990s increased the participation of Maori within the health 
sector as owners and workers within health services and also offered greater choice to 

J Maori patients. Noticeably, the Purchaser used the development of Maori providers to 
flesh out its own purchasing strategy since l ittle guidance was given to Maori providers i n  
the purchasing guidelines as t o  what exactly a Maori service would be. 

This is understandable given that no one rea l ly  knew what a Maori health provider would 
look l i ke under the newly reformed system of  the early- 1 990s. A process of  refinement 
occurred over the period 1 993 to 1999, with early efforts focused on dealing with the 
attendant difficul ties of this approach (Ashton, 1 998) . Establ ish ing the business planning 
processes, includ ing regular reports, fol lowed this stage wi th an emphasis on developing 
inf.ormation systems that would  provide regular information back to the purchaser. This 
step also involved establ ishing human resource and financial processes within prov iders .  

1 5  See earlier discussion about Tohunga Suppression Act that identifies the intention o f  Pomare i n  

supporting the legislation. The concern of people such a s  Pomare, were to eradicate the practices of 

' quacks' who incorporated elements of spiritualism and M ·ori theology in their treatments rather than as an 

attempt to eradicate traditional rongoa or practices. 
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Consol idation of providers was fol lowed by a period (from . 1998) concerned with 
demonstrating qual ity of care. 

Reforms for Maori health providers reflected assumptions made with respect to other 
social serv ices and indeed, the publ ic sector reforms general ly. Emphas is on personal 
choice, individual responsibil ity and competition dominated early thinking about the 
reforms (Cheyne et a l . ,  1997; Easton, 1 997a) . This would be ameliorated by later 
experiences of providers who found that col laboration between themselves and other 
providers wasted fewer resources (Ashton, 1 999; Ham, 1 997) and a l lowed them to 
provide a wider range of services to their clients. 

Earlier Experience of Miiori Providers 
Maori health providers are widel y  perceived as relatively  new. Certainly, in their current 
form they have became a significant part of a newly evolved health market introduced by 
the National government in 199 1 .  While Maori health providers were considered new, 
Maori involvement in Maori health occurred from the earliest period of New Zealand 
colonial society (Dow, 1 995; Dow, 1 999; Lange, 1 999) . This involvement took the form 
of representations to the colonial authorities for resources by both Maori and Pakeha, and 
also the provision of subsidised doctors to Maori communities. These subsidised doctors 
ended with the Social Security Act 1 938, wherein services became available through a 
more integrated Pakeha / Maori system (Dow, 1 998, pp 1 2- 13) .  Nurses were an 
important resource within Maori communities and an important health education and 
promotion resource for many decades beyond the introduction of the Act. 

Dow points out that reference to the Treaty of Waitangi was rarely mentioned in health 
discussions prior to 1 940, with one exception in 1 938 (Dow, 1 995, p 1 4) .  However, the 
Treaty picked up momentum in health discussions from 1 985 with the Board of Health 's 
Standing Committee on Maori Health' s  reference to the Treaty articles as the foundation 
of good health in New Zealand (Durie, 1 987) . This was reiterated in other documents 
from that time incl uding in the "pseudo Maori health policy" (Durie, 1 999, P 241)  titled 
Whaia te ora mo te iwi. 
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While the 1990s health reforms were credited with creating new opportunities for Ma.ori 
to provide health services, it would be more accurate ' to consider Maori input into Maori 
health services as on a continuum on which it appears in various forms. Presentations of 
Maori history that rely exclusively on a few Ma.ori heroes, such as Dr Maui Pomare, Te 
Rangi Hiroa (Peter Buck) and Apirana Ngata, underplay the efforts of many others in 
providing marae-based health improvement services (Lange, 1 999, p vi i i ) .  

Furthermore, health policy relating specifically to Maori also dates from colonial New 
Zealand society, and while some of this was self-protectionist on the part of Pakeha, 
some of i t  was also wel l  intentioned and did lead to improvements in Ma.ori health (Dow, 
1 995) . The problem is that what was well intentioned has also often been dramatica l ly  
ineffective in dealing with the burden of Ma.ori i l lness and death, and to some extent this 
may be related to the unsuitab i l ity of ways of conceptualising and prov iding such health 
services. Furthermore, there h as been an undermining of Maori health perspectives 
accompanying rapid and profound changes to New Zealand society that have impacted on 
Maori health and the ability of Ma.ori to develop (Durie, 1 998b; Durie, 1 998c) . 

While Maori effort is to be celebrated in protecting our health interests and initiating 
beneficial changes for Maori, such as those undertaken by people of mana such as 
Princess Te Puea Herangi, Dr Maui Pomare and many others (Durie, 1 999) , an even 
greater number of Maori initiatives were due to the efforts of Maori and Pakeha 
advocates and 'ordinary' Maori working in their communities. Thus a rather a more 
complex picture emerges when considering the detail of any Maori health initiative. This 
was as true historically, as it was during the 1 990s reforms where Maori health initiatives 
have required the support of Pakeha in pos itions of power (Shea, 1 997a, p 2) . 

Case Studies of Miiori Health Providers 
Six Maori providers are examined in the case studies. They include four Maori primary 
care providers, one mainstream Maori provider and one Maori health consultant 
company. The researcher chose these case studies because they were representative of a 
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range of key characteristics of Maori health providers. Specifical ly, primary health 
providers were chosen because they were geograph ical ly dispersed across the Auckland 
region, they included iwi and pan-tribal providers, they provided a range of simi lar 
services, they were al l establ ished as a result of the health reforms, and they were all 
considered Maori health providers by stakeholders such as the purchaser / fund er, 
MAPO, policy makers such as the Ministry of Health and other Maori health providers. 

The fol lowing section presents a brief portrait of the providers studied. This research is 
then contrasted with national data regarding Maori health providers, to explain the 
characteristics of these providers and the rationale for their development .  

Table I S  Case Studies of Maori Health Providers Auckland Region 1 996 

Wai Health 
This is a pan-tribal Maori primary health provider. They are located i n  
West Auckland and are also significant providers of other social 
services in this area. They employ around nine full time GPs in various 
cl inics operating in their area, forming a network of c l inics. This case 
study is of their parent health centre. 

Te Puea This is an iwi based Maori primary health provider. They are located i n  
Marae Health South Auckland on a marae and are part of a federation of s imi lar 
Centre providers who prov ide s imi lar serv ices in a network of tribal marae 

thr?ughout this region. Their iwi also provide s ignificant other social 
serv ices . This case study is one of these prov iders. 

Te Puna This is a Maori primary health provider in the North Auckland region. 
Hauora They are located on a marae and are pan-triba l ,  enjoying a close 

working relationship with Orakei Health Centre. They have grown to 
encompass other social serv ices, taking over some programmes 
prev ious ly run by the marae. 

Orakei Heal th This a Maori primary health provider located i n  Central Auckland. 
Centre They are an iwi provider located beside a marae. The iwi and marae 
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He Kamaka 
Oranga 

Awhi Health 

run other social services located near their premises . 
This is a Maori · service within a l arge Auckland Crown Health 
Enterprise or CHE. They are pan-tribal ,  but enjoy strong iw i  
relat ionships with both Ngati Whatua and Tainu i ,  the two major iw i  
groupings of Auckland. They provided a pol icy framework for the CHE 
and have a change management orientation. This is a un ique contract 
regional ly and national ly .  Their CHE involvement means they 
participate in services with a regional and sometimes, national , 
s ignificance. 
This is a smal l ,  private, Maori-owned company located m West 
Auckland, but prov iding serv ices to the whole of Auckland and also 
Northland. This company was established to prov ide consl,l l tancy 
advice to Maori health providers in the primary and secondary I tertiary 
sector. They have a contract for Maori provider development. 

At least one key informant was interviewed from each of these prov iders and a number of 
recurring themes were identified. These themes form the bas is for d iscussion in the sub­
sections of this Chapter. 

The inclusion of four Maori primary care health providers was deliberate. The majority 
of Maori providers were establ ished in this area of primary healthcare. Furthermore, the 
choice of four al lows some bas is for comparison, w ith two iwi-based services and two 
pan-tribal serv ices included in the case studies. They also span the whole of Auckland 
geograph ical ly ,  and this acts as another dimens ion in comparing their development and 
commonal i ties across the whole of Auckland. 

Wai Health 

Wai Health is a Maori primary healthcare provider establ ished in October 1 994, and 
represents one of the earliest North Health contracts with Maori health providers. Their 
experience with other social serv ice prov is ion and strong presence and advocacy for 
Maori within West Auckland, were also factors in securing a contract for Maori primary 
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health prov ision. Their serv ice is located at Henderson and in itial ly included two GPs, 
one of whom was Maori, the other having had Union Health experience. As with all  
other Maori providers, GPs are highly mobile which leads to changes in staff within 
providers. Wai Health aligned itself with a group called The Doctors located in New 
Lynn in 1 997 and has further developed a series of strategic heal th relationships with the 
local IPA, Pacific Is l ands health group and CHEs. 

Wai Health is the health provider arm of a Maori Urban Trust in West Auckland. This 
Trust represents the interests of urban Maori and delivers a range of social services in 
education and training, Kaumatua roopu (elders council), social work and counselling, 
health, community development, justice, employment and foodbanks. They aim to 
provide comprehensive services for Maori and have developed strong relationships with 
other key organisations in West Auckland including their local C ity Counci l .  They have 
a strong relationship with a pan-tribal local marae that acts as i ts turangawaewae. They 
also maintain ongoing relationships w ith other iwi groups in Auckland and many other 
government and social service agencies . 

This Trust was in a strong pos ition to take up the opportun ities of the 1 993 legislation, 
with a team of full-time staff, lawyers, accountants, Kaumatua / kuia and community 
supporters. This level of infrastructure and l ink between community and organisation 
ensured a rapid uptake of a new opportunity for accessing government funds . While 
advocating for Maori in  West Auckland, they have also embraced non-Maori and anyone 
who supports their kaupapa of "Kokiritia i roto i te kotahitanga" (translated as 
Progressively act in unity) . 

By the end of 1 997 patient registrations had reached 9,000 1 6 reflecting mainly, but not 
exclusively, Maori patients. They employed 5 General Practitioners, 7 Nurses, 2 

Community Workers and a Manager. 

16 John Tamihere (CEO Waipareira Trust) public statement. April 1998. at Hoani Waititi Marae to Massey 

University 
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They started with a capitated contract from North Heal th for approximately 4000 
permanent patients. However it was preceded by a number of health in i tiatives run 
through the Blockhouse Bay Medical Centre (Tamihere, 1 996, p6) , and eventual ly 
through their Trust in i tiating a health service by purchasing a building and h i ring a 
doctor. 

We hired our first doctor and that was Dr C rengle, and she used to work at 
the back of the administration block. So, the community then knew that 
Waipareira had a • quack in the back' of i ts administration block. Yeah, 
we grew our patients from there, and we had, overnight, two thousand 
registered patients through the Waipareira network. We started on our 
own money. We developed our own c l in ic. We developed our own 
knowledge base and then we put our hand up to say that we're a Maori . 

provider, "Can we get some?" (Tamihere, 1 996, pp 6-7) . 

These early in itiatives were funded entirely from their own money, differentiating 
them, they believe, from other Maori providers who secured funding by virtue of 

their iwi status . 

Wai Health used the accumulated cash reserves to invest around $250,000 in health in 
1 992/93 so that they could also be el igible to benefit from opportunities in the health 
reforms (Tamihere, 1 996) . In contrast to other prov iders they believe, they establ ished 
themselves in the new Maori health provider marketplace in 1 992 . 

That [we] are there on the basis of our own pinga's, lock, stock and barrel 
. . .  without [a] significant handout mental ity and w ithout any pol itical 
support of some significance (Tamihere, 1 996, p9) . 

They also saw the local CHE, Waitemata Health, as an ineffective answer to Maori 

health, tying up valuable Maori health resources estimated at around $ 1  million through 
their Maori health unit and treating those who are already ill. However, Tamihere does 

concede that they were good at thei r  core business of secondary and tertiary serv ices. 
I 'bel ieve that secondary, tertiary services they' re good at and the reforms 
meant that you should be looking at what you ' re very good at in terms of 
our core trad ing activi ties (Tamihere, 1 996, p 12) .  
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The Trust secured a contract in 1 993 and began their health service in 1 994. Their 
contract has been continuously ' rolled over' like all other Maori primary healthcare 
providers, without adjustment price for inflation. The manager explains, 

This has grown each year and the funding has not increased until our third 
year of review (October 1 997) when after lengthy negotiations the HFA 
refused to increase our funding although we had reported our cl ient base 
increasing to approximately 9000 cl ients. We walked out of the 
negotiations threatening legal action and invited an audit team out of the 
HFA to check over our numbers if that was what was caus ing concern. 
At some stage the HF A had indicated that their information showed that 
Wai Health had 1200 cl ients . Sometime later the HFA did take up the 
offer to audit our numbers and subsequently confirmed the numbers in the 
vicinity of 8000. Funding was increased to increase the doctors from 2.5 
to 4.5, the nurses from 4 to 7 ,  the addition of a cl inical manager and 
operating expenditure (Ratahi, 1 997) . 

Wai Health employed six community heal th workers and provides services to a pre­
dominantly lower socio-economic group with the poorest health outcomes. Th is tends to 
be a young population. Thtee-quarters of their cl ients are · community cardholders, 
"suggesting a large number of beneficiary, low-income people . . .  85% of them are 
Maori, 1 5% of them are non-Maori" (Tamihere, 1 996, p19) .  

Table 16  Percentage of Patients' Ages Wai Health 1 998 

Under 1 6  years 44% 
Over 1 6  years 56% 
Source: Ratahi interview. 1 998 

Their contract was capitated (in 1 998) for an agreed population of 8000. The frustration  
expressed by this provider about the continual rol l  over of contract funding is shared with 
other primary healthcare prov iders such as Independent Practitioner Associations who 
also have disputes with the purchaser / funder over numbers of registered patients . The 
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lack of confidence- in registration numbers stems from a history of poor information 
technology appl ication within the sector, l eading to dupl ications and being funded twice 
for the same thing, inadequate targeting of health service to need. 

Te Puea Marae Health Clinic 

Te Puea Marae Health Cl inic is an iwi-based primary healthcare provider. It has a 
number of sites and operates an extensive network of health c l in ics and health promotion 
programmes based in various tribal marae. This Case Study is based on a marae in South 
Auckland c lose to a major arterial route. It has a c lose working relationship w ith a 
MAPO, and an extensive network of 'providers in primary healthcare, publ ic health and 
even some secondary care services . 

Te Puea Marae Health C l inic 's  C l inic is focused around personal healthcare. It has a 
community outreach serv ice that undertakes health promotion type work. It is, "one of 
six p�imary heal th serv ices under the Owi] provider organisation." (North Heal th ,  1 997c) . 

Like other Maori healthcare providers, Te Puea Marae Health C li nic has an extended 
primary health serv ice with community education, with their community health worker 
playing a key role in negotiating between the provider and tribal community, MAPO and 
purchaser. 

The providers in this network have a high profi le within their community in South 
Auckland and have an intimate relationship with their MAPO. This iwi has a wel l ­
developed infrastructure that enabled it to respond to changes and opportunities from the 
earl iest period of the health reforms. It was able  to quick ly  capital ise on these 
opportun ities, employing pol icy analysts, managers and other staff who had been in key 
pos itions w ith the Purchaser during the period of implementation of the health reforms 
between 1 991 and 1 993. 

The Provider has an intimate rel ationsh ip with the tribal umbre l la  health organisation.  
This relat ionship has changed over time with the establ ishment of MAPO and 
clarification of respective purchas ing / funding and service prov ision roles requir ing 

268 



shifts wi th the umbrella organisation. Prior to MAPO the umbrella organisation 

effectively acted as the co-purchaser until the formal establishment of the MAPO. 

Relationships between the umbrella organisation, MAPO and Te Puea Marae Health 

Cl inic have remained close over the period of estab lishment until the present. This can 

be explained in part because of the historical significance of this marae to this iwi, and 

also by the involvement of key personnel from the provider in iwi business. No figures 

were available to the researcher on numbers of registered patients, ethnicity or socio­

economic background of patients for Te Puea Marae Health Clinic, although personal 

communication suggests registered patient numbers were approximately the same as 

other Maori primary health providers at around 2000 to 25000 patients in 1 997. 

Te Pu na Hauora 

Te Puna Hauora is a Maori primary healthcare provider located in North Auckland. The 

provider was estab lished in April 1995 with a contract from North Health. They service a 

diverse socio-economic community with �xtremes in wealth and pockets of poverty. 

They are located on a multi-cultural marae site in offices that have been adapted for 

primary healthcare use. The original purpose of this space was office space for the 

marae. 

Primary health services are provided to anyone wanting to use the serv ice. Patients are 

encouraged to register, but are not pushed. 2,800 patients were registered in September 

1 998, although registrations increased at a rate of 80 to 1 00 per month as the clinic 

advertised its services . Ethnicity is diverse among this registered population (see Table 

below) . The age group was mixed from very young to very old. 

The clinic changed its name in 1996 to better reflect the area serviced by its Health 

Centre and to separate the Centre more clearly from the marae. It was awarded a prize 

for qual ity in primary health care in 1996 from North Health, as an acknowledgement of 

its staffs achievements in primary healthcare. In 1 998, it was the first Maori primary 

provider to systematical ly plan for a quality of serv ice accreditation or best practice 

model. 
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During the establ ishment phase of the Health Centre, there were ongoing d ifficulties in  
the relationship with the marae, including disputes over how the financial accountabi l i ties 
and resources would flow between the marae and cl inic. These were effectively resolved 
with the Centre ' s  expansion that incorporated running aspects of marae operations, 
thereby taking over some financial responsibi l ity for marae facil ities according to their 
expanding service needs . Such an arrangement suited both parties. 

The target was for around 4000 registered cl ients by the year 2000 (Marsden, 1 996) . 
During the period 1995 to 1 998 their contract has changed not just with the funder, but 
also with the original contractor (the marae) . 

Te Puna Hauora was ass igned a contract by Awataha marae [ in] Apri l 
1 997. [Its] contract [was for] 2 years unti l Apri l 99. [It] has evol ved into 
an internal LC.O. [and is] heading for comprehensive serv ices (Marsden, 
1 996) . 

Te Puna Hauora's patient population were predominantly community cardholders 1 7  

(around 70%). They are also ethnical ly diverse although most were o f  Maori ethnicity.  

Table 17  Ethnicity of Patients Te Puna Hauora (September 1 998) 

Maori 74% 
Pacific Is lands 14% 
Pakeha 1 0% 
Other 2% 
Source: Marsden. i nterview, 1 998 

O rakei Health Centre 

O rakei Health Centre is a tribal ly  based primary healthcare provider located in Central 
Auckland: It is placed adjacent to a traditional marae and owned by an iwi who have a 
leading role in  Maori politics i n  Auckland. They service an extremely diverse socio-

1 7  Community cards are available as a form of government subsidy for those on low incomes to enable 

them to access higher subsidies for social services such as health. 
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economic population with extremes in wealth and poverty. Most of their patients are 
Maori, but l ike all other Maori providers, they provide a health service to anyone who 
registers with them. They have a close working relationship with Te Puna Hauora, which 
includes offering advice and support to each other. They also participate occas ionally in 
joint train ing sessions. Their site is purpose built as a primary healthcare cl inic. 

The legal entity for the health prov ider is an extension of the marae Trust Board. The 
Health Centre Trust Board was initially appointed by the marae Trust Board. The 
Centres Trust Board appointed a Cl inic Manager to run the service (North Health, 1 997d, 
p8) . The provider has numerous external and internal relationships including with the 
marae social services, other health providers and other Maori organisations (North 
Health, 1 997d, p9) . Like all the other Maori providers, they operate a Well Child Care 
programme necessitating preventive primary health checks with chi ldren. Staffing is 
comprised as follows, 

S ix staff are employed: 2 clerical administrators, 2 practice nurses, an 
independent midwife, a clinic / service manager and a doctor (North 
Health, 1 997d, p 5) . 

Table 1 8  Percentage Ethnicity of Patients for Orakei Health Centre 

Et Maori Pakeha Pacific Is. Other 

96. 1 80. 1  8 .3 5 .8 2.0 
Source: Peter Crampton, National Health Committee Report, Third Sector Primary Health Care, 

1 999, p25. 

Other Case Studies 

These two case studies are dealt with separately in a brief Chapter 1 0, as they are 
different from these four Case Studies and from each other since they originate from 
different North Health strategies and are sited in secondary and tertiary services or as a 
consultancy service. They wil l  be discussed within the context of other Miiori health 
providers and structures that arose as a result of the health reforms such as Hapai Te 
Hauora and Ngangaru . 
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Maori Health Providers: New Expertise, New. Challenges 

Maori providers brought many new skills into the health sector including an intimate 
knowledge - of their l ocal communities , wider social commitments through joint 
programmes with iwi and other community organisations, experience with health 
promotion activities, cultural expertise including appropriate use of te reo and tikanga 
within the health sector, and a strong commitment to making positive Maori health gains. 
Part of this new expertise in health also stemmed from the more systemic view of Maori 
with 'respect to health. 

Tribal Owj) authorities were in a position to bring fresh approaches to 
health. Sectoral divisions (for example heal th, education, welfare, 
housing) often imposed barriers to integrated development. Iwi 
development on the other hand retained close l inks between social and 
economic pol icy areas and between the vario'us social policy sectors . . .  In 
the Maori development model, sharp distinctions between different social 
or economic activities were not drawn; nor were they separated from a 
cultural context (Durie, 1 998c, p 1 54) . 

There was also rapid learning about new roles, al though a h igh turnover in management 
staff amongst some providers h ighl ighted the high demands placed on these positions 
during the early years between 1 993 and 1 996 of provider establ ishment. Shortages in 
Maori clinical and management expertise led to educational institutions attempting to 
increase recruitment of Maori into medical and nursing programmes through innovative 
new programmes such as the Health Sciences course at Auckland Medical School . 
Maori health providers also gave many Maori opportunitie� to learn new skills in these 
new health provider env ironments , including in roles such as governance, management, 
negotiation, l iaising with other health professionals and health education such as with 
nutrition and anti-smoking campaigns. Such expertise would have inevitable  spin-offs 
for other non-health services promoted by iwi Maori organ isations. 

Despite this experience, there were shortcomings in this expertise that needed to be 
addressed through long-term workforce development strategies and through strategic 
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al l iances with other providers, thereby al lowing Maori to expand the c linical and business 
skills available to Maori providers. Furthermore, this kind of col laboration increased the 
l ikelihood of transparent quality of care systems that protected Maori c lients. 

North Health needed Maori providers who would succeed in the reforms, but they also 
needed their priority health need areas addressed. Addressing these needs was hampered 
by the different stages of development of Maori providers. 

Structural ly we needed robust, sound business organisations with 
competent health professionals and that we would focus on the qual ity of 
trying to get those services establ ished. There is a whole number of 
things to do and l ike establ ishing; I guess the basic business practices that 
you have in a small business. We looked at i t  [as] trying to estab l ish  a 
sma l l  business . Then we looked at recruitment, selection and recruitment 
of staff, of professional staff (Te Pania Palmer interview, 23 April 1 997, p 
9) . 
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North Health 's  strategies for Mao'ri health - increased Maori participation, Maori provider 
development, and mainstream enhancement - were based on ways of conceptual is ing 
strategies for Maori health development identified in a paper for North Health by Durie 
and Doherty in 1 993 18. These goals related to socio-economic advancement, Maori self­
determination in health matters, and · a more responsive heal th sector. Attempts were 
made to incorporate these goals in subsequent policies at national and regional levels 
throughout the reformed health sector. They reflected the beginn ing of an interest in 
socio-economic advancement advocated by Duriel9 and also self-determination for Maori 
in the health sector20. 

Any evaluation of the success of these North Health strategies has tended to focus on  the 
increase in numbers of Maori health providers rather than on evidence of quali tat ive 
improvements in health gains. The reason for this is in part the lack of adequate 
information captured coupled with inadequate measures to determine the success of these 
measures. This was not unique to Maori providers. Indeed, North Health Maori Health 
staff stated that Maori providers were more systematic and comprehensive in respect of 
health information captured and given to the funder, than other prov iders, including very 
large providers such as CHEs. Even by 1 999, many hospital serv ices did not have 
accurate information on the numbers of Maori staff and patients, complicated no doubt by 
the variation in institutional practice in recording ethnic data and the added difficulty of 
incons istencies in official recording of data amongst government agencies. 

The reforms were premised in part on increas ing individual choice for health consumers 
in the use of services. A major assumption of the reforms was that Maori patients would 
use those prov iders who better met their needs by providing a more ' appropriate ' service. 
Appropriateness would include the fol lowing factors: being visibly Maori (located on 

18  M.H. Durie and G. Doherty, 1 993, Policies for the Advancement of M(�,:)ri Health, Northern Regional 

Health Authority, Auckland. 

1 9  See Te Rerenga Hauora by Cunningham and Durie for discussion of these goals developed more fully 

during the 1 990s in Health and Society, Davis & Dew (Eds), Oxford University Press, 1 999, p235-254. 

20 See Durie, M:ori Participation in a Reformed Health System, Health Manager Journal ,  September 1 996. 
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marae or similar ' Maori' environment, Maori staff, signs in Te Reo Maori, recognition of 

whanau as part of the healing process, and involvement with local Maori community) ; 

being cheap (many rely on koha or smal l  co-payment charges) ; and operating under 
kaupapa Maori (although this remains undefined, it could include things such as Maori 

ownership of the provider, more consensus decision-making, involvement of kuia I 

Kaumatua in the service and in governance, expectation of community involvement in 

governance) , amongst others. Many themes would emerge through this research 
identifying elements in common with all Maori providers, particularly those providing 

primary health care. These themes include a commitment to tino rangatiratanga for 
Maori, adaptiveness, innovation, quality of service, workforce development, kaupapa 

Maori service, collaborative efforts and relationships with other providers. Maori 

providers tended to organise around a primary care team strategy, rather than relying on a 
single practitioner approach common to most General Practice services. 

North Health 's Main Strategy: Independent Miiori Providers (By Miiori 
for Miiori Providers) 
The major strategy pursued by North Health was the development of independent (by 
Maori for Maori) Maori health providers. These were established because of an 

assumption that existing healthcare providers were not taking sufficient cognisance of 
Maori health needs and prioritising these, despite the overwhelming evidence concerning 

the disproportionate burden of Maori i llness and premature death. Maori and low income 

New Zealanders uti l ise primary health services less frequently than other New Zealanders 
(Malcolm, 1 996) . There were also assumptions made by funders that access to primary 
care for Maori patients was blocked because of financial and cultural factors. Maori are 

over represented amongst low income New Zealanders and this may l imit their use of 
primary health services because of the cost of using these serv ices . This cost includes not 
just the consultation co-payment charged by the GP, but also the prescription costs for 
those not covered by the community services card subsidy and possible transportation 
difficul ties to attend cl inics . 
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The Growth Of Mood Health Providers 
By 1 998 North Health had 32  Maori providers within its region, out of a total of  j ust over 
200 nationally. This compared with around 3 0  Maori providers nationally in 1 993 
(Ministry of Health, 1 997) . Most of these had been establ ished between 1 993 and 1 995. 
Despite frustrations with the contracting process while North Health 's overal l  strategy 
was being worked out, many of the frustrations reported by Maori providers reflected 
concerns in c,ommon with other mainstream providers who were dealing with other 
service teams in North Health. These frustrations included a lack of clarity around the 
nature of the contract early in the negotiations process (that is that both sides were 
learning by doing) , the length of time it took to - get responses to queries from North 
Health, and whether or not you were in the favoured group and therefore e l igible for 
contracts. Those favoured were identified as a priority group in North Heal th ' s, Grand 
Vision and included criteria of previous track record in social serv ice del ivery and 
credibil ity within their specific communities. 

Rangatiratanga Maori Control And Ownership 
An important impetus to the emphasis on rangatiratanga in health (and other areas) for 
Maori was the recognition that, 

Maori have a right to good health and to quality of life not because of 
government charity but because Maori rights to shape and influence the 
pol icies and pol itics of New Zealand were never extinguished under the 
Treaty of Waitangi (Lawson-Te Aho et a l . ,  1 999, p 78) . 

Thus Maori rights to good health are guaranteed under the Treaty and furthermore, Maori 
perceive that rangatiratanga was an essential ingredient for judging the success of health 
initiatives. This latter is because rangatiratanga is an essential ingredient of Maori 
development, which is so integral to Maori health and well-being (Durie, 1 998c) . Maori 
ownership and control of health initiatives was viewed by all Maori interviewed for this 
research, as an important sign of goodwi l l  and success for the health reforms. This 
applied particularly during t he early phases of the 1 990s health reforms when Maori 
goodwil l  was required to secure buy-in to the health reforms by establishing Maori health 
prov iders . 
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A core expreSSlon of rangatiratanga for Maori health was in the degree of Maori 
ownership and control over health services, and further, in the degree of Maori 
participation in purchasing, planning, del ivering and monitoring of such services. 
Cunn ingham and Durie ( 1999) describe this as, "underlying issues of objectives, context, 
contro l ,  management, and access" (Durie, 1 999, p 247) . Certainly one of the objectives 
of the health reforms was greater Maori participation in the health sector. 

There were a number of objectives I think on the reforms. For Maori i t  
was to create an environment where they could participate far more 
extens ively than what they had traditionally done, through the Area Health 
Boards (Maniapoto, 1 996, p 2) . 

While support for Maori ownership and control remains constant over time, there are 
questions emerging about the evidence for judging the success of these health providers 
(Lawson-Te Aho et a l . ,  1 999) . 

A more objective assessment is required when considering health outcomes, such as l i fe 
expectancy and smoking rates, that nearly a decade of health reforms have had on Maori 
health. What is required therefore is evidence of improved health outcomes despite the 
inherent l imitations currently within the heal th sector for being able to identify these. 
Critical ly ,  this also involves a rigorous appraisal of existing and past health strategies and 
how they h ave h ad an impact on Maori health. 

Any Maori health development strategy should  be open to critique if i t  is  
to achieve the best outcomes for Maori health . . .  funding management 
impacts directly on service provision and therefore, on Maori health. 
There are significantly greater issues than the politics of Maori health 
strategy design. These are big picture issues about the relative pos ition of 
Maori in New Zealand society and the causes of Maori i l lness and 
deprivation. These issue[s] wi l l  always impact on any strategy that the 
HFA (Health Funding Authority, ) designs (Lawson-Te Aho et al., 1 999, p 
8 1 ) .  
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Such an analysis includes a thorough understanding of the context within which this 
development strategy and critique occurs, along with a consideration of the evidence of 
the outcomes of such strategies. The l ink between rangatiratanga and governance wi l l  be 
examined more ful ly later in the Chapter. 

Hauora 
The philosophical orientation towards wel lness amongst Maori health providers is a 
common theme emerging from the l i terature and this research. Each of the Maori 
providers interviewed had an expressed commitment to Hauora Maori. It was sometimes 
difficult however, to identify what this specifical l y  meant because it seemed to 
encompass doing whatever was needed by the cl ient to address their health needs . 
Specifical ly, hauora seemed to emphasise relationships between health profess ionals, 
al l ied professionals, and patients and their whanau. 

This orientation toward hauora can be seen in the way in which Maori servIces are 
configured, the emphasis on assisting those in most need, i rrespective of abi l i ty to pay 
and the strong community development and health promotion orientation of Maori 
providers. While budget-holding or capitated funding allowed Maori providers greater 
flex ibi l ity in responding to low socio-economic patients, they also had a phi losophical 
orientation that promoted intervention with these patients and viewed them as their  target 
group. 

The difficulty for health services was in untangl ing those aspects that could properly be 
under their control and those aspects that are influenced by socio-economic determinants 
for health. There is a possibility of providing a wide range of social services to Maori 
patients via the health service (for example transportation, advice on income support 
from government, ACC entitlements) that are tangential to health services but important 
for wel l -being. This poses potential difficulties for ,unders of such serv ices . In the 
1 990s reforms the purchaser I funders approach was to treat these social e lements of the 
service as an essential component of a Maori service because it  enabled access to occur 
for Maori patients. There was also wide acceptance of h auora as being a more 
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encompassing definition of health, s imi lar to the concept incorporated in the Ottawa 
Charter. This broader definition faci l i tated more general ized responses in health services 
for Maori patients. 

Commitment to Miiori Development 
Maori health providers viewed health services as an integral part of Maori development, 
and visa versa, development was considered an essential part of health. This was for two 
reasons, firstly, because Maori need to be healthy to participate i n  their culture and 
society, and secondly, because health services are an expression of Maori self­
detennination. Thus Maori providers needed to prove their ability to provide complex 
services to their own population in areas of high health need in order to gain credib i l i ty 
for further serv ices. 

Maori community health workers had a key role in promoting healthy l ifestyles, l iaising 
with other agencies around Maori clients and explaining medication regimes to ensure 
compl iance. They became. the anns and legs of the Maori health provider, with an 
ongoing presence ins ide their communities. They also raised the profile of the prov ider 
by attending hui at the marae, at iwi events, and at community events . The practice of 
community workers is examined in more depth later. 

Involvement with Marae 
Involvement with marae was another distinguishing feature of Maori health providers 
that emerged from the research. However, this relationship was not without major 
problems for health providers. Maori politics centre on their marae and these therefore 
become the s i te of many political debates and struggles. The establ i shment of Maori 
health providers required Marae Trust Boards to behave differently, sometimes 
recognising that they lacked the specialist knowledge necessary to run a health serv ice 
and would need to bring this expertise 'on board ' .  

Substantial differences were also apparent between the two iwi providers and between the 
two pan-tribal Maori providers in the research. One iwi provider h ad a number of 
services throughout the area creating a network of l inked marae c l inics . The other 
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essential ly had one main cl inic that operated on thei r central maf(�e. This became the 
locus of primary health for their Auckland. population. a l though their  iwi had expanded to 
their boundary with a publ ic health provider. S imi larly ,  one pan-tribal prov ider had 
developed an extensive network of c l in ics throughout their community through various 
al l iances with other health professional s  and with non-Maori agencies, while the other 
was central ised on one site with a network of relationsh ips out from that s i te. A l l  enjoyed 
an essential rel ationship with at least one marae, or a network of marae w ithin their area. 
Personnel were often in common to both marae Trust Boards and Heal th Trust Boards 
during the early phases of establ ishment for providers ,  but this membership would 
gradual ly change during the consol idation of the Health Centre. Notably ,  more 
experienced managers, c l in icians and health sector people would come on to these 
Boards lending greater credibi l i ty to the activities of the provider. 

Barriers to Access 
Two underlying assumptions that drove the development of health strategies in North 
Health which promoted by Maori for Maori providers were the perception that Maori 
under-uti l ised GP serv ices and that financial and cultural barriers prevented access by 
Maori to GP services. These assumptions made about low uti l isation provided the 
strongest rationale for the creation of by Maori for Maori health providers. B arriers to 
access were identified as arising from service costs, communication difficulties, distance 
and transportation difficulties, lack of choice and cultural factors (Cunningham & Taite, 
1 997; Durie, 1995) .  

North Health also had evidence of  an  unequal geographical distribution of  GPs w ithin 
Auckland. Such an unequal spread of doctors was seen as contributing to possib le 
inaccessibi l ity to primary care with h igh need populations. Furthermore, there appeared 
to be no relationship between health need and this d istribution of doctors . Those areas 
with high health need had fewer doctors, while those with low hea lth need had more 
doctors. 
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Table 19  General Practitioners By Population Per Auckland District 

District GP FfE Population GPs/100,OOO Pop/ GP 

Auckland Central 399 377,900 1 06 950 

North
" 
Shore & Rodney 2 1 2  258,000 82.5 1 ,2 1 5  

South Auckland & Otahuhu 285 382,000 75 1 ,340 

Waitakere 1 05 1 73,349 6 1  1 ,65 1 

Source: Medical Council ,  The New Zealand Medical Workforce 1 998, Medical Council May 1 999. 

Maori live disproportionately in South and West Auckland and these are the areas that are 
most poorly serviced by GPs with an average of 75 GPs per 1 00,000 in South Auckland 
and Otahuhu and 6 1  GPs per 100,000 in Waitakere City. Maori are over-represented in 
lower-socio economic groups based on NZDep (a model of socio-economic deprivation 
for New Zealand used to identify areas of h igh need according to key indicators such as 
income, employment, access to a car and other similar factors) . Areas with this 
population profile therefore have h igher health needs. While Maori national ly visit GPs 
more frequently than non-Maori, they have higher health needs and when GP utilisation 
is adjusted for this heal th need, then they can be considered to under-uti l ise GP services 
(Scott, Ministry of Health, personal communication, November 1 999) . 

In addition, the experience of exclusion for Maori under the previous health system and 
the historical suppression of Maori health perspectives added weight to the creation of by 
Maori for Maori health providers. Such patterns of alienation of Maori as an indigenous 
population originate in colonial experiences shared in common with other peoples 
(Kunitz, 1 994; World Health Organization, 2000) . 

Penney ' s  earl ier comments about the Tohunga Suppression Act reflect a common bel ief 
among Maori, namely that this Act was an expression of European imperialism and a 
direct attempt to suppress Maori practices and knowledge. This view is historically  
misleading because it ignores the promotion of the Act by Maori MPs and health 
advocates at the time who were keen to eliminate unhygienic practices in Maori v i llages, 
promote sanitary conditions and rid Maori communities of charl atans such as those self­
identified Tohunga who practiced a form of new spiritual ism mixed with traditional 
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Maori medicine (Belgra ve, 1 985). The effect of the Act however was to suppress Maori 
practices and knowledge and therefore i t  did have an assimilationist effect on Maori 
society. Noticeably, the Act was not repealed until 1 962 (Dow, 1 995, p 235) . 

The 1 990s health reforms increased the participation of Maori within the health sector as 
owners of services, as workers within heal th services, and also offered greater choice to 
Maori patients, al l of which were consistent with the principle of rangatiratanga. This 
greater choice offered to individual Maori patients may h ave given them greater access to 
affordable primary health care but it a lso gave the purchaser more leverage in contract 
negotiations because the purchaser was now able to compare the performance of Maori 
providers with non-Maori providers. The presence of Maori providers allowed North 
Health to threaten to remove services from one provider to another. Sharon. Shea 
i l lustrates this point when theoretica l ly  considering how her thinking might be swayed as 
a Maori health consumer. 

From an economic perspective, we can say that we are not getting value 
for money here. Let 's  put our money elsewhere. Nothing that they have 
done over the last year has improved my health status, so where should I 
put my money? (Shea, 1 997a, p 4) . 

Such increased choice is a key ingredient of the contestab le market envisaged in the early 
1 990s health reforms and is therefore consistent with the ideas of neo-l iberal government 
pol icy. 

The threat to terminate contracts did not occur however for either mainstream or Maori 
providers . Instead a more incremental approach was adopted wherein resources were 
real located at the margins of health expenditure or real located within portfol io areas. The 
reasons for this more incremental approach are many and varied. They include the 
pol itical leverage exercised by large mainstream providers such as CHE with the publ ic, 
and therefore with pol iticians; the inability of Maori providers to provide some of the 
services either because of technical, medical or equipment constraints; or because of 
geographical constraints . Al l  of these factors identified for non-termination of contracts 
carried high risks that were poli tical l y  unacceptable and were therefore not implemented. 
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The strategy adopted by Maori health providers to increase revenues was an increase in  
contract price funded through an  extens ion i n  the range of serv ices offered. These 
services were in addition to their core general practice services . Thus the addition of 
gynecological and antenatal dinics, pediatric cl inics, diabetes c l in ics, health promotion 
programmes such as keep fit classes and other services, are a reflection of this strategy. 
These extended the original roles of health workers, a lthough they were clearly a l igned, 
and included an increased range and special isation in medical care. 

From around 1 997 there was an increased emphasis on col laboration between Maori 
. health providers, but also notably between non-Maori health providers and Maori health 

providers, in the formation of strategic al l iances. This period fol l owed the early health 
reforms when Maori providers had gained a considerable degree of experience and 
confidence, and when competition was being downplayed within the heal th sector 
fol lowing the Coalition government of N at ional and New Zealand F irst. Thus Maori 
providers formed c l inics with CHEs, local GP networks through IPAs and with other 
local health serv ices and services such as Plunket. These relationships w i l l  be examined 
in greater depth in Chapter Eleven. 

Evidence of under-utilisation of primary care by Maori is also seen in access to hospital 
services in Auckland. A study done at South Auckland Health by Jackson ( 1999) and 
another carried out for Waitemata Health by Vaithianathan and Mutch (2000) (Jackson, 
1 999; Vai thianathan & Mutch, 2000) found that despite h igher Maori morbidity, 
discharge rates and resource use in South Auckland and West Auckland appear l ower 
than non-Maori . This could be due to undercounting and misal location in the hospital 
data, or it could be due to genuine access problem of Maori not seeking or not being 
referred to the help they need. 

Contracting 
Contracts became the major mechanism for specify ing work between purchasers and 
providers .  This orientation towards legal istic and contractual mechanisms is a direct 
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reflection of the health reforms (Ashton, 1 998), and wider publ ic pol icy reforms 
consistent with neo-l iberal pol icy. Early contracts reflected the inexperience of the 
purchaser in that they were · extremely mechanistic. Later contracts would be more 
relational and process-oriented reflecting learning by the purchaser during the years 
between 1 993 and 1 997. l-!owever, contracts were by their nature broad and while 
clauses about performance expectations of both parties were present, they were rarely, if 
ever enacted. 

A Hauora Maori schedule attached to all contracts in North Health was amended to 
incorporate more directives in respect of Maori health after a period of trial, but the 
failure to evaluate providers regularly or carry out the threats made some of these 
mechanisms for accountability to Maori health gain somewhat hollow because of 
inadequate enforcement and evaluation regimes. 

North Health invested cons iderably in an approach that needed to demonstrate success. 
MHDD therefore adopted a more mentoring approach with Maori providers to address 
' i ssues' identified in their quarterly reports or by word of mouth amongst Maori 
prov iders. This included the use of consultants and joint training through North Heal th 
or MAPO or through other providers. No Maori health provider contracts were 
withdrawn however between 1 993 and 1 997 because such a withdrawal would be clearly 
viewed as a fai lure and might have jeopardised the Maori provider development strategy. 
North Health chose their 'winners' in Maori health provision, and then supported them 
(within certain constraints) to deliver their contracts. This gave them the ' runs on the 
board ' needed within the purchaser (Cooper, 1 997; Shea, 1 997b) . 

Ironica l ly  such an approach was intended to min imise the worst excesses of the new 
contestable health env ironment where competition and mistrust were commonplace 
among providers . Rather, North Health ' s  approach was more cons istent with a 
community development approach with Maori communities identified and funded to 
work w ithin their areas . Such an approach was a pragmatic approach needed to make 
their strategies work. 
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Each of these phase� of development of Maori providers contained different pressures. 
For many providers the emphasis during the contracting stage was in prov ing their 
credibi l ity to the . RHA. This required a cons ideration of their track record in social 
services provision and their credibility among the Maori community within their region. 
The next stage of establ ishme!1t was concerned w ith establ ishing bas ic systems, 
employing staff, and practical matters such as locating their service (usua l ly  at a marae) , 
establ ishing boards, networking with marae committees, iwi authorities or corporate 
bodies of their governing Maori organisation. Reports to the RHA reflected a 
preoccupation with complying with contractual responsibi l i ties. Most providers 
complained of short contract timeframes with annual contracts that required extensive re­
negotiation every year. This was extended to b i-annual and three yearly contract� by the 
late 1 990s. 

Transitional Assistance Grants 
Funding for development and capital investment was made available to Maori providers 
through two main sources of additional Vote Health spending - TAGs (Trans itional 
Assistance Grants) and Maori Provider Development Service Funds (MPDS). TAGs 
became available in 1 995, whi le MPDS became available from 1 997 . TAGs were grants 
for training and development with most monies granted for the purchase of properties, 

. equipment. North Health invested heav i ly  through TAGs funding in establ ishing new 
Maori providers. It shared this i nvestment jointly with the Ministry of Health and both 
organisations were involved in deciding who would receive such funds. MHDD 
expl icitly supported ' their' providers (that is those that held an MHDD contract) because 
otherwise the financial barriers to entry of the health market would have been too great 
for these new Maori providers and thus would have prevented them from competing with 
other providers for contracts. These funds were significant and may wel l have appeared 
as a ' lo l ly scramble '  for the brief period in which they were avai lable.  

Some providers benefited considerably more than others, and only those with contracts 
were el igible for consideration. These funds were a grant and prov iders became 
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accountable for ensuring they were spent according to proposals. It would be 1 997 
before these grants were evaluated to ensure compl iance with original proposals (that is 
that the properties, equipment and training proposed had taken place) . Few 
discrepancies were found during the evaluations of these providers between what was 
appl ied for and purchased with the monies. There were some recommendations for 
improvement of systems or security in these reports prepared by an independent 
consu l tant (Muir, 1 997a; Muir, 1 997b) . 

Despite these financial advantages, Maori providers had difficulty securing and 
operational is ing contracts. Much of this early difficul ty ( 1993-95) was attributed to the 
embryonic nature of the organi sations (RHAs and prov iders) and the need to work out 
their strategies and policies. Being amongst the first of the new Maori providers was 
important as one provider explained. 

First cabs off the rank, very important, and so, in the re-marshal l ing of the 
health reforms,  the old boys network stole a s ign ificant march (Tamihere, 
1 996, p 4) . 

MHDD admitted that i t  picked "winners and losers", and that those Maori providers who 
secured contracts in the early days ( 1 994- 1 995) would benefit from having gone through 
the learning curve of being a Maori health provider. MHDD chose providers for a 

number of reasons including a pol itical resonance with their grand v ision of tino 
rangatiratanga and mana whenua. Such moves were wide ly interpreted by those on the 
outer of these machinations as the 'old boys network ' .  Other factors for selection 
included the track record and infrastructure capabi l ity of  potential providers , their 
network and l ikely population profi le and whether another provider had been identified 
within that geographical area. 

Miiori Provider Development Services Funding 
The Maori Provider Development Scheme was a key government strategy announced in  
the 1 997 budget and reiterated in  a letter from the Minister of Health, Hon. Bi l l  Engl ish 
to the RHAs on 13 October 1 997 (Engl ish & Delamere, 1 997) , which stated that, 
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The Maori Provider Development Scheme i s  designed to accelerate the 
development of the Maori health and disabil ity workforce, as wel l  as 
Maori providers . This dual focus wil l  enable Maori providers to more 
effectively del iver quality health services to Maori, so improving the 
health and wel l  being of Maori . . .  The Maori Provider Development 
Scheme was fi rst announced in this year 's Budget. Funding for the 
scheme is $6.7 m (excluding GST) in the 1 997-98 financial year 
Funding has been committed for the two fol lowing years (Engl ish & 

Delamere, 1 997) . 

Priori ties for funding were identified as these items . 
o Maori health scholarships, 
o Provider assistance, 
o Workforce and service development p i lots ; and, 
o Best practice and procedure models. 

The tendering process was contracted to Ernst Young on behalf ot the RHAs and MOH, 
and subsequent contracts would be monitored by MOH. Some grants were considerable  
for example an  IT project for $25 mi l l ion funded by Central Health . 

Capacity of MOori Health Providers 
With a few notable exceptions, Maori were inexperienced in health service provision by 
the start of the health reforms. Where existing health initiatives did exist such as with 
Tainui in Huntly. they were relatively isolated and existed in the absence of a 
comprehensive framework of pol icy or resources to support them. 

Concern was expressed about the ability of Maori providers to be good employers, and 
staff turnover for many Maori providers (both c linical and administrative) remained high. 
The last phase during the late 1 990s witnessed an expansion in many services, and an 
emerging interest in qual ity considerations beyond simpl istic consumer satisfaction 
surveys. Such surveys provided the only qual i tat ive assessment of Maori services. 
Piecemeal attempts were made by the RHAs to address concern about Maori provider 
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service quality, by employing consultants, offering advice and support directly by Maori 
staff of RHAs to Maori providers, or providing access to training. 

MOori Provider Size 
The size of Maori health providers in  this research extends from small with contracts of a 
around $50,000, to large with a contract, for example, of around $1  mi l l ion over three 
years . The average budget however is in the hundreds of thousands, w ith increases in  
contract prices related to an expansion in  the range of services offered by Maori providers 
rather than by increases in the contract price per se. 

S ince contracts were paid to Maori primary health providers on the basis of registered 
population size the enrolment and ' registration ' of patients, as well as their health need 
status, became important to providers .  The average s ize of the providers became larger 
than most other primary health prov iders within a few years of their establ ishment. One 
Maori Provider claimed to have as m any as 9,000 registered patients by the end of 1 997 
(Ratahi ,  1 997) with five ful l  time doctors. Another claimed to have 2,500 registered 
patients by 1 998 with numbers increasing by around 40 per month fol lowing an active 
recruitment campaign by the prov ider (Marsden, 1 998b) . 

These recruitment campaigns took one major form, namely the use of their networks to 
encourage patients to use their serv ice. The low cost of doctor consultations, the wide 
range of services, prov is ion of support services such as transportation, community 
outreach and health education, along with cultural appropriateness were promoted as 
attractions to potential patients with in these networks. These networks included iwi hui 
at various marae, word-of-mouth, local community newspapers and al l iances with local 
GPs and Union Health Centres. 

The average size of Auckland GP practices (per GP) was around 1200- 1 500 patients, 
which compared favourably with the rest of country which had average practices of fewer 
patients (Stone, President GP Association, personal communication November 1 997) . 
Thus Maori providers had larger practices per GP on average than other GP practices 
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within a short period of establishment. Such figures are open to question however, s ince 
there is no guarantee that dupl ications of patient numbers across practices does not occur. 
Patient contact is d ifficult to measure despite payment of GMS to GPs because of the 
ineffectiveness of information technology in the New Zealand health sector. In 
short,Maori can not be absolutely confident about the figures, but the trends point to 
s l ighter larger practice numbers in  Auckland because of population size and faster and 
l arger growth of patient s izes among Maori providers because of their active marketing 
and other attractive benefits . 

The use of Community Service Cards by patients was used by researchers, North Health 
and Maori providers as a de facto proxy measure for health need based on socio­
economic deprivation. Ethnicity is also used as a proxy for socio-economic need, which 
in turn i s  used as a proxy for h igh health need. A l l  Maori health providers reported 
around 80% of their patients as of Maori ethnicity. For example, a Maori provider, 
Orakei Health C linic, reported ethnicity of 80 . 1 % of Maori ethnic descent amongst their 
registered patients, 5 .8% Pacific Island, 1 3% Pakeha and 2.0% other (Crampton, 1 999, 
Table 4., p 25) . 

The ethn ic and socio-economic patterns of these patients have obvious impl ications for 
the man�ging of such complex health needs . This includes a greater emphasis on early ,  
proactive and preventive medical and general healthcare. 

Miiori Providers ' Perceptions of the Health Reforms Opportunities 
Maori providers expressed considerable support for the health reforms because they were 
viewed as promoting Maori health and opportunities for Maori to provide services 
directly for their own people, and because Maori were viewed by both purchaser and 
providers, as p lay ing an active rol e  in policy formulation on Maori health .  Thei r  reasons 
also included the possibi l i ty of iwi development. 

It's [the health reforms] a positive opportunity for iwi development in 
terms of p roviding services that are integrated and within the many 
ongoing iwi (Hi in i ,  1996, p 1 ) .  
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While another provider expressed the opinion that this focus on iwi enhanced iwi 
development at the expense of wider Maori development, there was widespread support 
amongst Maori providers for the positive contribution that this type of iwi development 
could make to Maori .  However, problems were also perceived with the contracts. The 
head of one provider commented that problems became more" apparent as time wore on: 

I think ideological ly it was tremendous. So, from an ideological and 
conceptual framework it provided huge opportunity in terms of a 
phi losophical capacity. Yeah, now that we' re a bit down the track there, 
the real ity [has come home and] the shine's  gone right off it (Tamihere, 
1 996, p 2) . 

He i dentified other implications for iwi and pan-tribal Maori providers from these health 
contracts . 

Firstly, you 've got to understand what the expectation was.  Yeah, and the 
expectation was that there would be a range of opportunities for Maori 
participation for the first time in the health industry, other than being a 
patient of i t . . .There was the opportunity, we thought, of actual l y  getting 
into provision of health care. Now, what you 've got to understand from 
the economic model is that what you see in industry is only arguably 30 to 
35% of it. What I mean by that [is that] health is an industry on its own . 
. . .  There's huge service related industries that are connected into it, 
everything from basel ine cleaning, security, a l l  the way through to the 
prov is ion of suppl ies . . . . So, it afforded us for the very first time, a 
window of opportunity that we'd previously been precluded from 
(Tamihere, 1 996, p 3) . 

Four of the six Maori providers complained about inadequate resources to do the j.ob, 
recognising that Maori were a high need population and that providers were entering a 
new market. 

In terms of realistic resources for Maori people, I think that there [are] 
some basic problems and difficulties, and they are mainly to do with 
workers and resources, financial resources and infrastructure (Hi ini, 1 996, 
p I ) .  
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There were also other frustrations .. 
I ' l l  tel l  you it was a five year old getting loose in a lol ly shop in  terms of 
expectation and capacity. There 's  also an expectation that if  we put our 
hands up to provide services, that there would be the developmental and 
capital funds up front to ensure a robust and worthwhile system so we 
could conduct ourselves . on some merit [with] people (Tamihere, 1 996, p 
3) . 

As noted above, the need for developmental and capital funds was addressed by the 
government through two funds provided central ly through the Ministry of Health. These 
were Transitional Assistance Grants (TAG) and Maori Provider Development Funds 
(MPDF later MPDS) . TAGs funding was avai l able earl ier in  the reforms process during 
1 996 to assist Maori health providers to establish their services through ' capital 
purchasing of bui ldings , cars, computer equipment and other s imilar equ ipment. MPDF 
monies became available from 1 997 to ass ist w ith more developmental needs including 
business plans for expansion of serv ices, qual ity assurance evaluation and information 
technology projects .  North Health was very successful in securing funds from these 
central funds paid through the Ministry of Health for Maori providers, with higher 'hit 
rates ' than other RHAs for successful funding of their appl ications. 

Major Themes Emerging From The Miiori Health Provider Literature 
Recently, there has been a growing interest in  Maori health providers. This i nterest has 
been due in  part to the perceived success of Maori health providers in delivering 
effective, qual i ty health services to h igh need populations . A growing body of l iterature 
has resulted which has identified themes that have also emerged in research for this 
dissertation. The literature reflects a more considered view of the h istorical experience of 
Maori in the health sector through the work of Lange ( 1 999) and Dow ( 1 995 and 1 999). 
In  addition, Cunningham and Durie ( 1 999) have written Te Rerenga Hauora in  Health 

and Society in Aotearoa New Zealand, which supplements work done earlier by Durie in 
h is second edition of Whaiora and Cunningham and Kiro (2000) have a Chapter on 
Maori health pol icy appearing shortly. In addition to this l i terature, there are a number of 
ad hoc articles includ ing Ruakere ' s  comparison between an iwi general practice and 
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mainstream general practice (Ruakere, 1 998) . Enigma' s  Heal thcare Review Onl ine has 
published a number of articles by Maori related to Maori health services and policy. 
These cover topics such as Te Raukura Hauora 0 Tainui, Wai Health and Maori 
Integrated Care Organisations. 

A N ational Health Committee commissioned report on Maori Health Providers by Dr Sue 
Crengle in 1 999, identified many themes in common with this research .  Some of these 
themes wi l l  be discussed in Chapter 10 because they are about defining characteristics of 
Maori providers. A number of these themes have already been discussed in this chapter. 
They include the importance of rangatiratanga ownership and control including tino 
rangatiratanga, which has been expressed more as iwi or whakapapa based ownership and 
control among Maori providers because of purchaser support. There is also a questioning 
of barriers to access for Maori patients, particularly to primary health care (Crengle, 
1 999; Ruakere, 1 998). 

Crengle identified a number of key issues for Maori providers. These are shown in the 
fol lowing Table. 

Table 20 Key Issues For Maori Health Providers 

Funding Authority issues including contract specifications that are inconsistent with 
Maori models and approaches to service delivery, inappropriate monitoring frameworks, 
changes in the nature of relationships between funders and providers, absence of 
preferred provider status, absence of national standardisation of contracts 
Special needs of Maori which makes the services more costly to achieve the same health 
gain 

Funding levels that may be inadequate to address the high health need of Maori 

Enrolment and registration problems including; two year l imit for active patient status; 
highly mobi le  patients and the potential for claiming twice for the same patients or events 
between providers ; informing the community 
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Information requirements including; lack of feedback from the HF A,  the need for 
rigorous 'information on socio-demographic information, health status, and prov ider 
management 
Workforce development issues including the high demand for certain workers and the 
increas ing knowledge and ski l l  base required of workers 

Information technology: capabi l i ty of software and the need to support IT capacity wi th in  
providers 
Source: S. Crengle, Maori Primary Care Services, A Paper Prepared for the National Health Committee, 

August 1 999. pp 2-3. 

The issues identified in Crengle ' s report overlap cons iderably with the v iews expressed 
by Maori providers in the research for this research. However, there tended to be less of 
a focus on the appropriateness of contracts according to Maori model s  during the early 
and mid-phases of the research as suggested by Crengle, and more of an emphas is  on 

. securing developmental funds, estab l ishing contracts and extending prices and serv ices . 
The interest in Maori models arose in part, out of a consideration of qua li ty of service 
model s  appropriate for Maori care that occurred l ater in the heal th reforms. 

Monitoring of providers was implemented much l ater for Maori primary provi ders and 
has tended to take the form of a more mechan istic evaluat ion approach ,  such as the 
rev iew of the use of TAGs monies by Muir  and Associates in 1 9972 1 . 

A lmost no critical evaluati ve work was done on Maori providers unt i l  1 999 when Te Aho 
Associates reviewed Hapai Te Hauora. Even then, reservations around this evaluation 
meant that the report is not publ icly avai lable. Hapai ,  however, have given this 
researcher permiss ion to quote extracts of the report. 

21 Jeff Muir and Associates reviewed all providers in 1 997 that had received TAGs funding to determine if  

they had compl ied with the conditions of their grant. 
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Understandably, the focus around Maori providers was around describing and 
understanding what they were doing within an environment of rapid and continual 
change. Nor is this experience unique. Other evaluations of mainstream providers done 
siJoradical ly by the purchaser / funder have rarely seen the light of public scrutiny. 
Many of the reports ' findings are disputed by providers, or purchasers, or by both. It 
does raise questions however about the robust nature of the monitoring of contracts that . 
occurred during the health reforms and what we learned from our mistakes and successes 
during this time. 

What Distinguishes A Maori Provider? 
There were two crucial assumptions with respect to purchasing Maori health services 
associated with the health reforms : firstly, that existing health services had not met the 
needs of Maori adequately in primary health and secondary and tertiary environments; 
secondly, that there was a difference between Maori providing these same health services 
and non-Maori providing these services because of cultural subtleties that Maori 
providers were able to act on. This intangible 'Maori '  quali ty has been extremely 
difficult to clarify. However, when asked, most providers identified some common 
things as evidence of cultural appropriateness. These things are l isted in the fol lowing 
Table. 

Table 2 1  Aspects Of Cultural Appropriateness Identified By Maori Health 

Providers 

Staff are Maori 

Staff understand Maori culture and respond to cultural cues such as te reo, respect for Kaumatua / 

kuia, manaakitanga 

Services provide support such as transportation, referral to special ist services, accompanying 

Maori patients to such services where needed, home visits by Community Health workers, l iaison 

with Kura Kaupapa, Kohanga Reo and marae 

A hauora orientation that focuses on prevention including proactive health promotion campaigns 

such as immunisation, diabetes clinics, exercise and nutrition 

Networks into their community, participation in areas of Maori development within their 

communities i ncluding i nvol vement with iwi and key Maori organizations 
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Crengle ( 1 999) identifies a number of key features of Maori pnmary care providers, 
many of which appear to overlap with those identified above. These are summarised in 
the Tab le overleaf. 

Table 22 Key Features Of Maori Primary Care Providers 

Services are by Maori for Maori 

Phi losophical approaches frame the 

services 

Demography 

Description of Maori primary care 

providers 

Governed and operated by Maori organisations or 

groups 

Operate according to kaupapa Maori 

Maori cultural values, beliefs and practices (tikanga 

Maori) are used in the development and delivery of 

services 

Mechanisms exist to ensure accountabil ity with their 

community 

Maori staff wherever possible 

Services are high quality, affordable, accessible and 

acceptable to c1 iel1ts 

Positive Maori development 

Maori health and wel l-being 

Predominately but not exclusively Maori cl ients 

Higher numbers of young and fewer elderly people 

registered 

High proportio'n of low socio-economic clients 

Cl ient health status reflects the evidence about high 

health need of Maori 

Traditional ly Maori have received less primary care and 

are over-represented in secondary care services 

Cl ients face many of the barriers to care that are 

described in the international l i terature 

Variable size, small to large 

Some providers have a preferred provider status with 
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Location 

Services / programmes provided 

Methods of del ivery of services 

Maori i ntegrated care organisations 

Staffing 

funders, others do not 

Size of client base varies from several hundred to ten 

thousand 

Within a variety of Maori organisations i ncluding iwi,  

hapii, urban Maori groups and independent groups 

Geographical location varied from urban to rural 

Community health programmes covering health 

promotion, health education and screening 

Intervention / clinical services such as general practice, 

midwifery, counsell ing, dental etc. 

Mental health services 

Traditional healing services 

Training and workforce development 

Within kaupapa and tikanga Maori 

On site at health centre 

Wide variety of community locations 

Mobile and suitcase clinics 

Have informal ·and formal relationships with other 

providers who offer services they are not able to provide 

Referrals made to employment, train ing and other social 

service organisations to ensure cl ients needs are met 

General practices may or may not be part of the Maori 

primary care service programmes - those not providing 

primary care services may have good relationships with 

local general practitioners 

May be part of pi lot for MICOs or simi lar arrangement, 

or may be o rienting provider to integrated care 

Wide range of staff 

Community health workers / kaiawhina essential 

Workforce development critical 

Source: Crengle, Maori Primary Care Services, A Paper for the National Health Commi ttee, August 1 999,  
pp 1 -2 .  
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Since most Maori provider contracts were in primary health care, the most appropriate 
comparison is between general practice and Maori primary health providers. However, 
it is important to also distinguish between primary health and general practice. Dr Ju l ia  
Carr explained a possible difference between providers in  terms of the underlying model 
they adopted. Carr said primary health care was about the A lma Ata declaration which 
promotes active involvement of communities in p lanning and del ivering their health 
serv ices compared with General Practices which are largely  run and owned by individual 
medical practitioners as a bus iness ( interview, 1 1  August 1 998) . In New Zealand an 
example of the primary health care model is the Union Heal th C l inics where there are 
elected Boards with consumers also represented. Simil arly many Maori providers h ave  
elected Boards that reflect the community serviced by this prov ider by inclusion as  Board 
members or Trustees. They also share much in common with their orientation toward a 
more community development and integrated serv ice del ivery approach :  that is, that there 
is a wi l l i ngness to address matters of income support, subs idization of co-payments, 
health promoting activities and screening demonstrated by these prov iders .  

So what characteristics do Maori health providers have? Again there are similarities 
between certain kinds of providers such as Maori, Union Health and community owned 
services with their focus on building relationships with a wide range of patients , to the 
active involvement of their community in organisational ,  c l inical and educational 
services and a staff orientation towards self-knowledge of patients . There is an 
assumption, for example, that patients can heal themselves, rather than an emphasis on 
'dis-ease ' which is seen as so prevalent in general practice (Carr, interview, 1 1  August 
1 998, Well ington) . There were also other s imi larities. 

There is a focus on relationships with cl ients and taking into account 
community expectations. There is an expectation that [patients] can heal 
themselves . This compares to primary care and indiv idual GPs that are a 
business. [Union Health Centres and Maori Providers] communities are 
actively involved in planning, for example having consumers on their 
Boards. An example of this is Ngati Porou Hauora, which has an elected 
Board (Carr, 1 998) . 
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Keefe-Ormsby also identifies similar quali ties of Maori health providers with those of 
other Maori social services. These include a l l  of the fol lowing characteristics; i) 
kaupapa, i i) collaboration with key players and advocates, i i i) appropriate location (e.g. 
near major transport routes for easy access and near other services l i kely to be used by 
these cl ients) ,  iv) timel iness (available when needed) , v) communication, vi) flexibi l ity in 
pol icies and style  of management, vii) a positive outlook, vi i i) and a love which reflects a 
passion and commitment to the people they are working for (Keefe-Ormsby, interview, 
1 1  August 1 998, and also "Mauri Tu Tomoana Resource Centre" pamphlet by Te Roopu 
Rangahau Hauora a Eru Pomare, Well ington, July 1 998) . 

Thus Maori providers have more in common with third sector primary care providers 
than with other mainstream providers. This can be seen from the analysis of pql itical 
theories, their legal structure, and governance and their targeting of high needs 
populations (Crampton, 1 999) . 

Community Development and Community Outreach 
The community outreach is a unique feature of Maori healthcare providers. This role has 
been performed slightly differently amongst various Maori providers, often reflecting the 
stage of their development or their particular phi losophy as an iwi or Maori organisation. 
Most of the responsibi l ity for this community outreach has fal len to community health 
workers and Chief Executives of Maori providers. 

Community health workers were used to recruit patients during the establ ishment phase, 
the objective being to get patients from their whanau and hapu and local community on 
the register. This was required to justify provider budgets in negotiation with the RHA 
but a lso to begin servicing Maori patients. Some providers never used community health 
workers for this role, relying instead on a l l  workers within their organisation to recruit 
patients for the register. 

A ccountability 
Another major feature differentiating Maori providers from other pnmary health 
providers is in their  form of governance and the way in which they are made accountable 
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to their  communities. This additional accountabil ity has been described by key 
informants as occurring in different ways, for example by being members of their local 
communities and therefore being identifiable in shopping centres, at hui  and in s imi lar 
community or iwi  fora. 

Maori clients sometimes approached health workers to discuss their health problems or 
other difficulties they are experiencing w ith health serv ices in any forum, both formal and 
informal . Thus the boundaries between private and professional often overlapped and 
consumers saw workers as being avai l ab le  to them at a l l  times. 

Another accountabil ity mechanism is through the formal mechanisms of their respective 
communities , such as through marae activities, marae committees, w hich are an 
express ion of their iwitanga - that is that those mechanisms that reinforce cultural identity 
are also sources of accountabi l ity for health service performance. These mechanisms for 
accountabi l i ty are far over and above those of other providers who were also required to 
submit  regular reports on expenditure, statistics around disease coding and consultations , 
and other ad hoc requests . 

Contracts With Miiori Primary Healthcare Providers 
Maori primary healthcare providers were contracted on a different basis to most other 
primary heal thcare prov iders . They received capitated funding for a registered or 
projected registered population. This capitation inc luded the cost of General Practitioners , 
nurses, community health worker(s) administration and management s taff. They also 
received financial support through the TAGs funding that a l lowed them to establ ish 
premises and buy equipment, includ ing computers, furniture, medical equipment and 
veh icles. 

Other s imi lar contracts are those of the Union Health C l inics establ ished in the late 1 980s 
and a few IPAs spread throughout New Zealand. These providers also required 
enrolment of a registered population and shared a different orientation to primary 
heal thcare from many GP practices . 
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There was, however, a difference with respect to contract negotiations with the 
Purchaser. This was in the requirement that Maori health providers go through the 
MHDD, whi le a l l  other primary care providers went through the primary care group and, 
for secondary services, went through the CHEs service groups in North Health according 
to specialty serv ices offered. This requirement was to ensure a high degree of control 
exercised by MHDD over the Maori health development strategy of North Health. Any 
Maori provider was referred to MHDD, i rrespective of the wil l ingness of other services 
to fund them or their wi l l ingness to go through this route. This protocol was relaxed 
somewhat after 1 995 once the bulk of Maori providers had been established, and i ndeed 
MHDD encouraged other service teams within North Health to actively find and support 
suitable Maori providers in their specialty areas such as mental health, dis�bil ity, 
medical -surgical and publ ic health. 

These contracts with Maori providers included a number of attached schedules as new 
contracts were added to core contracts such as Wel l Chi ld, Health Protection and Clinical 
Assessment, Health Promotion and Education (Crengle, 1 998; North Health, 1 997b) . 

The Case Studies included in this research share many things in common, but there are 
differences between each.  Their relationships with their ' parent ' organisations vary, but 
are usua l ly  more i ntimate than with other similar non-Maori organisations. This  reflects 
the fact that staff may be family members within these various organisations. There are 
also differences i n  relationships between providers and other Maori organisations such as 
local Kohanga Reo, North Health and other health providers. 

Legal Entity 
A key element of the establishment of new Maori health providers was the transference 
of ownership from the Crown to Maori-owned entities. This  l egal identify was necessary 
as the government required legally identifiable entities that could be sued or legal ly held 
to account, and who would also become respons ible for financ ial and c l in ical risk of 
Maori patients. This required Maori healthcare providers to ensure that their governance 
and management structures were establ ished and functioning adequately. 
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This legal ownership has been associated with ev idence of Treaty commitment, s ince 
Maori have an autonomous legal identity and it thus appears to be an expression of 
rangatiratanga. However, this arrangement also made Maori organisations vulnerable to 
legal enforcement i f  contracts fai led. Such fai lures could be due to a multi tude of 
problems including inadequate resourcing, inappropriate training or expertise (that is that 
the wrong provider was chosen) , fai lure of other a l l ied providers to perform, or fai lure of 
the Purchaser themselves, to perform. 

Al l  four of the primary health Maori healthcare providers examined in this research had 
const ituted as a Trust  - some independent of their marae Trust. These other Trusts were 
either iwi Runganga, or offshoots of these Runganga, or alternatively ,  operated under 
other Maori Trusts . The bi-cultural Maori provider examined in the secondary health 
sector, exists as a separate unit w ithin a larger Crown Health Enterprise, whi le  the last  
case study studied is  a l imited l iabi l ity company. 

Governance, Management And Leadership 
Governance of Maori health providers has been a s ite of conflict i n  a number of primary 
healthcare providers. One reason for this during the early phases of the health reforms 
may have been the lack of experience of those with governance respons ib i l i ty and 
consequent problems in differentiating between a management and governance role. This 
was further compl icated by the overlap in roles between the governance bodies of Health 
Trusts and other Trusts or Cornmitt�es in Maori organisations, all of which have a vested 
interest in the heal th contract. There was also the added d ifficulty of being able to recrui t  
experienced peopl e  avai lable to perform in governance because of  l imited resources for 
remuneration and opportunity costs in more l ucrative directorships avai lable  during this 
period in  publ ic companies. 

Half  of the case s tudies studied cited examples of problems with governance particul arly 
during the early s tages of establ ishment. The fact that the other two did not ci te such 
problems may be for reasons other than not experiencing these d ifficul ties. However, i t  
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does appear that two of the four primary care Case Studies experienced fewer teething 
problems over governance than other prov iders . These providers had the strongest 
identities within their regions at the start of the reforms and were extensively networked 
throughout, providing broad services . It may have been that their organisational 
experience obviated any chal lenge to the way in which they worked because their  
position within their community was a lready wel l understood along with well -establ ished 
processes and structure. In comparison, the other two providers have had to work harder 
to demonstrate their credibil ity in service provision. Despite this, a l l  providers c learly 
learned as health organisations and the estab l ishment of heal th services in every instance 
enhanced their standing within their communities. 

A number of Maori providers reported a range of different problems related to 
governance. These included interference in management by those respons ible for 
governance; fai lure to act on problems when family members of those with governance 
or management responsibi l ity were involved; or a l ack of insight by governance of the 
needs of a heal th organ isation. 

A further criticism voiced during the research was the degree to which the parent Trust 
s iphoned off resources from the Heal th Centre for other uses . Two of the four primary 
care providers made this compl aint. This issue is compl icated by factors such as the 
investment made by parent organisations, their risk exposure for the health services 
contract and their own internal pressure for further development, al l of which may 
contribute pressure to drawing on heal th resources for wider development purposes . 
Furthermore, such 'development ' may be an essential component of the hauora-oriented 
service. For example, marae development may be essential in order to have adequate 
resources to run health promotion programmes, training for staff, expand heal th 
adminis tration offices. 

Another del icate issue for providers was the involvement of whanau in disputes 
surrounding marae-based services. Such disputes are inevitable in that this broader 
invol vement of people from other services around the marae or Trust occurs , as staffing 
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becomes a pub l ic rather than private matter for d iscussion on the marae or in Trust 
meetings. Everyone associated with the marae knows who works at the C l inic and what 
their job is. The inclusive nature of whanau, hapu and iwi, mil itates against 
confide'ntial ity and privacy in these situations, making the job of managing personnel 
disputes immensely difficult. Furthermore, many on Boards are themselves new to this 
role and have not a lways found it easy to distinguish between appropriate or  
inappropriate intervention in operational management o r  determine what is sufficient 
guidance in  strategic management. 

A reason for possibly over-prescriptive behaviour by, for example, the Maori Committees 
or Iwi Trust Boards who own Maori health providers, is the degree to which these bodies 
have been responsible for the total i ty of service operations in the past. In a way, the 
health c l in ics imposed a new d iscipline on these governance structures that took time to 
settle in. The charismatic leadership attractive in so many Maori organisations, may not 
necessari ly  provide the kind of operational expertise necessary to run such complex 
service organisations . There is a relative l ack of experience amongst managers in 
running these services , especial l y  as businesses, and predictably ,  clashes arise from this 
relative lack of experience on all s ides of the governance, management, and community 
equation . 

The successful implementation of health services also lead to an embedding of the 
leadership within these providers. In every Case Study, in primary and secondary care, 
managers had cemented their positions of leadership within  the wider iwi Maori 
community as a resu l t  of their involvement with the health serv ice. As the Heal th Centres 
became a regular source of funding, they became increasingly important to cash s tarved 
Maori organisations. They also provided tangible benefits to their communities and were 
therefore recognised accordingly .  These rewards were seldom in monetary terms, 
al though larger providers paid their senior managers more, but were more in terms of the 
mana of these peopl e  and their subsequent integration into their organ isations ' other 
bus inesses. 
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A lthough Maori providers are keen to emphasis how wel l  their governance systems work, 
in fact they were complicated and required cons iderable sett l ing in time. Lines of 
accountabi l i ty were blurred by personal relationships that interfered in accountabil ity, 
performance and transparency of decis ions among some of the case studies (although in 
d iffering ways ) .  This was not helped by a multipl icity of services arrayed around marae 
or Trust Boards. Nor are these problems l im ited to a few prov iders . Al l  of the 
interviewees expressed some frustration with governance, although these took particular 
' forms ' accord ing to the particular provider. 

Management 
Management amongst Maori providers differs, with people from vastl y  different 
backgrounds managing these services. Te Puna Hauora has an experienced practice 

, 

nurse now as a nurse manager. Orakei Health Centre has a psychologist as manager, and 
prev ious ly had a manager with an information technology background. Wai Health has a 
manager with a community serv ices and consultancy background, with a previous 
manager also having a community services background. Orakei Health Centre has a de 
facto manager who has community development experience and Maori political activist 
background. 

North Health identified the lack of managerial expertise early on in the reforms process 
as an i ssue resulting from the absence of experienced Maori health managers within the 
health sector. The period of the reforms has allowed Maori managers to gain experience 
in new roles of purchasing, consul tancy and health services del ivery. There is now a 
more experienced pool of Maori health managers avai l able to work for Maori health 
providers and as consultants to Maori heal th providers. 

Early management issues were concerned with establ ish ing information and reporting 
systems and managing staff (Awhi Health quarterly reports to North Health, 1 996- 1 997) . 
These human resource functions were particularly problematic for many Maori health 
providers because of the lack of managerial expertise and also the changed nature of 
employment between employer and employee under the newly introduced Employment 
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Contracts Act. While training in management and human resources could address some 
lack of expertise,. such learning would take time. and experience to bui ld up within 
providers . 

The network of relationships . used by Maori health service providers further complicated 
the management of Maori health providers. An extensive network of marae (with the 
marae pol itics that accompany this), their local community or iwi pol it ics (particu larly 
active during the period of Treaty negotiations and settlements during the 1 990s) , fami l ia l . 
relationsh ips between workers and Board members and consumers and their communities 
and iwi ,  relationships with other health providers such as IP As, CHEs and private 
l aboratories and pharmacies, and with the purchaser / funder, all added l ayers of 
complexi ty to their business deal ings. 

The human resource impl ications for managing staff in this newly  restructured health 
env ironment, were particularly vexing for a number of reasons. Firstly, staff were 
recruited to new roles. Some of these roles were configured in  new ways, such as 
practice nurses hav ing a more active and expanded cl in ical and managerial ro le. Some 
of the newly recruited were inexperienced in the health sector, or inexperienced in other 
roles such as managing other staff. One provider explained that this related to the 
exclusion Maori had experienced in the health sector for so long. 

You' ve been locked out of management for a hundred years you know; 
your leadership 's  been decimated in the Second World War . .  , What do 
they train you for then? They trai n  you for both seamstresses and wharfies 
and freezing workers. We have no management ethos or class. People 
budget in our houses on the basis of whether the water gets cut off first or 
the power. You know, we then know what the priority b i l l  is. I mean, 
you know, people can ' t  understand that, but that' s the real ity (Tamihere, 
1 996, p 25) . 

There was also the additional burden of trying to meet community expectations and being 
avai lable to health consumers who were members of your community or iwi ,  on a 
continuing basis .  Lastly, there was a difficulty in managing a complex web of personal 
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relationships between staff, those respons ible for governance, the local community or iwi 
to who the provider was responsible, the purchaser and other health professionals. 

This high level of commitment by staff to their kaupapa of improving Maori health by 
whatever means necessary was identified by a l l  of the providers . 

Working for a non-profitable organisation means that those people are 
real ly  committed to working for a kaupapa in terms of taking the initiative, 
a community initiative, to providing those serv ices. So, it's almost l ike 
these people are here because they have, are committed to improv ing 
Maori health status, but also because . . .  they have a lot of skills and 
experience to offer (Hiini , 1 996, p 2) . 

Recruiting and retaining staff became a key establishment i ssue for Maori providers 
during the early stages of the reforms. 

Working for a non-profit organisation means that there are also a number 
of d ifficulties in terms of incentivis ing, trying to keep those people here. 
It sometimes means financial remuneration and trying to pay them what 
they ' re worth, I suppose. And again, [this] relates back to funding issues 
and resourcing issues (Hiini ,  1 996, p 2) . 

The problem with not being able to remunerate s taff appropriately for their efforts was 
also identified by another provider when ta lking about community health workers. 

So, even if they didn ' t  have a wage as far as I was concerned, I was 
already tono (told to) and I came in contracted as the community health 
worker for [x] (Davis, 1 997, p 6) . 

While l ack of payment in the period of contract negotiation during the very early stages 
of the reforms was a reality for many Maori provider workers, they would face lower 
levels of remuneration for s imi lar work than in mainstream providers once contracts were 
confirmed. Furthermore, some of this early work was subs idised by contract work done 
in other services . 
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While health contracts were genera l ly  more generous than other social service contracts 
devolved from government on the cheap, remuneration for Maori provider workers was 
sti l l  relatively low when compared to those working in mainstream Pakeha providers .  
This i s  particularly noticeable when Maori providers are compared to CHEs, whose 
remuneration included other non-salaried components such as access to necessary 
resources l ike computers, training and cars . 

Wel l ,  it al l  comes back down to resource, bottom l ine . . .  Our darl ings. 
We had to start them here on $ 1 5,000 a year. They h ad to work twenty 
hour weeks to pay them on that, but they worked forty hours ,  [person xl 
and [person yl and the rest of them, for the bel ief in their community .  
Wel l ,  why should I ,  you know, why should I treat them as third class 
citizens and slaves when just up the road, people are running around in 
flash cars? All  the back up equ ipment and everything else and getting 
$38,000 for doing half the work? We had to go through that to prove 
ourselves, but we ' re not going to subject ourselves to that nonsense for 
much longer (Tamihere, 1 996, p 28). 

It was common for Maori staff in one provider to know a great deal about what was 
happening with staff in  other providers, because of the c lose nature of the M aori 
community within the Auckland region. This proximity raises questions about 
boundaries associated with ethical impl ications of who has k nowledge about whom, and 
how they use it. One manager explained it as fol lows. 

Being a community health worker however for the whanau of [xl is 
greater than any job description because I first have a commitment and 
accountabi lity to my whanau, to my hapu and to my iwi, then to the 
organisation and so this is what the organisation had to acknowledge was, 
if they take me on board with that acknowledgement then I was prepared 
to work for that organisation and so we fit together quite well (Davis,  
1 997) . 

Working Boundaries 
This type of commitment raises questions about boundaries . Many Maori p roviders 
adopted s imi lar protocols to other social service or primary health care prov iders. 
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'. 

I ' m  evolv ing [pol icies] , some of which are yet ·to be identified to the 
management. Most of our pol icies are, when it comes to ethics, we 
accept a lot of the mainstream ethics in  terms of, for instance our GPs . 
Those are sort of accepted . . . .  No, even, within their whanau unless the 
c l ient, the specific patient brings those people with them and is told  by the 
GP that, w ith their permiss ion he wi l l  share information [would the 
information be disclosed] . For instance, my mother is a patient of our 
c l inic. I ' ve rung up and said to the practice nurse or to the doctor, ' oh, 
have you had word from the special is t  when here appointment is? '  And, 
they 've said, ' yes, but we've rung her' ,  and I go, 'Oh,  that ' s  good because 
she wanted me to get in touch. ' Now, just because I 'm  the communi ty 
health worker, I don ' t  have access to medical fi les . . . .  I then have to gain , 
permission from the person who is the record keeper for our organisation. 
So, I ' ve set some guidel ines up for myself that doesn ' t  mean that we've 
instituted them yet (Davis, 1 997, pp 8-9) . 

While professional boundaries are recognised by many staff working for Maori providers, 
those participating at a l l  levels of the organisation may not necessari l y  understand these. 
For example, personal relationships between those responsible for governance and c l in ic  
staff, or  between a purchasers ' staff and providers ' staff, may colour what information is  
shared and how much value is attributed to differing narrat ives . Furthermore, staff 
bel ieved that this lack of confidence in profess ional ism might colour potential consumers 
views of their service, despite considerable effort by prov iders to address these ethical 
concerns. One provider describes i t  thus, 

It 's also been a barrier for a lot of Maori whanau wanting to access Maori 
services, as they think, 'oh wel l ' ,  just the fact that I see them there. ' I 'm 
gonna go to the c l inic ' ,  wel l ,  I don ' t. It 's part of my training as a family 
therapist that I 've learned to observe people ' s  privacy, people's 
confidential i ty (Davis, 1 997, p l O) .  

Maori providers were understandably  keen t o  dismiss this perception of a l ack of heal th 
profess ional ism. 
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We' ve got to get in there and do the damn work and do it as good or better 
than Pakeha. And, we've got to be prepared . . .  We can ' t  awhi any other 
way except by the qual ity, both tikanga and professional ly.  I bel ieve 
we' ve got a huge responsibi l ity [for] Maori nurses and Maori workers, and 
I don ' t  think a lot of people have real ised it (Marsden, 1 996, pp 7-8) . 

This v iew is  not just preciousness .  Maori initiatives are subject to Pakeha veto through 
political intervention and public opposition to funding of such. Because of this Maori are 
v igi lant about the poss ibi l ity of being seen as lacking credibi l ity or breaching rules for 
funders. . 

Reporting Mechanisms . 
While informal accountability mechanisms were appl ied to Maori health providers, such 
as those described prev iously, there were also a series of formal mechanisms for 
reporting required by the purchaser, North Health. Maori providers were required under 
their contracts with North Health to submit regular reports on their contract (either 
quarterly  or month ly) .  However, most did not actually comply with this requirement 
prov iding instead more intermittent reports . This pattern was common to most other 

- . health prov iders who also held contracts with North Health. 

In addition, primary health prov iders went through two reviews between 1 996 and 1 997 .  
These rev iews covered those providers who received a Transitional Ass istance Grant. A 
private company did the reviews on behalf of MAPO (Tihi  Ora, Tainui and Te Tai 
Tokerau) and North Health in late 1 997 (North Health, 1 997b; North Health, 1 997c; 
North Health, 1 997d) . The other reviews covered a selected group of providers and 
covered matters such as management, administration, human resources, consumers and 
services. The author of these reports are not noted, nor are they dated, but they were 
written for MAPO and North Health and reviewed overa l l  performance of these 
providers. Most importantly, there were a number of informal rev iew mechanisms 
including regular meetings between providers and MHDD and MAPO staff. This 
included meeting at hui and specific meetings cal led at North Health or MAPO. One 
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contested area between prov iders and purchasers is the extent to which MHDD and 
MAPO staff were avai lable to meet with them on s ite. 

Al l  Maori providers reported other informal mechanisms for accountabi li ty and reporting 
to consumers and members of their iwi and community. 

We' re having our first whanau meal this evening at [x] . First one ever. 
We' re expecting about forty with our extended [whanau] . . . .  So, we've 
grown from that l i ttle nucleus to a real strong whanau, committed. And 
you know, i t ' s  the service that we del iver. It's just a gem and i t ' s  just been 
breaking through so that the iwi know it for real .  They 've seen so many 
things fal l .  It 's for real . It belongs to you and we're here to serve it and 
it' s a two-way thing. We believe that Maori expect professionali sm 
(Marsden, 1 996, p 21 ) .  

Informal accountabi l i ty mechanisms also consisted of  whanau meetings, hu i  and the 
opportunity for Kaumatua or kuia to attend Board meetings. 

Conclusion 

" \ 

Maori health providers are a political expression of Maori desire to address the high 
Maori health need evident in the stati stics on mortali ty and morbidity, and more 
genera l ly, on Maori wel l-being. Maori organisations have entered the health provision 
market created in the opportunities of the 1 990s health reforms and have taken up the 
cha l lenge w ith gusto. 

There h ave been considerable frustrations amongst Maori providers with North Health. 
These frustrations centered around the short-term annual contracts (these were extended 
from the late 1 990s to become bi-annual and tri-annual contracts) , inadequate capital and 
developmental funding (despite the availabi l ity of one off funds such as TAGs and 
MPDS) and the capping of contract prices for operational service contracts during a 
period of moderate economic inflation. North Health was simi larly frustrated by the 
time taken to del i ver on contracts and the beneficial  contracts enjoyed by Maori 
prov iders , who seemed to constantly complain about the inadequacy of these. 
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These Maori health service contracts d iffered from most other providers in s ignificant 
ways, providing salaried staff whi le also al lowing GMS and ACC claims .  Despite this ,  
Maori provider contracts are l ikely to be unsustainable in their current form because of 
low subsidisation for services from patient " fees and h igh health need patients w ith 
multiple d iagnoses (co-morbidity) . -Such conditions make i t  even more difficul t  to 
manage Maori patients adequately. 

These contracts with Maori providers had to be established quickly but also, needed to be 
sure of success, s ince i t  was of great political importance that Maori providers didn't fai l .  
There was an  enormous burden placed on both purchasers and providers of  these serv ices 
as a result. If non-Maori providers fai l ,  then i t  can be attributed to poor business pract ice 
or some other matter. When Maori fai l  this is attributed to other factors l ike 
i ncompetence and is generalised to other Maori providers. 

There -has been enormous difficulty in establ ishing these contracts , not least because of 
the serious shortage of trained and experienced staff to take up these new pos i tions in 
purchas ing and provid ing services, " thus other tier strategies such as workforce 
development have been an essential part of the overal l  health gain strategy. 

Ethical dilemmas also arose as staff moved between RHAs and providers. Maori staff 
are insiders to a Maori polity and therefore had access to a considerable amount of 
information that circulates within it . Attendance at hui, organisational information and 
personal networks are the most common means of accessing this ins ider information. 
Thus i t  is common for other Maori to know what i s  happening within particular M aori 
providers and within the purchaser. Such unrestricted access to information raises 
questions about boundaries, particularly for the purchaser who is supposed to make their 
decis ions on objective information. Simi larly, it bel ies the inherent secrecy of early 
competition between providers, s ince many knew a great deal about each other' s business 
dea l ings and internal management. This has become less important as providers have 
establ ished themselves and the competitive underpinnings of the reforms have been 
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eroded. Maori providers adapted to the less competitive environment that emerged 
between 1 997 and 1 998 with a l l iances between themselves and other providers. 

Management of Maori health risk in financial and clinical terms was a new challenge for 
Maori providers, and while this learning- was shared - with other new independent and 
primary care providers, Maori providers have had to learn on the job rapidly. 

Systems for Maori providers have also had to develop rapidly, i ncluding the demand for 
information from the purchaser driving information technology-. Such investments in  
equipment, training and further development required major capital investments with 
risky outcomes. These have largely been partly funded independently through the 
purchaser and through the Min istry of Health, but the bulk of costs are met from within 
the resources of providers. 

Lastly the early emphasis on competition between providers during the early phases of 
the 1 990s reforms, meant that col laborative efforts with other providers inc luding IPAs, 
CHEs, other Maori providers, and all ied health professionals such as Pharmacists and 
Laboratory services, have al l  taken much longer to develop effective working 
relationships that will benefit Maori patients. 

Inexperience with the new health sector and the constant changes to the health sector 
further complicated the environment for Maori providers with differing versions of 
purchaser / funder, ACC, CCMAU, Treasury, Te Puni Kokiri and various other agencies ,  
all involved in the mix. Maori providers have shared this learning with other new 
providers as everyone grappled to come to terms with the environment. 

Despite innovative contracting and enormous efforts by Maori providers, they remain 
price takers rather than price setters in  the health marketplace created by the 1990s health 
reforms .  
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CHAPTER 1 0  

Maori Health Providers: Kaupapa Maori Services & Community 

Primary Health Care 

Introduction 
Maori health providers have entered the primary and public health care ' market' with a 
number of innovative responses to this  opportunity for Maori participation i n  the health 
market. r - These responses wi l l  inevitably influence these 'markets ' .  In particular, the 
tendency to adopt a community development orientation, focus on health promotion and 
work with high need patients, provides a benchmark for work with other primar-y care 
providers . Their entry was intended to shift resources from large CHE providers to 
others as a means of increasing contestabil ity and creating a more efficient market in  
healthcare services. While Maori providers were understandably enthusiastic about 

. 

marginal shifts in resources, mainstream providers were understandably muted in their 
responses to the providers ' entry into the market. Open hosti l ity between IPAs, for 
example, and Maori providers, was avoided in the early stages of the 1 990s health 
reforms and by the end of the reforms they saw themselves as having more in  common 
with each other against the secondary / tertiary provider section, than they had against 
each other. Interestingly, the 2000 reforms may serve to cement the interests of all of 
these providers within a District Health Board s tructure. This latter possibi lity wi l l  be 
examined more closely in Chapter 1 2. 

There is no question that Maori providers have achieved an enormous amount i n  a short 
period of time. W hat is less clear, however, is whether there is a distinctive ' practice ' 
associated with these providers, and indeed, with other types of Maori health providers. 

A growing body of literature on Maori health providers (Crengle, 1 999; lones, 1 997;  
Kiro, 1997 ;  McLean, 1 997; Penney, 1 996) has been largely uncritical of the pol itical 
strategy or achievements of Maori providers. One reason for this is the widespread 
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support for the growth of Maori providers within the health sector and the perception that 
they have achieved an enormous amount within a short period of time. However, further 
robust development requires an honest critique of these efforts as a means of improving 
services. 

Chapter 9 discussed those aspects related to Maori provider establ ishment, including a 
l ist of characteristics that define Maori health providers. It focused on by Maori for 
Maori health providers because of the emphasis  on such providers i n  the purchasing 
strategy and policy development during this period. This Chapter wi l l  consider issues of 
consolidation for Maori health providers and elaborate on what makes Maori providers 
distinctive in healthcare. 

Miiori H ealthcare Providers 
During the 1 980s Maori healthcare providers operated with contracts under many guises, 
depending on where funding could be secured. It may therefore be inaccurate to quote 
increases in the number of providers from 30 in 1 993 to over 200 in 1 997 (Ministry of 
Health, 1 997) , because this suggests that it is possible to definitively describe who is a 
Maori health provider. WhatMaori can say from these Ministry of Health figures is that 
it reflects the number of Maori healthcare providers holding contracts with the RHAs and 
Transitional Health Authority between 1 993 and 1 997. However, even this figure is 
debatable, as some providers included in the figure are not direct service providers, but 
provide support services, or co-purchasing services, or consu ltation / brokerage services 
to RHAs and Maori providers. 

Any suggestion that this kind of overlap with social services s topped with the 1991 health 
reforms is erroneous . Some projects funding by CFA, Lotteries, ASB Community Trust 
and other philanthropic Trusts may also fal l  into the category of healthcare providers. 
The key is obvious ly in how one defines health, and again ,  a tel l ing characteristic of 
Maori providers has been the tendency to be encompassing rather than exclusive. 
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Consequently, the l ines were cons iderably more blurred than is currently postulated 
between new Maori health providers and those who existed prior to the health reforms 
and provided heal th related services whi le being funded outs ide of Vote Health. There 
has been a consensus amongst Maori about the significance of housing, employment and 
education as a factor in health outcomes evidenced in holistic Maori definitions of health 
(Department of Health, 1 984; Durie, 1 998c; National Health Committee, 1 998) . 

The rise in by Maori for Maori providers may also reflect a new realism that Vote Health 
funding for Maori health services is  one of the few avai lable sources of funding given the 
closure of Maori Affairs funding following mainstreaming of government money directed 
at Maori. These health initiatives were also to be supplemented by funds from other 
sources such as Treaty settlements, Vote Education, and justice or bus iness development. 
I t  is therefore not surprising to find Maori transferring their energy to health services as  a 
means of promoting their development. Resources and services are needed in the Maori 
community and Maori have adapted to providing them. Who funds them is a lmost 
irrelevant. 

Role Expectations, Cultural Sensitivity and Social Distance 
Recent studies in New Zealand suggest that systemic fai lure by health professionals may 
be at l east part of the problem leading to h igher rates of acute admission to hospital rates 
for Maori and Pacific Island fami lies. For example a 1 999 study of Pacific Island 
caregivers showed that many had visited a GP before their chi ld was hospital i sed, but a 
mis-communication b�tween caregivers and doctors l ed to inadequate care necess i tating 
hospitalisation (Tukuitonga, interview, 8 October 1 999) . S imi lar questions can a lso be 
raised concerning Maori caregivers and their children. 

This k ind of mis-communication during primary care consul tations, where caregivers 
identify behavioural patterns such as "they are off their food" or "they' re not p laying" 
while doctors are concerned with medical symptoms such as "they have a h igh 
temperature" or " they have a body rash" (ibid) , may be related to a role confl ict between 
c l inician and patient exacerbated by a wider social distance between c l inician and patient 
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with Maori and Pacific Island patients. Literature suggests that the greater the social 
distance between patient and doctor, then the more l i kely it is that the patient will  v iew 
the interaction as unsatisfactory (Fraser, 1 994) . Such views have implications for 
compliance with respect to fol lowing medication regimes and l ifestyle changes. 
Furthermore, the cl inician may v iew their interaction with patients as consistent for al l 
patients and not even be aware that there is a problem of miscommunication based on 
cultural difference or socio-economic distance. 

Maori providers have experienced rapid development, learning lessons that other health 
professionals have had decades to bed down. Despite this they have continued to expand 
the range of services avai lable to patients and to latterly, proactively seek al l iances with 
other health professionals as a means of expanding their services . These achievements 
are however compromised by the relative lack of c l inical depth and ongoing rel iance on 
non-Maori expertise - given the l imited skilled and trained Maori medical workforce. 
Maori providers are aware of these l imitations and have sought to overcome them at 
t imes by ' biokering' services on behalf of their patients, for example by organis ing 
special ist c l inics for diabetes (Te Puna Hauora) or negotiating access to CHE services in 
hospital settings (Te Puea Marae Health Cl inic) . 

There has also been a tendency for some Maori providers to describe themselves as 
operating under Kaupapa Maori, while making l i ttle effort to understand what this means 
in practice. This is not to question whether they are indeed operating according to 
Kaupapa Maori, because clearly many of them are, however, what constitutes kaupapa 
Maori services has been given l ittle thought. Rather, it is  assumed that they are already 
kaupapa Maori providers purely because they are Maori providing services to Maori. 
Rather than external ly testing thei r approach, there is a tendency to embed ex isting 
behaviours and ascribe these values to Kaupapa Maori . 

The use of consumer satisfaction surveys prescribed by contracts with the purchaser does 
l i ttle more than scratch the surface of the relationship between patients and the provider 
and may reflect more about favourable price, location and other less qual itative factors . 
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More meaningful ind icators of the quality of the prov ider / patient interaction are left 
begging. The retention rates of patients once enrol Ied may prov ide better evidence of the 
quality of service, along with the extremely Iow number of complaints received by Maori 

providers. These suggest that Maori providers were able to meet or exceed expectations 

of patients. 

Furthermore, there are questions about the extent to wh ich providers actual ly did conduct 
such consumer feedback surveys. Providers tended to adopt an ad hoc feedback system 
from patients . This cons isted of occasional comments by patients or personal contact 
wi th patients in publ ic  places such as the local supermarket. A more systematic 
collection of data may have provided valuable" insights into the qual ity of serv ice and the 
nature of the interaction between prov ider and patient, whereas such an ad hoc approach 
adopted by providers may present a skewed picture of this interaction . 

This more ad hoc feedback, albeit from multiple sources such as hui ,  interv iews , survey 
q uestionnaires, may reflect a pre-occupation with more pragmatic considerations during 
this period of establ ishment and consol idation. Energy was concentrated on securing 
contracts, establ ishing basic serv ices, enrolment and registration of patients w ith their 
services, convincing other purchasers, pol i ticians and sometimes their own people, of the 
val idity of their serv ice, and developing relationships with other health prov iders to 
expand the range of serv ices avai lable to their patients . 

These pragmatic considerations have focused Maori efforts on providing tangible and 
imrriediate evidence of their benefits to policy makers, purchasers and pol itical decision­
makers . Their survival and expansion depended on this. However, as a consequence l ess 
attention was given to popu lation health strategies and publ ic health approaches . The 
exceptions to this have been the immunisation programmes ( in personal health) and 
nutrition and healthy l ifestyles programmes ( in health promotion) . There is a question as 
to whether this alone constitutes a population approach,  as identified by Rose, who 
recommended shifting the whole risk profile for the population by shifting i t  to the right 
of any mortal ity curve (Rose, 1 992) . 
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As explained earlier, a population approach coupled with the socio-economic and cultural 
determinants analys is ,  suggests that health indicators are interwoven with other social and 
economic indicators such as labour force participation, educational achievement and 
tenure of housing. These may provide more compelling evidence of outcomes for Maori 
in conjunction with health status evidence, s ince health is often the culmination of l ife 
experiences in other areas. 

The practice of Maori providers has come to define the policy of Maori providers . For 
example, the extent to w hich MAPO have been a l lowed to operate as autonomous entities 
remained almost entire ly  dependent on the goodwi l l  of MHDD staff despite the formal 
agreements and MOU. Even as l ate as 1999, MAPO staff were sometimes incluped in 
key consultations, and sometimes not. This improved considerably by the time of 
trans it ion to the Transitional Health Authority (THA) . 

As Maori providers bedded down i n  the health sector and information systems improved, 
the quality of information col lected at the individual patient and population level also 
improved. Maori can expect providers to provide better evidence of the qual i ty of thei r  
interventions i n  respect of  Maori health gains, as wil l  other mainstream providers. 
C learly a considerable confidence about the contributions and value of Maori providers 
already exists within the sector. 

The extent of change in the area of iwi-based services is profound. The 
finance and support provided for the development of Maori primary care 
services may be j udged as one of the principal successes of the reforms of 
the past decade, al though success is more evident in iwi-based rather than 
urban non- iwi based services (Crampton, 1 999, p 15) .  

While the basis for Crampton' s favourable view o f  iwi rather than urban Maori services 
is not explained in the report, it may reflect the fact that iwi providers are more numerous 
and are also members of Heal thcare Aotearoa, which was the basis of his report. Such 
support is understandable because of the disadvantages faced by many Maori providers 
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with their high need populations , newness to the field and complex ity of arrangements 
with marae, iwi and communities of interest, making their job an even more difficul t  one. 

However, other primary care providers have also achieved substantial improvements in 
patient care during the same period without being heralded so frequently as successes . 
Examples include improvements in patient information systems, control of laboratory and 
pharmaceutical expenditure without adversely affecting health outcomes and investment 
in new community health promotion programmes with patients among GPs . 

Grappling With Competence 
A learning while doing phi losophy is also evident with the purchaser as wel l as with 
providers. While the major strategies in respect of Maori health remained constant 
during the 1 990s, refinements were made to pol icies that e laborated on, or amended in 
some way, the original intention of the pol icy. These refinements tended to be high l y  
operational and specific i n  nature though, rather than a shift i n  the strategic nature of 
these pol ides. 

A major chal lenge for mainstream providers under the health reforms has been to 
improve the quality of their cultural competence in delivering services to Maori. This 
has been heightened by the entry of by Maori for Maori providers into the market, 
thereby theoretical ly  at least, offering the purchaser and patients a choice of providers . 
For Maori providers the chal lenge has been to improve their technical (clinical, 
managerial) competence through staff recruitment, experience, consultancy and education 
and training. 

In a report written by North Health in 1 997, the progress of mainstream prov iders in 
improving their cultural competence was cal l ed into question. The Cul tural Qual ity 
Review made damning observations about the failure of CHEs and D isabi l ity providers to 
implement comprehensive improvements to services for Maori patients and staff. Within 
the RHA concerns were expressed about the lack of accountabi l ity of mainstream 
providers for Maori health, despite the fact that they received the greatest amount o f  
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money. Sharon Shea (Maori Contracts Manager for North Health) �xplains the diffic�lty 
faced by the Purchaser. 

Political ly  it has been real ly difficult managing, or asking for information 
from the CHEs, major providers who have such a hold on the market, and 
anything that has a hold on the public. A lot of things that they have done 
haven ' t  come to l ight for CHEs, and also the same for GPs (Shea, 1 997a, p 
1 ) .  

The bulk of RHA expenditure went to mainstream health and disabi l ity providers who 
also provided services for Maori patients. The Maori Health Development Division 
calculated that around 1 3% of North Health 's  budget was spent on Maori health (in the 
1 996/1 997 financial year) (Shea, 1 997b) . Thi s  is not money spent specifically on Maori 
providers, which was said to be less than 1% in North Heal th according to Hudson, but 
rather, the money spent on Maori patients across the total spend of North Health. 

Similarly, audits conducted during 1 997 of Maori providers who received Transitional 
Assistance Grants showed that some lacked even basic information or other 
administrative systems. Things l ike asset registers, knowledge of employment legis lation 
and simi lar items (Muir, 1997a; Muir, 1 997b) . These shortcomings were addressed by 
contracting the services in some cases or by working directly  alongs ide the MAPO or a 
consultant. 

The heavy emphasis on information col lection, contract negotiation and relationsh ips 
communication with the purchaser, other health professionals and their own Maori 
communities of interest required a larger administration rel ative to other primary care 
prov iders . However, there have been suggestions for economising on this administration, 
both within providers through things such as joint administration staff shared with their 
marae or Trust, or alternatively ,  by consol idating administration within an umbre l la 
organisation in much the same way that IPAs have done for GPs. 
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Risk Transfer 
Underlying the legal transfer of ownership from the Crown to health providers during the 
reforms was the notion of risk management. This risk shedding by the government was 
an underlying driver for the government jn the health reforms, and indeed the social 
pol icy reforms general ly, during the 1 990s. Certainly New Zealand Treasury promoted 
the need to move to risk shedding b y  government and the al l ied respons ibi l ity of return 
based on the degree of risk borne by providers . Contracting was the main mechanism for 
establ ishing terms between parties of health purchasers and prov iders (Ashton, 1 998) . 
These contracts reflected a higher l evel of risk and legal responsibi l ity borne by the 
provider for the del ivery of contracted s�rvices. This idea is crucial to the way in which 
the reforms have subsequently been implemented with Maori providers. It would be 
misleading to suggest that government has transferred risk. They have been able to 
transfer a level of risk, but retain the ultimate responsib i l ity for health outcomes and 
issues associated with resource al location. 

Maori providers are not just responsible for clinical or operational risk, but they also bear 
financial risk .  Their total risk is often greater than that of other health providers. 

Maori providers are more exposed and vulnerable than other providers in 
terms of financial risk because most providers are in the form of a Trust 
and unlike. CHEs do not have powerful ,  pol itical ly  influential 
s hareholders. When a CHE is not financial ly viable, it can agree with i ts 
shareholder to inject capita l .  It therefore has a strong fal l back pos ition, 
because their shareholders are the government and the government has 
access to cash, and it has pol itical leverage because the government need 
to be seen to be putting in money to this sector. Maori don' t  have this 
fal lback position. They only have the option of getting a better price 
through the contract. This option is also avai lable to mainstream prov iders 
(Hudson, 1998) . 

This i s  due in part to the fact that Maori providers are smal l ,  localised and may offer 
fragmented health . services without the resource base in terms of money or  ski l ls to 
diversify. Their lack of size and re lative lack of influence in their sectors make them 
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vulnerable  and unable to diversify their services without s ignificant backing from a large 
parent organisation, or health funder. 

Mainstream providers are able to use certain services to leverage support 
because of their cl inical c lout, for example, acute services w ithin CHEs. 
These have poli tical and professional clout • . .  Maori providers operate in  a 
tiny portion of the primary market and don' t  have this c l in ical clout. 
They find it hard to recrui t  and keep experienced Maori c l in ical staff 
(Hudson, 1 998) . 

A reason for their  i nability to recruit and retain Maori cl inical staff is i n  part a product of 
the small number of Maori with this expertise. The providers are therefore unable to 
leverage the profess ional power of their s taff, as other providers or prov ider organisations 
such as IPAs do. Maori health professionals are also more l i kely to choose to work for 
mainstream organisations (both funders and providers) for a number of reasons . Firstly, 
they have access to train ing and development money and a structured career 
development. Secondly. they have professional peers who are simi larly trained. 
Thirdly. they are able to engage in more complex interventions rather the highly routine 
work of a GP c l inic. Therefore Maori providers have to appear more attractive to draw 
these same staff. Human Resource pol icies are often under-developed with Maori 
prov iders and staff often work beyond the ir  job descriptions in ways that may wel l lead to 
burnout. 

Other risk factors can also be identified: Maori are a high risk health group experiencing 
very poor health outcomes; Maori providers are small, new services in a well establ ished 
industry - primary healthcare; and. the contract prices are based on imperfect information 
and are l ikely to not accurately reflect the true cost of estab l ishing health serv ices. The 
difference between the price of the contract and the service is therefore m ade up of Maori 
staff "sweat equity" (Reid. Keefe-Orsmby. & Robson. 1996) . 

Maori providers ' financial risk exposure is high because they often lack financial 
integration with other large services to adopt the ' swings and roundabouts ' effect of 
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' being able to carry an under funded serv ice through over funding in another area for a 
l imited period unti l other things kick in to sustain it . An example of th is would be CHEs, 
who employ large numbe'rs of staff, some of whom can be reass igned to high-pressure 
areas, or who can offset some expenses against other services . This option is not 
avai lable to Maori who tend to work in cash-strapped environments with l ittle capital. 

Distinctive Approaches In Maori Healthcare 
Maori providers' service configuration and practice reflects a commitment to more 
holi stic care. Thus while clinicians are very important for Maori primary care providers, 
clinical roles are part of a team which also emphas ises health education and prevention. 
This team jncludes community health workers, administrators, counsel lors ,  doctors and 
nurses . . These services may also inc lude a l l iances establ ished between primary health 
providers and other health providers with counsel l ing services , youth development 
programmes, iwi or community development programmes, and health promotion 
programmes through marae or community centres such as health aerob ics and nutrition. 

Maori providers also formed all iances with CHEs (now Health and Hospital Services or 
HHSs) and other Maori providers according to their particular expertise .  These al l iances 
occurred later in the reforms. During the early phases of the health reforms emphasis 
was placed on competing with all other health prov iders for contracts and favour with the 
RHA. Signs of a softening of thi s  approach amongst Maori providers began to emerge 
in 1 99617 when contracts had been secured for a few years and providers had estab l ished 
their core services. In addition, evidence was gathering momentum about how 
undermin ing a competitive model was in health, curtai l ing necessary co-operation 
between health providers and health professionals. Tills convergence prompted Maori 
provider� to seek a l l iances between themsel,ves and other providers . 

W hile integration and a developmental approach, along with an encompassing definition 
of health, are widely associated with Maori health there were other distinctive 
characteristics amongst the Case Studies of Maori primary care providers . Most notably, 
all the providers enjoyed intimate relationships with significant Maori organisations 

323 



within their locale. Indeed most of them were establ ished by these very organisations. 
This became a crucial cons ideration when North Health decided with whom to contract. 
While there were some concerns about nepotism because of the proximity of Maori staff 
in the purchaser to particular providers, a l l  providers chosen complied with the broad 
criteria established by North Health for selection of Maori providers "for primary care. 

McLean identifies different kinds of Maori health providers. 
I think we have to be quite careful [when we use the term 'by Maori for 
Maori' ]  because I think we can define 'for Maori by Maori ' under three 
categories. The first one which I would j ust use the term tuturu Maori, 
you know traditional healers for example. The second one is you know . 
for M1iori by M1iori services where the patient is mainstream for a non- , 
Maori organisation - and we have many of those, you know they've 
sprung up al l  around the country side . . .  and the third one you now, [is] by 
Maori for Maori and you know Raukura Hauora is a good example of that. 
Now· what 's  so unique about Te Puea, the Te Puea marae serv ice, [ is that] 
one, it is owned and managed by M1iori is the first thing. Two, because 
that it brings al l  of those added dimensions that makes that service 
cultural ly  safe (McLean, 1 996, p 1 1 ) .  

The use of terminology 'by Maori for Maori' providers i s  clearly associated with what 
McLean identifies as the last category of provider, which is those owned and managed by 
Maori and which provide services to Maori patients. However, it is useful to remember 
that there are two other categories of providers, including those who are part of 
mainstream services and those who are traditional healers. Traditional healers maintain a 
low profile i n  the health sector but are sometimes used by both mainstream and by Maori 
for Maori providers. For example, mainstream providers may allow tohunga or Maori 
chaplains to conduct karakia with whanau in hospital settings . Mainstream providers 
remain the dominant providers of health services to Maori, and yet relatively l i ttle effort 
among most has occurred to affect or improve their practice and responsiveness to Maori . 
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Patient And Clinical Characteristics Of Services 
There are many similarities between Maori primary care providers and other primary care 
providers, noticeabl y  the Union Health Centres and GP Cl inics . The c l in ical team 
consists of the General Practitioner{s) and Practice Nurse. These core serv ices may be 
supplemented in c l in ics with other services or by special ists from CHEs deal ing w ith 
nutrition, cerv ical screening, and immunisation programmes. These services continued to 
expand to include mental health or counsel l ing. The extension of these services and the 
l inking with CHE special ist serv ices, provided a c l inical depth and breadth otherwise 
unavai lable to most providers. 

Maori providers were interested in chal lenging some entrenched c linical behaviours, for 
example the tendency to prescribe drugs rather than • green prescriptions ' or tendency to 
have shorter consu l tations, provide detai led explanations of medication regimes or health 
risk factors. The potential problem of having Maori patients unable to pay for necessary 
medication was an issue for Maori providers. 

Some of them [Maori patients] don' t  quite get to the chemist ' cause they 
find out that the cost is about $50 and that ' s  the d ifference between you 
know getting some pi l l s  or whatever, and putting some food in their 
pukus. Now that's the kind of plaster approach . . .  sending fat people 
down to the chemist, you know with a prescription to deal with 
hypertension, you know is just masking over the issue and he says (the 
Chairman of Raukura Hauora) that [what] they need is to send them off to 
the gym (McLean, 1996, p 1 7) .  

While 'green prescriptions' b y  GPs are being increasingly encouraged, M aori providers 
were quick to identify the potential of these and apply them. Again McLean explains .  

I think if we come back to you know the real Maori health needs, I think a 
lot of our a i lments can come back to one of three principle reasons ; 
nutrition, behaviour [and] l ifestyle (McLean, 1 996, p 1 7) .  

A s  new providers i n  the primary care market, Maori health providers had fewer 
preconceptions about how they should  interact with Maori p atients. Rather, their interest 
was on creative solutions to Maori i l lness. If that meant paying a year's  gym subscription 
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or swimming fees, then this might be considered more useful than paying large 
pharmaceutical bi l l s .  In practice however, these approaches were rarely implemented. 
Part of the reason for this may have been the difficulty in sel l ing the New Zealand publ ic 
the legitimacy of spending Vote Health monies on individual gym subscriptions while 
hospital waiting l ists grow. 

Payment and other aspects of care also marked Maori providers as different from other 
mainstream primary providers s ince they rel ied on a koha system. This was true for a l l  
primary care Case Studies . For example, 

A koha system operates for unwaged c l ients, particularly beneficiaries . 
Services to chi ldren under 5 years are free. Informal networks are rel ied . 
on to give feedback and information to service providers on access for 
c l ients to their service and responses are made accordingly. Al ready, the 
serv ice has been able to identify and respond to barriers to access for their 
c l ients . . .  Chi ldren and whanau access the practice register through the 
providers i .e .  GP, practice nurse, receptionist and I or community health 
worker enrol l ing them into the service when they attend the c l inic or 
require the marae-based health promotion and education services (North 
Health, 1 997d, p 5) . 

Tikanga Miiori 
Tikanga Maori or kaupapa Maori was seen by al l  providers as essential for distinguishing 
Maori providers from other providers. Tikanga is a complex concept however, s ince i t  
may require responding to  a particular tribal kawa. Overal l principles appear the same 
however. Some of these have been identified in both mainstream Maori providers and 
amongst by Maori for Maori providers. McLean explains the s ignificance of tikanga for 
Maori providers as, "Tikanga Maori in  its broader sense [is what] makes that service 
cultura l l y  safe" (McLean, 1 996) . 

Tikanga Maori is considered to be those behaviours and values that are particularly 
Maori. They come to define whoMaori are and what Maori believe in as Maori. For 
example principles such as manaakitanga (hospital ity) , whakapapa and whanaungatanga 
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(fami ly belonging) , respecf for elders and knowledge of appropriate behav iours around 
death and birth. Tikanga is associated with a correct way of doing things to ensure that 
Maori principles and v alues are reflected i n  our actions. Therefore the translation of this 
i nto the health sector means behaving in  ways that reflect and preserve M aori cultural 
bel iefs. 

Tikanga Maori may also dictate 'where some services can be located. For example, i t  
may mean locating serv ices on one particular marae because of  its s ignificance to  iwi 
within that area, as opposed to another marae within that area. McLean expl ains, 

You know in terms we sti l l  have our protocol s  I guess. We sti l l  have to 
work within those and I ' m  tal king about our Tainui protocols and that you 
know being mana whenua sti l l  dictated, or continues to d ictate you know' 
the extent to w hich [you can] and where you put your services (McLean, 
1996, p 1 3) .  

Involvement with Marae 
Three of the four Maori providers considered i n  the Case Studies were located o n  or 
adjacent to a marae. Two were affi l iated with a particular iwi ,  whi le two were pan-tribal . 

All of the Maori primary health providers had strong rel ationships with their local marae. 
The only one not based on a marae, was near i ts marae and was in constant contact w ith 
it . Those that were located at marae a l l  reported having to deal with the 'pol i tics ' of the 
marae, necessitating education, regular communication and often participation in  marae 
activ ities . In each case, these relationships were considered d istinguishing features and a 
key expression of their Kaupapa Maori . 

Commitment To Whanau, Hapu And Iwi 

.Whanau, hapu and iwi are the bas ic social units of Maori society and they continue i n  the 
present time, although in changed forms.  An explicit commitment to whanau, hapu and 
iwi is something shared in common with all Maori providers. Wai Health were more 
concerned with the social support networks of their patients, which may. or may not 
include those who are related. There is a much greater focus on whakapapa w ith tribal l y  
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based providers. Whanau were viewed by all providers as the basis of Maori wel l-being 

and therefore were seen as an integral part of any person 's treatment. This meant that all 

Maori providers in the research worked with whanau as well as the patient wherever 

possible. There were issues of confidential ity raised i n  respect of their practice, but this 

an unusual compl ication. In most cases, patients either chose to bring their whanau or 

did not. Certainly, al l providers indicated that they would respect the indiv idual wishes 

of the patient in respect of informing whanau of treatment, thus protecting their  role as 

health professionals. 

Whil e  all  providers expressed a wil l ingness and commitment to hapu and iwi ( including 

the pan-tribal prov iders), this was less tangible and often took the form of partic ipating in  

hapu or  iwi hui discussing Maori health, formulating health plans according , to the 

identified needs of a hapu or iwi or working with marae or community organisations 

owned by hapu and iwi. The practice of Maori providers therefore recognised whanau, 

hapu and iwi as the basis of social organisation for Maori. All also acknowledged that 

social support systems such as friends and neighbours play a crucial role in heal ing and 

all dealt at the level of whanau and indiv idual patients i n  their day to day work. 

Kaupapa Miiori In Healthcare Service Provision: Strategic Considerations 
There is a l ink between health services and other strategic Maori objectives, namely the 

re instatement of tino rangatiratanga under the Treaty of Wai tangi ,  and thus the l ink 

between Maori health and other forms of Maori development (Durie, 1998b; Durie, 

1 998c; Durie, 1 992) . While the Treaty provides a basis  for a consti tutional expectation 

of service, it is the appall ing health outcomes experienced by Maori that provide the 

momentum for action on Maori health. This was expressed i n  the Crown's  objective 

"Whaia te ora mo te iwi" to address the health status disparity between Maori and non­

Maori. This has provided the policy backbone for much of what has been developed as 

Maori health policy during the 1 990s. This includes improvements within specific areas 

of Maori health and also a focus on the long-term outcomes of Maori development and its 

integration with health. 
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The pol itical influences that have legitimated some interests over others within 
Maoridom, such as a few dominant iwi ,  i s  reflected in preferential policies developed 
under' the health reforms. These preferential policies were intended to address the mana 
whenua or rangatiratanga of iwi over Maori within their rohe. Such an approach has 
understandably given rise to grievances from those excluded from this process .  What is 
surprising is the degree of consensus and lack of conflict from Maori that accompanied so 
much of the reforms. This can be explained in part because of the success in sel l i ng the 
reforms to Maori opinion leaders, and· in contracting these opinion leaders (and therefore 
co-opting them) into the process of the reforms. One informant explains it as fol lows . 

. Firstly, you 've got to understand what the expectation was. Yeah, and the 
expectation was that there would be a range of opportunities for Maori 
participation for the first time in the health industry, other than being a ' 
patient of it . And so, there is the opportunity to aggregate our populations 
who were committed to some form of Maori contribution for there health 
and that was those health care plan capacities . There was the opportun i ty, 

.. 

we thought, of actual l y  getting into provis ion of health care (Tamihere, 
1 996, p2-3) . 

Maori i nterest in  the reforms did not mean Maori had not rel inquished i nterest in Health 
Care Plans first promoted in the l ate 1 980s. The 1 990 to 1 993 phases of the health 
reforms were seen as a means of implementing elements of these plans. These plans 
identified a population-based approach to care for Maori i n  their region, or tribal area .  

This positive view of the reforms is reinforced by yet  another key informant. 
Wel l ,  . .  , there were a number of objectives I think on the reforms. For 
Maori it was to create an environment where they could partic ipate far 
more extensively than what they had traditional ly done, through the Area 
lfealth Boards . . .  No one rea l ly  knew at the time whether i t  was going to 
happen or not because l ike, we were only implementing it . So, I had the 
framework from the providers who put the framework in and they had 
done studies on it (Maniapoto, 1 996, p2) . 
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The influence of the providers on shaping the outcomes of the health reforms, was 
identified by another provider. Another informant saw providers as driving the policies 
based on their day-to-day experience of health services . Providers were relatively  
considered information rich s ince they had the health interaction with the patient and 
providers also enjoyed the loyalty of their patients (Hudson,· interview, 1 998) . However, 
providers were rel iant on funding from the RHA and many of the most experienced 
senior managers remained in the purchaser at the time of the purchaser / provider spl it in 
late 1992. Another informant explains why the largest health providers were advantaged 
in the reforms. 

They had the h istorical vote coming in. The purchaser/ provider spl i t  
meant that the purchaser was so  far behi nd i t  wasn ' t  funny and was 
v irtua l ly held to ransom on issues, particularly by the bigger providers, be 
they cal led CHEs, Plunket or whatever else, because they just had to keep 
a retention of serv ice going whi lst they understood qual ity, efficiency and 
effective type deals (Tamihere, 1 996, p4) . 

Kaupapa Miiori In Health care Service Provision: Operational 
Considerations 
Maori providers h ave had to establ ish and operate health services within a very short 
period of time. This chal lenge was increased because of the complexity of the health 
sector. This complex ity has been exacerbated by the 1 990s health reforms with the 
accompanying fragmentation of health agencies and changes to purchasers / funders. The 
establ ishment of these services depended upon a number of factors , not least of which is 
securing a contract with the purchaser. Other factors included finding appropriate staff 
with requis ite expertise. 

The most difficult  recru itment chal lenge was in finding staff with medical and nurs ing 
competencies and managers able to run small businesses . Managers have been crucial in 
establ ishing these services and often led development of these serv ices by maintaining 
relationsh ips with the purchaser, forming and maintaining strategic relationsh ips, and co­
ordinating activ ities with other providers, i ncluding other Maori and health providers. 
This has been h indered by the absence of suffic ient management expertise for these kinds 
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of enterprises, requiring many to learn on the job. The results have been variable and 
have included high turnover of Maori managers between Maori or health organisations; 
significant personnel difficulties and grievances that have required intervention by 
Boards; d ifficulties aris ing from inappropriate i ntervention by Boards in  management; 
and too prescriptive an approach to the health service, reflecting a Board ' s  h igh ly 
parochial interests . 

There have been reported clashes between different governance structures such as Marae 
Committees, Runanga and Health Centre Trust Boards. Health funding has provided a 
s ignificant, regular source of funding for marae or Maori organi sations, used to providing 
services to Maori with minimal resources. Thi s  more secure funding, which while being 
inadequate in many cases, has been highly des irable for Maori organisations: 

Community Health Workers, Community Outreach And Development 
The degree of community outreach, involvement, direct accountabi l ity and commitment 
to development is a defining feature of Maori providers and has been part of their v is ion 
s ince they were establ ished. At times, community health workers have fel t  marginal ised 
with in the Health Cl in ic. Despite this ,  they are integral members of the heal th team.  In 
some cases, the community health worker is the lead worker in  terms of negotiating w ith 
authorities or formulating the development plans and tribal networks on behalf of the 
Health Centre. 

This form of community outreach may take many forms from practical s,upport such as 
providing transportation to Health C l in ic appointments, to transportation for patients and 
their whanau to special ist or hospital appointments, to pharmaceuticals pick ups and other 
such. activities. 

[She] also transports patients to hospita l  appointments or GP appointments 
if they can ' t  transport themselves (Marsden, 1 998a, p4) . 

Avai lab i l ity of transportation was confirmed for the provider Case Studies and Te Puna 
Hauora. Orakei Health Centre also prov ided transportation if necessary. The 
community health workers are primari ly responsible for thi s .  The purpose of community 
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health workers i s  to encourage Maori whanau to use their health and social services. A 
community health worker from Wai Heal th explains the advantages. 

For our whanau to have somebody working in the heal th s ystem, 
'preferably a Maori I suppose. And because our whanau are real ly shy and 
they don ' t  want to be a hoha to anybody. When they get sick they wait 
and wait and wait t i l l  the last minute before they' l l  come in and see a 
doctor but having somebody there that they know or somebody that 
they 've been able to bui ld up some sort of rapport with regardless of who 
it is. As long as it 's Maori, they can at least ring them up on the phone 
and you can korero with them and just help them to make that decision for 
themselves to come and access the services. Some of them,  because 
being in the area, l iving in the area, you get to know them and meeting , 
them in  the clinic you just sort of, because you' re Maori you say "kia ora" 
you know, and you start talking away to each other or some of them wi l l  
just ring up because through word of  mouth or  something, through 
whanau, talking to each other. They've heard about our services and then 
they ' l l  [say] , " . . .  [so and so] said to ring you. " Can you help mef(Makiha 
& Graham, 1 996, pp 1 -2) . 

Thei r  work includes education in areas such as women 's health, ch i ldren 's health, 
med ication compliance and publ ic health. Aga in  this same community worker explains. 

My main area of work was within women 's  health and that was seen as 
mainly an education role on health issues to Maori women as well as non-
Maori, although our target group was for Maori women. A nd, also 
looking at, in a supportive advocacy role  . . .  But, because your contract is 
specifica l ly education and a l i ttle bit  of  support, when you meet wi th 
women in the community, they would have other health problems w ithin 
the whanau i tself, for themselves that real ly  needed l ike ,  someone outs ide 
of the [Wai Health] serv ices to actua l ly  work with them (Makiha & 
Graham, 1 996, pp 2-3) . 

This explanation is backed up by the community worker for Te Puea Marae Health C l in ic 
who describes a s imi lar role, but one which is more l i nked through the various iwi marae 
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and has the benefit of multiple iwi health prov iders who can network amongst 
themselves. Their umbrel la organ isation is the employer, not the marae or  Health Centre. 
It employs 10 community health workers spread around a network of marae in thei r iwi 
rohe. These community health workers have regular meetings . At these meetings they 
discuss their work and workload management. They have a fi rm commitment to 
community development as a philosophical expression of empowerment for Maori 
communities and they use the strength of their own experiences in working with the 
Maori whanau they come into contact with. The community workers have "walked the 
journey· J have" (Davis, 1997) . A community worker explains that their role is to, "know 
who to talk to and how to get resources [for their c l ients" .  They also need to see, "the 
macro as well as the micro". She maintains contact with her kuia and Kaumatua through 
various tribal hui and provides education, support and a l ink to the cl inic through these 
various hui - where she is seen, and they know they can talk about their health needs w ith 
her. 

.. 

Another community worker explains how broad this mandate may be. 
A lot of homes that I ' ve been into, the hous ing has been very poor in 
relat ion to heating, dampness, which causes il l health, what we al l know. 
And, to be able to work w ith that you had to know a key person at 
Housing Corp. or knowing things about Land Board issues . . .  so that ' s  
another example and a lso a ch i ld  with a ,  you know, getting asthma 
ongoing and other health problems and you ' re looking at the bedding and 
the, you know, the issues within the home and it's rea l ly  hard to say, wel l ,  
you know, you promote a l l  these good messages, dust free homes, airing 
your blankets when they may only have, you know, very minimal [things] 
in the home . . .  and if one chi ld . has headl ice and here you are gong with 
these wonderful messages, shampoo their  hair weekly ,  check their  hair, 
and i t ' s  just an ongoing thing.  It feels l i ke you ' re just  doing a band aid 
service (Makiha & Graham, 1 996, p3) . 
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A characteristic of Maori primary health care services is their use of community health 
workers for community l ia ison and education. This kind of outreach enables greater 
engagement with their communities of interest than occurs with GP practices. 

This community development orientation is in keeping w ith the orientation of other 
indigenous communities who have experienced dispossession of their l ands and who bear 
a disproportionate burden of i l lness in their popul ation. As such, any programmes aimed 
at improving health status operate with in "the context of colon isation  history and the 
contemporary cultural renaissance whereby indigenous populations are asserting their 
rights to self-determination" (Voyle & Simmons, 1 999) . 

Community development is reflected in two respects for Maori health providers: in their 
phi losophical orientation towards developmental aspirations for their  communities of 
interest ( iwi, organisation or community of residence) , and in the reflection of community 
development principles in their practice. This can be seen in the expl icit pursuit of 
empowerme�t of their communities in health promotion activities, by involvement of 
their communities in governance, and by their commitment to a more team-based 
approach amongst workers. 

In summary, community development is an essential component of a Maori health 
approach to health. Voyle and Simmons identify this as , 

Community development strategies incorporating empowerment as both 
means and end are consistent with the aspirations of the renaissance and 
reflect the principles of the Ottawa Charter for Health Promotion (Voyle 
& S immons, 1 999) . 

Alliances With Other Primary Care Providers 
Maori providers were not the only initiatives estab l ished under the health reforms in the 
primary care sector. Integrated Practitioner Associations (IP As) also arose during the 
health reforms . These grouped General Practitioners to budget hold for the del ivery of 
primary care. Early efforts of IPAs were in finding cost sav ings that could then be 
reinvested into health initiatives directed by shareholders, protect the profess ional 

334 



i nterests of GPs, influence primary care strategy and provide profess ional medical and 
nursing train ing for primary care practitioners. In some IPAs there was a greater 
emphas is on community col laboration, whi le others emphasised the business and profit 
outcomes promoted under the 1 990s heal th reforms. Th is budget incl uded 
pharmaceuticals and laboratory spend for their registered popu lations (compris ing GP's  
patient populations), in  addition to some special budgets around admin is tration support, 
computer grants and information technology developments, training and specific disease 
programmes prioritised by the RHA I HF A.  

During the early part of the health reforms, IPAs and other community health providers 
such as Plunket saw themselves as in competition with Maori providers. This tension 
eased cons iderably under the new more coll aborative approach fostered towards · the l ate 
1 990s when new providers had establ ished themselves and were bedded into the health 
sector and when a new pol it ical environment in  government encouraged this. 
Competition was no longer seen as del ivering superior results in  the health sector. 

Relationships between Maori health providers and these other providers developed over 
time. Sometimes new relationsh ips were forged with older serv ices such as hospitals, for 
example, the joint venture Superc l in ic at Middlemore Hospital sponsored by South 
Auckland Health and Tainui. Other examples such as Westkids arose in the late 1 990s, 
with diverse community partners starting with Starship Chi ldren ' s  Hosp ital (Auckland 
Healthcare) and Integrated Primary Care Serv ice (IPCS) ,  then broadening to inc lude Wai 
Health, Pas ifika Fono, Plunket and Waitemata Health. These new i nitiatives marked the 
h igh tide of the success anticipated by the early health sector reformers because they 
encouraged local innovation and respons iveness to patient need. The problem is that they 
were l imited in number and were sti l l  very d ifficul t  to launch, taking many years to come 
to fru ition . Such long lead times led to inevitable frustrations with in prov iders, including 
Maori providers. 
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There were also serious concerns held by Maori providers about joining forces with non­
Maori providers. Some providers bel ieved that this was surrendering the hard-won 
rangatiratanga of Maori providers for small gains under other providers' control. 

Similarities And Differences Between Third Sector Primary Care 
Providers And Miiori Health Providers 
Maori providers appear to share a considerable amount in common with other third sector 
primary care providers. In particular, they share an orientation towards community 
development and health promotion and a commitment to broad publ ic health definitions 
of primary care (Crampton, 1 999, p 3) . Arguably, they also choose to work with 
vulnerable populations, such as those who are low socio-economic or those who are 
ethnically Maori or Pacific Island. Crampton identifies commonal i ties between members 
of Heal th Care Aotearoa (HCA) , a not-for-profit umbrel la organ isation of community 
based healthcare providers in New Zealand. This analysis by Crampton could easi ly be 
extended to include almost all Maori providers. These are summarised by him as, 

Gove,rned by management committees that include community members 
and patient representatives, and tend to adopt population approaches to 
funding and provision of primary care services. In general ,  population 
based approaches are adopted in the fol lowing four areas: targeting of high 
needs populations; geographical location of services ; population based 
funding; and, denominator management of health problems. The 
populations of HCA are largely non-European, and l ive in deprived areas 
(Crampton, 1 999, p 3) . 

Whi le Crampton 's  analysis is about the work of HCA, including iwi providers, there are 
obv ious overlaps between the ideas and values driving these serv ices - or their  kaup'apa. 

One possible difference however, is the extensive use by Maori primary care providers 
amongst the Case Studies in this research (both iwi and pan-tribal) of community health 
workers and the requirement for location on, near or with a marae. The widespread use 
of te reo amongst Maori providers and also the extension of services to include things 
such as transportation reflect a wi l l ingness to go beyond the 'normal ' primary care 
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service. This expanded serv ice may require additional work by the provider, for example 
two checks to make sure patients v is i t  specialist referrals, or physica l ly taking them to the 
special ist, or explain ing l i festyle changes within their whanau environment, or looking 
after their babies or chi ldren for a period while they visit the doctor or ante-natal c l inics 
or indeed, whatever is needed to assist the patient to get appropriate treatment. 
Community health workers amongst the Case Studies cited all of these as examples .  

The 1 990s health reforms gave greater control for third sector organisations and Miiori 
providers in some areas. For example these providers could contract for services 
previous ly provided exclus ively by CHEs, such as immunisation and other special ist 
services. , Despite this, however, many of these services remained at the periphery of 
mainstream serv ices because most of these services remained firmly within C HEs despite 
the early promise of  transparency and competition. The size and h istory of CHEs in  
providing such services and the risk of  transferring services proved too d ifficult an 
,equation to solve in a decade of reforms. 

The orientation of Maori health providers to community development has been discussed 
earl ier. · This orientation is al igned with an integrated social pol icy approach including 
training and education, and welfare services as a means of promoting iwi Miiori 
development. Such an orientation fits neatly with the growing interest of Miiori providers 
and pol icy makers in population health approaches. This has gained momentum 
somewhat in the international l i terature around the debate on socio-economic and cultural 
determinants. 

The s ignificance of population 'based approaches for Maori i s  that they are premised on 
the importance of the col lective as opposed to individual interests . This is more 
congruent with tradi tional Maori values. Furthermore, it necessitates interventions 
irrespective of the abi lity of the population to meet its needs. This is important for Maori 
since evidence suggests that Miiori are probably net beneficiaries of universal systems. 
The evidence about who uses these services is sti l l  unclear but it may be that those who 
experienced i ncreased choice as a result of the health reforms and access to Maori 
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providers, may also be beneficiaries of other· Maori specific programmes such as Kura 
Kaupapa Maori . 

Crengle ( 1 999) summarises a by Maori for Maori provider as having t.he fol lowing 
characteristics ; 
•• Operated by Maori organisations / groups which are governed by Maori 
•• Based on kaupapa Maori and utilise t ikanga in the development and del ivery of their 

services / programmes 
.. Accountable to the Maori community 
•• Utilise (where possible) Maori staff 
•• Provide the Maori community with high quality servIces that are affordable, 

access ible and appropriate (Crengle, 1 999, p 8) . 
Some of these characteristics are not shared with other third sector primary care 
providers. In particular, the commitment to Maori participation at all levels in the health 
sector is an obvious difference. This is at the heart of the Maori health gain strategy 
identified by the Crown and North Health. It remains a key part of their strategy even 
through the various transformations from North Health to Trans itional Health Authority, 
to Health Funding Authority to Di rectorates and District Health Boards. Crengle goes on 
to identify two philosophies that underpin the work of by Maori for Maori providers, "the 
use of a Maori model of health and positive Maori development" (Crengle, 1 999, p 8) . 
Durie identifies both of these as resulting from the sea change in Maori approaches to 
health from the Hui Taumata of 1 984, when Maori decided that they would no longer be 
passive recipients of health services, but active partners in these serv ices. This was 
extended to cover governance and management of serv ices as a result of the 1990s 
reforms because of the then government's commitment to devolv ing risk and 
responsibi l ity to such communities. 

Population Based Healthcare 
Population healthcare requires an analysis of the health of populations and recognition 
that this may be more than the simple aggregation of indiv idual ailments . For example, 
understanding that Pacific Island patients are subject to h igh levels of obes ity and 
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diabetes may mean the health professional involved needs to promote a more a proactive 
campaign of diet and exercise. At another leve l ,  population healthcare can be seen as 
cons idering where the best changes can occur. Does it make more sense to treat the 
ai iments such as the common flu that generate more days off and involve a greater 
burden of i l lness or to treat those condi tions that are more infrequent but resul t  in more 
serious and long term interventions for the indiv iduals who suffer them? Furthermore, 
are these conditions amenable to treatment such as pharmaceuticals, changes in l ifestyle 
or wider social influences such as employment and education? 

The theoretical basis of population based healthcare is gaining ground around the critique 
of the impact of inequal ities on health (Lynch, 2000; Marmot, 1 995) . In particular, the 
work of Wilkinson on his relative income hypothesis theory (Wilkinson; 1 996; 
Wi lkinson, 1 997) , while criticized, appears to be galvanizing d isparate interest in the 
relationships between biological and social processes that affect health (Berkman & 

Kawachi ,  2000; Kawachi & Kennedy, 1 997; Kawachi ,  Kennedy, & Wilkinson, 2000) . 

A commitment to gathering information by the purchaser may be derived from d ifferent 
motives such as the des ire for fiscal contro l  which requires accurate costing of services 
(something that had not existed before the reforms), monitoring of compl iance with 
contracts for del ivery of specified contractual outputs such as surgical procedures, 
throughput, consu ltations and immunisation rates. Information is a powerful 
management tool and an essential ingredient for a transparent and competitive health 
market. Information Technology could also improve our abi l i ty to measure health 
outcomes such as l ife expectancy, d isease state management, referrals and d ischarges 
including handover between primary and secondary care physicians, ut l isation data for 
hospital isation, attendance at health promotion activi ties and a host of other potential 
measures . For example, detai led data col lection a\.lowed much closer c l in ical monitoring 
of variances in individual cl in ician behaviour. For example, amongst IPAs comparisons 
in pharmaceutical and laboratory spend could  be tracked raising questions when d ifferent  
c l in ical behaviour occurred for d ifferent popul ations. 
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Maori Nurses: Lynch-Pins In Maori Providers 
The significance of Maori nurses i n  the development and maintenance of Maori health 
providers cannot be underestimated. A Kai Tiaki article states that, 

Maori nurses have a p ivotal role to play in improving Maori health and the . 
Health Funding Authority wants to make sure they ' re in a posi tion to do 
so (O'Connor, 1 998) . 

This was a v iew supported by the MHDD of North Health. Cooper explains, 
We want more effective primary care and we need more practitioners than 
are avai lable now. So we wi l l  push and pull funding levers in ways 
designed to benefit Maori need (Cooper, 1 997) . 

Cooper sees this as encouragi ng a greater responsiveness to Maori need and, 
Wants a situation where any nurse is capable of dealing with the needs 
Maori people present with. I don' t  have any doubt that that is not the case 
at the moment. It is an issue for the [nursing] profession to deal with 
(O'Connor, 1 998) . 

. , 

In response to this, the HF A funded a workforce development strategy for Maori nurses, 
investing mi l l ions in their education over a few years. 

Maori nurses are at the forefront of a movement occurring e lsewhere i n  primary health 
care whereby nurses have an expanded c l inical role, screening patients for b lood 
pressure, weight, fami ly h istory and other important medical h istory factors. Rather than 
undermining doctors ' roles by taking over some activities such as cervical screens, 
immunisation shots and routine blood checks, it could be seen as the development of a 
primary care team inc luding the nurse, doctor, administrator and community health 
worker. Such changes are occurring worldwide and may reflect growing public interest 
in hol istic health care which coincides with debates around deal ing with the structural 
and pol itical roots of i l l  health rather than s imply treating symptoms of i l lness (Wilson, 
1 998, p 1 8) .  
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Wilson ( 1 998) has argued that the al location of government subsidies to GPs as providers 
and gatekeepers consol idated the pos ition of doctors over other health prov iders l ike 
Maori healers, nurses and homeopaths. Furthermore she stated that the proposed 
solutions such as managed care, might not del iver the benefits in the way intended. 
Rather such organisation of healthcare may implement a form of "survei l lance medicine" 
where the boundaries between healthy and i l l  people become increas ingly blurred as a l l  
are targeted for intervention . This i s  particularly so for those famil ies considered "at­
risk" such as Maori and Pacific Island famil ies. 

Critics such as Wilson contend that this increased medical survei l lance excuses health 
professionals from participating in difficult discussions around the structural and pol itical 
implications of i l lness. Navarro presented a critique in 1 986 of, 

The role of capita l ism in creating i l l  heal th and the demand for social and 
medical services, [he] talked of the depol iticising nature of medicine 
(Navarro, 1 986) . 

. r 

This is of concern if, as one study suggests, medical care may contribute as l ittle as 6% to 
health, and in the USA, and may have contributed as l ittle as 3.5% to some specific 
infectious diseases (Grace, 1 989; McKinlay & McKinlay, 1 977) .  The study suggests that 
our greatest opportunities for health gain lay outside the dominant drivers of the health 
sector. Again, Wi lson ( 1 998) finds that poverty overwhelmingly underlies the various 
risk indicators identified by programmes such as Fami ly Start22 and she criticises the 
targeted approach that individual ises these fami l ies and their care. 

Heal th promotion type programmes are also suspect because they rely  on individuals 
taking responsibi l ity and changing their l ifestyle. Again W ilson using Lowenberg, 
explains the impi ications of this. 

Individual responsibi l ity pervades the discourse of health promotions and 
warns of the dangers of the " ideology of choice" rhetoric, which targets 

22 This is a government sponsored national programme aimed at targeting at risk fami l ies and interven ing 

early by communi ty based agencies. 
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those with the scarcest resources and the most profound needs 
(Lowenberg, 1 995) . 

While Maori nurses are leaders in many Maori health providers, their value lies in 
expanding a more ind iv idual ist approach to primary care and promoting a more 
team based approach. Such an approach was apparent· among all of the Maori 
primary care providers and therefore Lowenberg 's criticism was somewhat 
mitigated by this more inclusive and health promotion orientation of Maori 
providers. However, the inexperience of Maori nurses in working in this 
environment, means that it may be some time before the best combination of 
c l in ical excel lence, expanded scope of services offered and community health 
team approach can be rea l ised. 

Problems in Paradise 
Maori health providers have acknowledged having start-up problems associated with new 
organisations, such as inadequate experience in human resource management and 
business ski l l§ .  These can be accepted as an inevitabl e  part of growing new organisations 
and developing new models. However there are underlying tensions amongst Maori 
providers that sometimes disempower Maori health workers with in  these initiatives. For 
example, multiple accountabil ity is both an advantage and an additional responsibi l ity for 
those working within such providers. There is also intense pressure to be part of the 
col lective, with l ittle room for individuality amongst some providers. Efforts to 
i ntroduce continuous qual ity systems wi l l  a l low some of these issues to be addressed 
within a structured framework for change but more is needed. 

These problems also affl ict everyone in the primary care team. For example some 
community health workers reported feel ing "the last to be considered" by their provider. 
They were the "add-on at the end" . Contracted doctors reported m ixed feel ings with 
rel ief expressed by some that they did not have to worry about the administration which 
was taken ' care of by administration staff, but concern expressed by others about their 
abi l ity to continue training and up ski l l ing. Some of them did this by working part- time 
at other Heal th Centres or by undertaking further training. Similarly, nurses also reported 
problems. In a Kai Tiaki : Nursing New Zealand article about Helen Taiaroa, a Maori 
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nurse with 25 years experience, worked for a marae based iwi provider in the Hawkes 
Bay but left within a short period of time. She describes a number of features also 
identified in this research.  These features include the nepotism of an iwi-based service 
where members of one whanau were on the interview panel and were administrators for 
the iwi heal th provider. She found that this made it difficult to raise issues, once 
employed without offending someone. A Maori provider employee a lso expressed this 
v iew during the research that found the "whanau dynamics a l i ttle hard to take". He 
explained that a few whanau members dominated the marae committee and also came to 
dom inate their health Trust at t imes frustrating efforts to achieve fundamental changes in 
governance, management and staffing. Such matters were especial ly  difficul t  to raise 
without major confrontations. 

The Kai Tiaki is also critical of the lack of experience of those required to manage or 
govern health professionals. 

They had no idea of the professional standards required of a registered 
., 

nurse (RN). They had no knowledge or understanding of the legis lation 
governing nursing or health. I was to prov ide an i mmunisation and 
asthma education service but my employers could see no need for me to 
do training in those areas (Unknown, 1 998, p 27) . 

Th is lack of understanding of health was not raised by any of the case study participants , 
although again, health professionals d id talk  about this informal ly. In particular, the 
more cl inically special ised they were then the more tenuous their understand ing and 
greater the l ikelihood that their professional development would be inadequatel y  

. . 

supported by the provider (such as continuing medical education or continuing nurs ing 
education). Maori providers usual ly had no budget for staff training despite the high need 
by staff for such ongoing train ing largely because they prioritised other more consumer 
focused act ivities. This problem is not unique to Maori providers. Many other primary 
care providers also report major problems w ith upski l l ing staff, particularly nurses, for 
new roles. Joining IPAs that provided ongoing medical and nursing train ing was one 
way of resolving this problem. These providers also lacked sufficient budgets for 
train ing and education and when money was available it was prioritised for doctors. 
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Also, Maori providers did recognise the l imitations of their staffs' ski l ls and were mostly 
careful to provide only those services they could cope with at the requisite level of 
qua l i ty. Where expertise was lacking, it could be brought in by purchasing . it (McLean, 
1 91)6, pp 15 - 16) .  

Two difficulties i n  particular affected this research, the first was that the initiatives were 
often so new that i t  was difficult for any form of outcomes based evaluation to have taken 
place. This also meant that staff were sometimes reluctant to express critical opinions 
during formal interv iews, although freely expressing them outside of these. Within hui 
or other more informal gatherings, they were much more forthcoming. Secondly, the 
health refonns were seen as empowering for Maori and there was a strong desire on the 
part of the individuals interviewed to avoid undermining these. They were apologetic 
about rais ing difficulties and largely identified the problems as personal ly located rather 
than systemic. This is i ronic given the empowering mandate of the changes. 

Helen Taiaroa goes on to identify another issue expressed by one Case Study interview, 
namely the absence of suitable qual ifications amongst those responsible for evaluating 
her performance. She also bel ieved that the service was at t imes unsafe because of the 
absence of suitable qual ifications amongst staff to del iver the services for which they 
were contracted. 

Other human resource issues were identified as a. "poor rate of pay for my skil ls and 
qual ifications. They were getting a cheap nurse" (ib id) . These poor practices in human 
resources were also recognised amongst North Health Maori providers. North Health 
attempted to deal with this in at least two ways, the first was by contracting Awhi Health, 
a Maori health provider development company, to provide training to Maori provider 
managers on human resource management, and by encouraging further training and 
mentoring. This was of l imited success because few Maori provider managers believed 
that they needed to change their practice as ' staff were happy with their jobs ' .  
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Maori Health Development staff were occasionall y  asked to i ntervene directly with 
J 

Maori providers to avoid major disruptions within providers. MHDD staff had authority 
because of thei r  role as purchasers. It also meant that Maori Health Development staff 
were susceptible to being seen as overly i nterventionist by  some Maori provider critics, 
or unavai lable (because of the additional demands placed on them by more direct 
personal engagement with providers) . 

Another article in Kai Tiaki identifies s imi lar issues . 
This s i tuation is compounded for some iwi provider employees by a real 
reluctance to raise any issues of discontent because they are employed by 
their own whanau (O 'Connor, 1 998) . 

These issues include pay rates, employment contracts, working conditions and coping 
with pressures caused by budget constraints. Taiaroa '  s concerns lead her to a view that , "I 
can do so much as a Maori nurse for Maori cl ients in this non-Maori environment" 
(O'Connor, 1 998) . 

Criticisms Dj The Purchaser 
Criticisms of the Purchaser among Maori providers have centered around its 
underestimation of the true cost of providing services (bearing in mind that l i tt le accurate 
data exists about the costs of health services in New Zealand, or indeed international ly) . 
More often however, providers expressed frustration with the continual rollover of 
contracts, with l ittle or no opportunity to negotiate increased prices in the contract. These 
rol lovers occurred at the expiration of contracts, wh ich were usual l y  b i-annual, or annual . 
Such short time frames meant that providers invested considerable personal resources in  
contract negotiations usually requiring significant management time. Many of these 
contract negotiations were amiable and therefore reflected the qual ity of relations that 
existed between the Maori Health Development Division and the Maori provider 
themselves. This is not surprising s ince many of the provider ' s  contracts were based on 
the personal assessment of MHDD staff about the abil ity of these people to del iver 
quality. health services to Maori patients or clients. 
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Fol lowing the euphoria of securing a contract, real ities of providing health services 
started to hit home for Maori providers. This included the necessity for ongoing 
negotiations, staffing, provis ion of appropriate services and negotiation with other 
primary care providers. 

Maori providers were funded by capitation, bulk funding or fee-for-service for their 
serv ices by North Health according to projected patient numbers . This a l lowed them to 
pay staff, including their GPs, regular salaries. They were also entitled to claim GMS 
and ACC for patients, partly to offset the patient profile of high Community Service 
cards amongst patients and koha for those patients not working ful l -time. Despite this, 
many providers bel ieved the funding levels were inadequate (Crengle, 1 999, p 3) . 

Conclusion 
Maori health providers have a number of defining characteristics ident ified in Chapter 9. 
They have also developed a distinctive way of working with much in  common w ith other 
third sector �primary care providers, whi le retaining core features of primary care in 
common with GPs. In particular, the kaupapa of Maori providers stresses the importance 
of accountabi l ity to their communities of interest, either their iwi or their specific 
geographic region and the people who l ive in them. In this respect they are more 
natura l ly  incl ined towards a population approach in health services, a lthough the absence 
of population strategies in the rest of the health sector makes this more d ifficult .  They 
are also more incl ined to a holistic view and try and incorporate this in their practice by 
doing 'whatever is necessary ' to assist the patient w ith their problems. They also have 
more blurred professional boundaries s ince they often interact with patients in settings 
other than the c l in ic .  

Maori providers h ave an expressed desire to work with Maori for Maori. This 
commitment forms the basis of a Maori kaupapa integral to the strategic v ision of the 
organisation, and is reflected in their operations wherever possib le .  Whether th is 
consti tutes a kaupapa Maori service is another question altogether. Maori providers' 
commitment to whanau, hapU and iwi and / or Maori communities, and the use of 
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community development ,as the key means of developing their health services, are a l l  
distinguishing features of  Maori heal th providers. 

This next phase of Maori provider development between 2000 and 200 1 wil l  include a 
continuing focus on qual ity of service. Unfortunately few tools are avai lable against 
which measures of such qual i ty of service can be determined. He Mahere Whakamua is a 
Maori model of quality of services for community health services and is based on 
Donebedin's model (Martin, 1997) . It remains the only Maori quality of service model to 
date. 

, Did North Health pursue a pol i tical strategy as a means of achieving improvements in 
c l in ical outcomes? Certainly the approach is consistent w ith the theme of developr:tent as 
integral to health improvements. However, is there evidence that such strategies work? 
There is certainly evidence that the reverse is true, that is that health services with l i tt le 
Maori participation re,sult in poor health status for Maori (Pomare et a I . ,  1 995) . A 

, defin itive answer to the question of whether such strategies work to improve the health 
status of Maori is sti l l  some way off as health outcomes tend to be longer term measures 
of changes in society. There is also the additional problem of l inking pol icy changes and 
health services to health status and health outcomes. Greater c larification about how a l l  
of  these interact i s  required from future research, part icularly w ith regard to  how they 
affect vulnerable populations such as Maori. 

Understanding how and if Maori providers can lead to improvements probabl y  requires a 
much deeper understanding of the nature of New Zealand society and the type of 
development necessary for such improvements to occur. Any expectation that pol itical 
strategies wil l  a lone improve Maori health outcomes seems optimistic. 

Maori healthcare providers examined in this research shared many things in common 
with each other, including similar c l ient profi les, experiences of s imi lar marae and iw i  
pol itics and s imi lar practices with respect to  primary care. During the early stages of  the 
health reforms Maori providers were often in competition with each other for contracts. 
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By 1998 this had changed considerably,' with many establ ishing supportive " joint 
relationships with other providers, including other Maori providers . 

By the late 1 990s Maori providers had begun establ ishing jo int rel ationships with other 
health providers such as IPAs, CHEs and other community health organisations. The 
in itial competitiveness promoted by the health reforms (bel ieved to lead to greater 
accountabi l ity, transparency and efficiency) would be replaced by a more real istic and 
collaborative approach by 1 996 fol lowing the election of the Coal ition government. 

Many iwi providers sti l l  expect preferential treatment in securing service and other 
contracts and this has been reinforced by' North Health 's successor, the Heal th Funding 
Authority, which has continued the commitment to mana whenua through their Treaty 
Relations pol icy that has prioritised iwi funding. 

The Maori Health Development Team of North Health promoted pol icies that supported 
the rationing and publ ic choice ideals widely promoted by successive National 
governments during the 1990s. However, their views were tempered with a strong 
commitment towards the need to engage Maori actively  i n  a ll aspects of the health system 
and a desire to have success with ' their' Maori providers. These 'successes' were 
essential for convincing a new bureaucracy of the workab i lity of by Maori for Maori 
health provision. Particular Maori providers chosen by North Health through the 
contracting process between 1 993 and 1 995 were significantly advantaged in the 
fo l lowing years, securing regular rol l -over in contracts and preferential tendering for 
other contracts. Other funds became available to support the enormous infrastructure 
needs of new health providers, including workforce development, information technology 
and asset purchasing. These funds consisted of TAGs funding and Maori Provider 
Development Funds. 

During the l ate 1 990s Maori providers consol idated their primary health servIces, 
offering an increased menu of serv ices to an increasing number and range of patients . In 
some cases Maori providers came to special ise in particular areas such as fami ly  services 
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(sometimes associated with other contracts secured by the parent organisation) , mental 

health, diabetes clinics, and pediatric services. This specialization has enabled Maori 

providers to move periphera l ly into new areas and expand their serv ices . They are also 

at, :e to offer a form of sub-special isation within commun ity settings that is consistent 

with other developments in primary care (Minister of Health, 2000b) . 

However, fundamental questions need to be asked about the nature of the risk being taken 

on by the Maori community in Maori health; the take-up of population approaches to 

health for Maori; the effectiveness of such approaches in the context of the overal l  

reforrn"s of the government; the sustainabil ity of Maori health providers, and the quality 

of serv ices prov ided. 
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CHAPTER 1 1  

Mainstream Enhancement And Maori Provider Development 

Introduction 
The development of by Maori for Maori providers was the major strategy pursued by 

North Health resulting from the Crown's objective to achieve greater Maori participation 

in the health sector as a means of ensuring Maori health gains. Two other strategies were 

also employed; mainstream enhancement and Maori provider development. The Maori 

prov ider development strategy pre-dated the national in itiatives of the Ministry of Health 
and Heal th Funding Authority between 1 998 and 2000 that resulted in funding for the 
Maori Provider Development S cheme (MPDS). While the previous two Chapters 

examined by Maori for Maori providers in the primary care sector, this chapter examines 

these latter !WO North Health strategies .  

Only one contract was agreed for each of these other strategies in Auckland, one with a 

mainstream Maori provider in a l arge Crown Health Enterprise (CHE), and one with a 

wholly Maori owned limited liabi lity Company which provided consultancy services to 

those Maori providers referred by North Health. Both of these contracts have been 

regarded as unique in New Zealand (Te Pania-Palmer, interv iew, 1 1  March 1999) . These 
contracts were unique because they were the only contracts of their type national ly, and 
because they provided services that were different to those offered by other Maori 

providers . 

With regard to the CHE prov ider, wh i le there were other contracts with CHE to provide a 

Maori presence through cultural advisory units, neither of the other two Auckland Maori 

units had the change management focus of this particular provider. 

A bi-cultural contract was also approved in Northland with Te Hauora 0 Te Hokianga, 
fol lowed soon after by a public heal th contract with Te Hauora 0 Te Tai Tokerau {known 
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as THOTT) 23 and a Tai Tokerau MAPO during the phase of MAPO development. These 
contracts are not dealt  with within this research as they were not among the Case Studies . 

Case Studies 
As indicated above, there are two Case Studies in this section wi th one example of each 
one of the remaining three strategies (that is the mainstream enhancement and Maori 
provider development strategies) adopted by North Health with respect to Maori health .  
These . two case studies are He Kamaka Oranga from Auckland Healthcare and Awhi 
Health. He Kamaka Oranga is the sole example of the mainstream enhancement strategy 
and Awhi Health is the sole example of the Maori Provi der Development strategy. 

Mainstream Enhancement Strategy: He Kamaka Oranga 
Mainstream enhancement means i mproving mainstream providers' servIces for Maori 
patients. This can be achieved in a number of ways, but essential ly  means making 
services more appropriate (that is, more acceptable, relevant and responsive) . There are 
two . assumf>tions made here, firstly that many mainstream services are not appropriate 
and t herefore do not meet Maori health needs (therefore relating to outcomes for Maori), 
and secondly,  that it is possible to improve the qual ity of mainstream serv ices by making 
them more respons i ve, relevant and effective. 

He Kamaka Oranga is  a bi-cultural CHE-based service responsible for Maori Health 
Management. Their Kaupapa I Mission Statement is; 

To provide sustainable Maori Health management to i mprove the qual ity 
of l i fe for Maori and al l  other people in Tamaki Makau Rau - while 
preserving those visions and qualities unique to Maori (He Kamaka 
Oranga, 1 994, p 2) . 

He Kamaka Oranga has had a contract with North Health from 1 994. Its contract was an 
acknowledgement of the need to do something within the Crown Heal th Enterprise 
environment and the des ire to adopt a more strategic approach in turning around a l arge 

23 Te Pumanawa Hauora completed an evaluation of THOTI for the Health Funding Authority in 1 999 . 
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and complex organisation to become more responsive to Maori patient needs. Both the 
provider and purchaser recognised that this would be a big job and that it would probabl y  
take some years to achieve direct benefits for Maori patients who used these services. 
The goal was to change the CHE environment so that it was better able  to respond to 
Maori patient need, thereby improving Maori health status. 

The patient usmg these servlces, as opposed to by Maori for Maori servlces, was 
inev itably involved in a more acute or serious i l lness episode. This is particularly so for 
Maori patients who present with more co-morbidities and in more acute states than non­
Maori, making it more difficult to treat them. Despite this, they often have less money 
spent on them in hospital interventions than non-Maori (Jackson, 1 999; Vaithianathan & 

Mutch, 2000) . 

He Kamaka Oranga also provided a safety net from Maori politics for the CHE by 
deferring things Maori to the General Manager. They could identify with a broad 
spectrum of Maori, from mana whenua iwi to urban Maori groups. In particular General 
Managers ' close relations with iwi  Runanga would enabl e  them to benefit from the iwi­
favourable pol icies of the Purchaser which dom inated purchasers ' strategies with regard 
to Maori health from the mid to late- 1 990s. 

Miiori Provider Development Awhi Health 
Awh i  Health signed a contract with North Health  in October 1 995 after approaching it i n  
1 994 initial ly  for another type o f  service. North Health' s  Maori Health Development 
D ivis ion identified a gap in the market and suggested that the ski l l  mix of the new 
company might be better suited to supporting Maori providers, particularly with 
management and business adv ice. The contract negotiated was for a l imited budget 
working with Maori health providers subject to MHDD approval. While these providers 
initial ly included a l l  those within the North Health catchment area, including Northland, 
this was subsequently changed in 1 996/97 to specify only Auckland based MHDD 
funded providers (as opposed to any provider irrespective of their being funded by other 
serv,ice teams in North Health such as mental heal th, disabi l ity or public health) . 
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This Case Study also performed work on behalf of the Purchaser itself, in the primary 
care and secondary care environments also. This work included business planning, 
appl ications for fund ing and general management advice and training and also 
evaluations of health prov iders. 

During the establishment phase of Maori health providers (between 1 993 and 1 996) this 
development role consisted of writing business plans, providing small intens ive training 
courses for managers on human resources, the role of governance and management. 
Later during the consol idation phase ( 1 995- 1998) topics for train ing included integrated 
care and qual ity of service accredi tation.  

While not working directly with Maori patients as the 'by Maori for Maori ' prov iders 
did, Awhi Health nevertheless worked with prov iders who del ivered services to these 
patients and thus maintai ned a commitment to improving the health of Maori patients and 
their whanau through the provis ion of qual i ty healthcare services in common w ith a l l  
other Maori health providers. 

This role of working with both the Purchaser and providers l ed to some confus ion among 
prov iders about what Awhi Health was there to do: to gather ev idence of performance for 
the purchaser or to meet their needs in an area of d ifficulty. Such confus ion and 
skepticism about the abi l i ty of the provider by other Maori providers, led to under­
util isation of the contract during the first two years. Interestingly, Maori providers were 
keener to use outs ide large consultancy firms such as KPMG, Ernest Young and Arthur 
Anderson, in preference to this low-no cost Maori a l ternative. 

Working In A CHE Environment 
He Kamaka Oranga's contract a l lowed for shared funding between the host organisation 
and North Health with 50% provided by the CHE itself, and 50% from North Health as 
an addi tion to the CHE budget for funding this service. According to He Kamaka 
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Oranga, the rationale for this contract with Auckland Healthcare and North Health 
reflected 

The elevation of an i ntegrated Maori Health Management function to 
corporate status. This movement symbo l ical l y  signaled the importance of 
Maori Health and Te Tiriti 0 Waitangi within Auckland Heal thcare. It 
also enabled Maori Health Managers to gain a comprehensive strategic 
overview of the whole organisation for the first time, and its performance 
relating to Maori Health Service (He Kamaka Oranga, 1 994, pS) . 

Fol lowing the appointment of a new Chief Executive to the host CHE, a rev iew ,was 
conducted of He Kamaka Oranga and fol lowing a substantial staff turnover, the service 
was restructured during 1998. This restructuring fal l s  outs ide the time period oJ this 
study, so the discussion here is primari ly  about what occurred between 1 994, when the 
service was establ ished and 1997, when the Case Study period ends. However, some 
reference is made to subsequent changes as with other sections to improve our 
understanding of how this strategy unfolded. 

He Kamaka Oranga's  service was organised for both corporate l iaison and serv ice l iaison 
within each hospital and CHE community health setting. The General Manager of He 
Kamaka Oranga was a member of the senior management team of the CHE unti l 1 998 
when a restructuring establ ished a separate Manager's pos ition for the service and a new 
role for the General Manager as an advisor to the CEO. The Manager of Maori Health 
Serv ices remained a member of the Executive Management Group. He/she enjoyed a 
close working relationship with the position of General Manager establ ished as a result of 
the first restructuring. 

He Kamaka Oranga is a Maori change management service estab l ished to assist the CHE 
to implement Maori appropriate services. The development of Maori providers was 
intended to improve the access of Maori c lients to "cultural ly safe and effective health 
care" (A Plus Newsletter, Auckland Healthcare, March 1 997, p3) . Specifying exactly 
what this meant has taken considerably longer than anyone antic ipated. Part of the 
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problem is that much of what was considered kaupapa Maori related to primary care, 
whi le little had been developed on this within the secondary and tertiary sectors. It was 
compounded by an historical approach within CHEs to advisory units who tended to be 
the 'dial-a Kaumatua, 24 arm of the organisation, rather than contributing to substantive 
decision-making in the organisations. 

A review of He Kamaka Oranga conducted by the purchaser in 1 997, concluded that the 
mainstream enhancement strategy had been worthwhile, but it needed to find a new 
direction if it was to continue to be effective. This direction included reorienting its role ,  
separating tikanga matters from business matters, and reorienting the policy making role  
of He Kamaka Oranga within the corporate body of  the CHE, whi le also looking for a 
more direct relationsh ip  between Maori service managers and corporate strategy. . 

Operating within an existing mainstream provider presented added difficulties for this 
Maori provider. The obvious need to fit within an existing organisational structure and 
to comply with organisational requirements, is one smal l  part of this difficulty .  This was 
further complicated by the level of complexity of this CHE environment, with its 
regional ,  national and South Pacific specialties . Such specialization inevitably led to h igh 
levels of professional isation within specialties and sub-special ities, making requirements 
for Maori input more difficult to identify and negotiate. Furthermore, these 
specialisations occurred within an organisational structure that negotiated these 
interactions for each patient. Co-ordinating these services across the spectrum of support 
services, acute services and specialties was difficult enough, let alone convincing them 
that it would make a difference to the qual ity of their service and c l inical outcomes if 
they responded to Maori input. 

The Maori Health Management Service was established at this CHE as a direct response 
to the Crown's  objectives on Maori health. The inclusion of Maori health at the 

2 4  Dial-a-KaunYltua is the sl ightly derogatory term used by M('ori to refer to token use of M€'Ori expertise 

by organisations, where they call on KaUmfltUa and kuia to assist for events such as blessings and 

welcomes, but l i ttle else. 
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corporate level was considered an achievement for . Maori health services. " As the CHE 
explains: 

This movement not only symbolically signaled the importance of Maori 
health and the Treaty of Waitangi within Auckland Healthcare, it also 
allowed Maori Health Managers to gain a comprehensive overview of the 
whole organisation for the first time and its performance relating to Maori 
health (Auckland Healthcare, 1 998) . 

He Kamaka Oranga was to effect change through input into pol icy and plann ing, and by 
monitoring the performance of the CHE with respect to Maori. While- some efforts have 
focused on gaining the support of general managers and service man"agers for Maori 
health gains, l i ttle attention has been paid to gaining the loyalty and trust of senior 
clinical staff. Of major concern was the scarcity of appropriately trained Maori staIr in 
the health sector. Workforce development therefore became necessary. Auckland 
Healthcare estimated its Maori workforce at less than 2% of their total workforce of 
6,800 in 1 997. 

One difficulty identified in the Review of He Kamaka Oranga in 1 997 and the Service 
Level Cultural Qual ity Review in 1997, was the need to translate these phi losophical 
principles into operational activities .  This required both expertise to translate these 
cultural and phi losophical principles ,  and interest and commitment by service level 
c l in ical and management staff. 

Clear themes emerged, such as the need to l ink corporate phi losophy, that 
is, Board Governance and Senior Management commitment on Maori 
health, to human resource practices, profess ional values and c l in ical 
practice. This was absent in a l l  providers (Maori Health Development 
Div ision, 1 997c, p 2) . 

The reference to al l prov iders is for al l  Auckland CHEs who were the subjects of this 
rev iew (in addition to one Northland disabil ity provider) . 
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How Do These Initiatives Compare With Other Moori Health Initiatives? 
These two strategies of mainstream enhancement and Maori provider development 
differed from the 'by Maori for Maori ' health providers' initiatives in  crucial ways. They 
represented an attempt by North Health to address two important real i ties of the heal th 
system; the dominance of mainstream providers i n  servicing Maori and the embryonic 
state of Maori provider development within New Zealand during the period of the 1 990s 
reforms. . 

These initiatives can be considered as having three dimensions of difference; the sector 
thaJ the provider operates with in, service orientation and ownership structure. 
Differences between these strategies and other Maori provider initiatives considered i n  
the case studies are summarised in  the Table below. These case studies are reflective o f  
the range o f  Maori providers within the Auckland region during the. period 1 993 to 1 997.  

W ith respect to the sectors within which the provider operates, these range from primary 
and commufiity care for ' by Maori for Maori ' providers, to secondary and tertiary c are 
for mainstream enhancement. The Maori Provider Development provider works across 
a l l  these sectors in health, providing consultancy advice to a l l  types of Maori providers . ,  
to both for Maori provider development. These providers include those who are mainly 
concerneci with primary care prov ision in a General Practice environment, to those 
operating more strategical ly as change managers within a hospital and communi ty 
services environment. The last type of Maori provider, the Maori provider development 
contract works with Maori providers across a broad spectrum of services ranging from 
the health purchaser, to  by  Maori for Maori providers to  those working i n  mainstream 
enhancement. Differences in legal structure and ownership i l l ustrate the divergence 
between these providers. The ' by Maori for Maori ' providers are owned exclusively b y  
Maori trusts who are affiliated to 'parent' Maori organisations such a s  iwi Trusts or 
Maori . urban authorities. I n  comparison, the Crown Health Enterprise owns the 
mainstream enhancement provider and a private company owns the Maori provider 
development provider. 
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Table 23 Differences Between North Health Maori Providers 

By Maori For Maori 

Primary and community 
care orientation 

Owned by Maori charitable 
organisations 
Multiple providers 
(including disabi l ity, mental 
health and primary care) 

Operational orientation 

Direct c l ient service 
provision with health 
promotion orientation 

Funded mainly by health 
purchaser with some ' top­
up' and establishment costs 
met by owner 

Mainstream Enhancement Maori Provider Dev. 

Secondary and Tertiary care Work across primary, 
oriented secondary, tertiary and 

purchasing environments 

Owned by CHE 

3 providers in Auckland in 
each of the main CHEs 
(excluding other Maori 

Owned privately by Maori 

1 provider - although 
independent private sector 
consultants w idely avai lable 

un its within special ist areas and used 
such as mental health) 
Strategic orientation 

Indirect c l ient serv ice 
provision with change 
management orientation 

Joint funded by health 
funder and CHE 

Developmental orientation 

Indirect c l ient service 
provision w ith provider 
development orientation 

Funded main ly through 
private work with a small 
contract base contract with 
the Purchaser 

Mainstream enhancement was one arm of the s trategy developed by North Health to 
achieve Maori Heal th Gains, as per government policy and North Health and the Minister 
of Health 's  annual funding agreement. This CHE contract differed from other Maori 
provider contracts in a number of ways. Firstly, it was located within a CHE service. 
Secondly, i t  was bi-cultural (not by Maori for Maori). Third ly, it focused on corporate 
change rather than direct service provision. 
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For these reasons, this case study is· unique and provides insight into how Maori health 
gains were taken up in a CHE corporate env ironment, in conjunction with an evolving 
Maori managers service at service and hospital levels. Furthermore, it appears t hat this 
CHE has been more proactive than others in implementing a corporate change strategy 
and establishing a separate Maori health service arm across its range of services (Maori 
Health Development Division, 1997c) . 

Maori providers shared a common · view that many Maori patients had been under­
serviced with regard to primary and secondary care services. This has been borne out in 
sUbsequent studies showing that Maori under-uti lise health services relative to their h igh 
health needs (Gribben, 1999; Jackson, 1 999; Jackson, Kelsa l l ,  Parr, & Papa, 1 998;  
Malco lm,  1 996; Scott, 2000; Vaithianathan & Mutch, 2000) . This v iew was ·widely 
accepted amongst the case studies and was shared by the purchaser. They bel ieved that 
Maori ·health  status reflected a l ack of investment in  Maori health and furthermore, t hat 
there was i�appropriate care in the health sector that fai led to account for the 'cul tural ' 
aspects crucial to health improvement for Maori . These cultural determinants were 
identified in the National Health Committee report (National Heal th Committee, 1 998) 
and were also suggested in a re-analysis of the data for the 1 996/97 New Zeal and Health 
Survey which showed that despite evidence that Maori visited GPs more frequently than 
non�M aori (and contrary to common perception), they did not visit often enough when 
the ir  health needs were cons idered (Scott, 1 999; Scott, 2000) . 

·Crown Health Enterprise Miiori Cultural Units 
Al l  C rown Health Enterprises within Auckland found d ifferent ways to accommodate 
Maori needs within their structures. All of the CHEs establ ished a Maori C ultural Unit 
to act in an advisory capacity. The degree of influence of each of these units varied, but 
what is  clear is that only one of these Maori ' units' was designed to expl icitly influence 
the corporate culture of the organisation and retained the right to s it on the Executive 
Management group for that CHE. Units in other CHEs appeared to have a more generic 
and adv isory role rather than responsibi l i ty for organisation wide pol icy development and 
a capacity for input into serv ice level planning. He Kamaka Oranga therefore had a 
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responsibi l ity for affecting the corporate pol icies and culture of the CHE in ways that 
were i ntended to be beneficial to Maori. This included reviewing, advis ing and writing 
pol ic ies on Maori health within the CHE, as wel l  as service-based responses for specific 
areas such as how the CHE should deal with tupapaku and i nteract with whanau during 
i l l ness or death with in a hospital setting. Some of this advice can be described as trying 
to make health professionals ' behaviour more appropriate and is therefore an extension of 
the cultural safety discourse that has occurred within the nursing profession in New 
Zealand.25 However, some of this advice also concerned a more systematic response by 
the CHE and became reflected in formal pol icies . For example, the attempt to secure 
ear ly release of the tupapaku so the whanau could hold tangihanga, and active 
encouragement of whanau in caring for their  member wherever possible within the 
hosp ital setting (assuming it did not interfere with necessary medical procedures) . 

Cultural advisory units in other CHEs tended to concentrate solely on the advice at the 
level of indiv idual service or health professional ,  rather than the more systematic 

.. 
approach adopted by this CHE (Maori Health Development Division, 1 997c). 

Despite this, there remained s ignificant problems with the service, including the l ack of 
sufficient i ntegration between corporate and service level Maori analysts and managers. 
There were also major shortcomings in the qual ity of rel ations between the serv ice and 
senior managers in terms of securing 'buy-i n '  for recommended changes and s imi larly ,  
absence of understanding of their role among senior c l in icians. 

This process of transl ation of Maori health principles into mainstream servlces is  not 
straightforward. There is an active discourse among Maori on how fundamental cultural 

2 5  This discourse arose from a challenge by M.ori nurses to non-M·ori nurses (and other health 

professionals/ managers) about the safety of their practice for M ·ori patients, given that they often did not 

understand even basic cultural values (such as the tapu nature of the human head) . It was further argued 

that nurses had a responsibil i ty to learn how to respond more appropriately to cultural needs to guarantee 

this safety to M ·ori patients. This i nfluenced nursing education curricula and consequently resulted in a 

few high profile media cases regarding chal lenges to these ideas by Pakeha students. 
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principles such as man a, can be interpreted within a health setting. Being able to 
measure such a principle during the process of health intervention is even more 
compl icated . . This kind of cu ltural trans lation is one of the many challenges facing He 
Kamaka Oranga and c l in ical staff. The Strategic Plan 1 998-2007 for He Kamaka Oranga 
identifies these key Maori principles as, 
1 .  Maintenance of a vital spoken language 
2. Tribal control and usage of traditional lands, forests, lakes, rivers and seas as 

providers of spiritual and material sustenance for the people 
3. Recognition 'of the soc ial, dietary and economic importance of traditional food 

sources free of restriction, pol lution and plunder 
4. Primacy of the Maori health ethic and its spiritual components, including access to 

traditional MaorL medicine and its practitioners 

S .  Reasonable access to Western medical services 

The plan goes on to identify the fol lowing as underpinning any act, process or 
mechanism of these principles with respect to Maori health 
1 .  The importance of tikanga and te reo Maori 
2. A need to recognise the mana of the iwi, hapu and whanau and respective 

respons ibi l ities for the health and welfare of their people 
3 .  Incorporating whanau concepts into the delivery of  health serv ices 
4. Recognising indigenous yet complementary Maori approaches to health and healing 
S. A need for Maori to have access to the benefits of Western medicine 

The healing practices used by Maori encompass five main practices. This includes the 
use of rongoa (medicinal flora) , mirimiri (massage) and ritenga / karakia ( incantations 
and rituals) ,  wai (water) and surgical interventions (Durie, 1 998c, p 1 8) .  Differences 
b�tween traditional Maori and western scientific approaches to health may be less 
obv ious than they were a few years ago. There appears to be convergence in some health 
practices wi th the growing acceptance of the importance of environmental and social 
factors on health and wel l -being. As Durie explains; 
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Only recently has the influence of mind on health been given widespread 
medical prominence. Actual physical changes associated with placebo 
response have been measured. Causative agents in any i l l ness have been 
shown to encompass a multitude of factors: physical , psychological ,  social 
and environmental. In one sense the holistic Maori tradition had been 
ahead of the Western preoccupation with individual pathology as if s imple 
cause and effect relationships existed between host and disease. But, in 
another sense, Maori traditional practices have much i n  common with pre­
industrial western emphases on rel igion and moral behav iour as 
explanations for i l l ness (Durie, 1 998c, p 2 1 ) .  

The Service Level Cultural Qual ity Review report showed that there was some 
knowledge of and goodwil l  amongst medical and nursing staff towards Maori health 
approaches within the CHE. For example, "staff made varying attempts to provide 
cultura l ly relevant care", (Maori Health Development Division, 1 997c p 20) and "Staff 
feedback suggests goodwil l  towards organisational responses to improve Maori health" 

.. 

(ibid, p 23) . However, there were also problems identified which required a more 
systematic and organisational- level response, rather than individual cl in ical response. 
For example, " [there is a] risk of stal l ing or regressing in their  development and 
understanding of Maori health i ssues due to changes i n  training and unmet staff 
expectation" ( ibid, p 23) . Whi le staff at Starship were wi l l ing and able to use Te 
Whanau Atawhai and Te Kahurangi services by asking Kaitiaki for help there was a need 
to further integrate these resources with services and to establ ish organisational protocols 
that hel p  staff understand "the purpose and relevance of Maori servlces and support 
mechanisms" (ibid, p 20) . 

In  contrast, other Auckl and CHEs tended to use their Maori Advisory Units (or Cultural 
Resource Units) for generic purposes w ith even less clearly defined protocols for their 
i nvolvement. Those matters seen as Maori ' issues' that occurred during health 
i nterventions were referred by c l inical staff to the Cul tural Unit. These Maori ' issues' 
were therefore seen as extraneous to their c l in ical practice and not as an aspect of cultural 
qual ity care (Maori Health Development Division, 1 997c, p 3) .  These approaches are 
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questionable for Maori patients because they enable the add-on approach to continue with 
no systematised development or organ isational and professional response to aspects of 
cultural qual ity practice. 

Maori Health And Continuity of Care 
It can be argued that the better meeting of Maori cultural need (as wel l  as c l inical need), 
wil l  increasingly be a business imperative for mainstream providers as Maori providers 
develop and provide alternative choices for Maori patients. The belief amongst the 
primary care Case Studies in this research was that Maori patients wil l  choose to go to 
Maori providers increasingly because they are offering appropriate clinical care, but also 
because they offer culturally appropriate care. However in respect of He Kamaka Oranga 
this was a somewhat academic exerc ise when considering CHE based services s ince there 
are no Maori secondary or tertiary Maori providers. This is due in part to the 
complexities involved in providing such services with the requis ite ski l ls and mix of 
serv ices required ( including x-ray, laboratory, physiotherapy and psychological 
assessment} . These are also resource intensive serv ices with h igh price tags. 

While Maori have been wil l ing to take on additional risk by acting as brokers in 
purchas ing secondary and tertiary services and sub-contracting to suitable providers , 
transferring this level of risk to Maori providers has been assessed as too high given the 
relative inexperience of Maori providers in the secondary and tertiary care market (Hon. 
Wyatt Creech speech to IPA Network Conference, Awataha Marae, 26 March 1999) . 

Instead, the Super Cl in ic at Middlemore Hosp ital with Raukura Hauora remains the on ly  
example in  Auckland, of Maori realisation of this type of service. 

The transfer of activities previously deemed secondary or tertiary may change however, 
w ith a trend in primary care towards minor surgical procedures performed by trained 
specialists working as GPs within the community. These changes within the hospital 
sector also coincide with an increase in day surgery procedures and community based 
care where patients are discharged to the community fol lowing surgical procedures or 
other hospital i nterventions, or where they are treated within the community rather than 
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within the hospital setting. In this respect, Maori providers are part of a much larger 
trend of hospitals reaching out to primary care and primary care reaching out to hospital 
services. This primary / secondary integration has been gathering strength as i t  offers the 
potential for a seamless trans ition within the health sector. The focus would be on the 
continuum of care for patients i rrespective of their health ' episode ' .  The choices for 
patients about where they could be treated for a wider range of il lnesses would increase,  
and i t  would be possible to better uti l ise their own support structures within their 
communities, thereby minimis ing d isruption to their fami l ies and l ives. Such ideas have 
gathered further momentum with the election of the new government and release of 
d iscussion documents from the Minister of Health (Health, 2000b) and Royal Col lege of 
General Practitioners (Taskforce, 1 999) . 

This  blurring of sector l ines may suit some Maori patients particularly well .  There will 
be some medical condit ions that require hospi tal intervention and Maori are more l ikely 
to have co-morbidities and may also have fewer support systems able to care ful l  time for 

� 

them during a period of convalescence. Al l of these may mean that hospital care wi l l  
remain an important component of treatment for i llness for Maori. This suggests that 
considerable effort is needed to improve mainstream services responses to Maori patients . 

Despite the importance of specialist cl inical staff in Crown Health Enterprises and the 
obvious difficulties of recruiting suitably trained medical and nursing staff, none of the 
Crown Heal th Enterprises. including Auckland Healthcare, was able to show a clear 
Maori workforce development strategy (Maori Health Development Division, 1 997c). 
There are a number of reasons for this lapse, not least being the long-term nature of the 
task.  Specialist medical training requires enormous resources and New Zealand health 
providers have had almost no responsibil ity for direct workforce development except 
through making training opportunities available to doctors and nurses. Univers ities and 
Polytechnics are trying to cope with recruitment of Maori into medicine, nursing and 
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a l l ied profess ions through innovative programmes such as Vis ion 2000.26 Workforce 
development has been identified as an essential part of the next tier of strategies in Maori 
health, but al l of these wi l l  take time to come to fru ition, and once trained, keeping 
doctors, nurses and other a l l ied profess ionals in New Zeal and wi l l  be a further chal l enge. 

Organisational Structure of Crown Health Enterprise / Hospital and 
Health Services 
The shareholders of the CHE are the Ministers of Finance and Health of behalf of New 

. Zealand citizens. With 7500 staff and four hospitals, the CHE provides serv ices of 
national and regional s ignificance (Auckland Healthcare, 1 998, p3) . 

An initiative by He Kamaka Oranga to establ ish Maori Service Managers wil l  result in a 
matrix structure in Maori Health Management within this CHE, where He Kamaka 
Oranga wi l l  provide corporate oversight, pol icy and planning roles for the overa l l  
organisation, and Service Managers will provide Maori oversight for particular hospital 
sites and / or services. ' This is intended to address the problem of integrating services 
with corporate objectives. 

CHEs are incredibly complex health bodies, with highly trained health professionals 
working within highly s.egmented and special ist areas . This is exacerbated by the 's i lo '  
mental ity, which dominates health services within New Zealand. This  mental i ty v iews 
hospital s ites as the defining feature of health services. As such, i t  cuts across continuity 
of care and util isation of the ful l  range of services available to patients . Reconci l ing this 
reality has created maj or challenges to protecting the mana of Maori patients and their 
whanau. Unfortunately, very l i ttle l iterature exists that expl icit ly addresses this si lo 
mental i ty, despite the fact that managers regularly talk about this preventing more 

. . 

effective multi-discipl inary team and multi-s ite work for patients . 

26 Vision 2000 is a Certificate Health Sciences course offered at the University of Auckland Medical 

School with the hope of identifying people suitable for entry i nto Medical School .  
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Figure 1 6  Organisational Structure of Crown Health Enterprise (He Kamaka 

Oranga, As at July 1997) 
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Source: Auckland Healthcare internal report, July 1 997. 

This tendency to work within discip l ines such as Oncology, Hematology, intensive care 
or Pediatrics has implications for Miiori patients s.ince they are more l ikely to experience 
co-morbidities requiring mo(e cross-d iscipl ine coordination. 

Within CHE environments senior cl inic ians have a crucial role in  decision-making, s ince 
they provide the services that constitute the core business of CHEs, namely specia l ist 
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health advice and treatment. This is countered to some extent by the power of managers . 
During the period of neo-I iberal reforms, some authority held by c l in ic ians under the old 
structures, was transferred to managers (Pol l i tt, 1 994) . This change is due in part to the 
cul ture of general management promoted during the late 1 980s when general 
management was introduced in a series of legislation during this period such as the State 
Sector Act 1988, Publ ic Finance Act 1 989 and Area Health Board Act amendments . The 
effect of thi s  was to increase the need for Maori p roviders to influence both senior 
managers and senior clinicians to implement changes beneficial to Maori patients and 
whanau within CHE, whilst appeasing the Purchaser, Maori and public at l arge. 

Other He Kamaka Oranga Issues 
He Kamaka Oranga had a three-fold responsibi l ity in the CHE: advising and reporting to 
the CEO, advis ing the General Managers about services and hospitals ,  and adv ising other 
staff on an ad hoc basis. The total ity of this advice constituted an organisational 
response to Maori patients and whanau, and sometimes led to formalized pol icy. 
Existing policy was also reviewed and rewritten in  some instances. 

He Kamaka Oranga 's manager had the same status as a General Manger, reporting 
d irectly to the Chief Executive and participating in the Executive Team for the CHE. 

The role of He Kamaka Oranga was to prepare Maori po lic ies for the CHE and to gamer 
support within the organisation for greater responsiveness to Maori patient need. This 
included re-writing the b i -cultural pol icy of the Auckland Area Health Board and other 
pol i cies such as 'Arahi Whanaungatanga' that promotes the interests of Maori whanau 
within the CHE. This pol icy relies on an 

Integrated single CHE focus so that the service Maori received i n  
Starship27 was the same service they were going to receive i n  Auckland as 
in Green Lane as in National Women ' s  as in Community [services] . 

27 Starship Chi ldrens Hospital is the largest chi ld special ist hospital i n  the South Pacific, and is based in 

Auckland. 
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Maori had an integrated single CHE focus for Maori . . . .  [To] set the 
benchmarks (Glavish, 1997, pI ) .  

Ensuring acceptance and implementation of  these pol icies a t  CHE Board level was 
considered essential to their success. Fai lure to do this, they bel ieved, would make them 
a tekoteko (an add-on figurehead) . 

He Kamaka Oranga had no peers whom they could ask for ass istance or guidance as no 
one else in the country was doing what they were doing. 

We set the benchmarks . . .  we had no-one in the country we could  look to 
for support or help . . .there was nothing there . . .  to my knowledge, there is 
no Maori corporate service that is a direct report to a CEO that has the 
same powers of influence and decision making as He Kamaka Oranga 
(Glav ish, 1997, p 2) . 

While an enormous amount has been achieved, they recognise the need for further 
improvements. Early establ ishment efforts focused on getting staff on board, making 
themselves known to managers and Board members and c l inical staff, and identifying the 
principles and symbols that enabled a unifying force to be developed around their work. 
For example, the logo of He Kamaka Oranga cons ists of three koru, which together 
represent a phi losophy. The pol ic ies are developed around this phi losophy. The koru 
design of the CHEs Maori Change Management Service reflects the Maori i deas around 
the three cycles of l ife. The first cycle represents the period in the mother' s  womb; the 
second cycle the period of whanau, hapu and iwi (the l iving world asMaori know i t), the 
third cycle  represents the journey from this l i fe, to the afterl ife. 

CHE pol ic ies did not reflect these ideas at the time. Thus pol icies have been derived 
from these principles by HKO: for example, the way in which tupapaku (corpses) were 
treated. A l l  rights that people held in l ife were transferred automatical ly to the whanau, 
hapu, iwi on their death (Glavish, 1997) . 

As another example, the Arahi Whanaungatanga philosophy included intangibles such as 
tapu, ihi, wehi ,  wairua and mataku. These are complicated concepts requiring an in-
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depth understanding of Maori society and are therefore understandably  difficult for those 
outs ide the cul ture to grasp. Adapting these for incorporation into large and complex 
health organisations makes the chal lenge of pol icy formulation even more d ifficult . He 
Kamaka Oranga has used Maori concepts and ideas as the yardstick by which to make 
moral and clinical j udgments about Maori patients. Thus a tupapaku is "not a p iece of 
meat" (Glavish, 1 997) , but continues to maintain its mana unti l  returned to papatuanuku 
(mother earth). If this assumption is made then the tupapaku must be treated with the 
same kind of respect reserved for l iving people - this includes talking to them, ensuring 
they are with their whanau, hapU, iwi such as returning the body promptl y  to the whanau 
fol lowing death and minimising surgical intervention ( including autopsies) . 

Reconci l ing traditional cultural values with modern medical practice in large' pub l ic  
hospitals is d ifficult. Health professionals and health managers want someone to tel l  
them exactly what the impl ications of particular principles and concepts are, and this is 
not always possible or clear-cut. One of the first d ifficul t ies is in explaining the 

• 

principle or concept itself. Then there is the challenge of applying these principles in  
this environment, and then there i s  the problem of  identifying a way of  operating which 
addresses Maori cultural need alongside medical c l inical need. 

Historical ly, only medical need was cons idered - so the introduction of another matrix of 
considerations has added to the complexity of cl inic ians ' work. Their reward is to 
participate in a type of care that is regarded as more appropriate and successful by Maori  
c l ients. This may, or may not mean, that the medical interventions are ul t imate ly 
successful in preventing i l lness or extending l ife. 

Significantly, consumers of hospital services may wel l be more concerned with how they 
were treated by staff, than w ith the health outcome per se. The relationship of trust 
establ ished with their key caregivers was identified as a crucial component in the heal ing 
process by patients (Qual ity of Service data, Auckland Healthcare Serv ices 1 992- 1 998) . 
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Future of He Kamaka Oranga 
The restructuring of He Kamaka Oranga fol lowing the review of 1997 sought to c larify 
the respective roles inherent in managing He Kamaka Oranga including pol icy 
development and l ine management expertise and Maori tikanga expertise. Between 1 994 

and 1 998 the needs of Maori health services had changed partly as a response to the 
evolving Maori Service Managers who reported through their Service Managers and 
through He Kamaka Oranga for Maori outcomes. It also recognised that change 
management required a new ski l l  mix w ith a greater emphasis on specific pol icy 
development, monitoring expertise and l ine management respons ibi l ity. The matrix of 
Maori Service Managers and Corporate Policy Analysts would require greater co­
ord ination and a c learer strategic direction. 

The proposed corporate role for He Kamaka Oranga requires, 
• Ensuring that the Maori health strategy aligns with He Kamaka Oranga CHE strategy 
• Coordinating business planning in Maori health 
• Monitoring and evaluating He Kamaka Oranga CHE systems 
• Developing / co-ordinating monitoring and evaluation fol low-ups 
• Providing leadership advice 

Performing this role requires that the s i lo mental i ties mentioned earl ier, are addressed to 
ensure adequate coordination across services wi th the patient as the basis for such 
transactions between special ties and support services. There is also the added d ifficulty 
of validating Maori knowledge and skil l s  and incorporating aspects of Treaty 
partnerships within the running of these large organisations. Convincing managers and 
c l in icians that there should be changes requires ev idence of benefits and persistence at a l l  
levels within the CHE. Constant restructuring and changing rules within the health sector 
has done l ittle to stabl ise the organisation so it can concentrate efforts on addressing these 
fundamental and long-standing problems. 

As with many other health services, another review of He Kamaka Oranga took place in 
1999. The results of th is review were unavai lab le  at the time of this thesis completion 
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but were l ikely to include a further restructuring to fac i l itate the matrix structure 
including a focus on working with the general managers and a serv ice level focus of 
deal ing with senior cl inicians and serv ice managers who are responsible for operational 
activities . It may also clarify the respective respons ibi l ities within the CHE of the 
Manager of Maori Health Services and General Manager Tikanga. 

Bi-Culturalism And Miiori Health Development 
The debate around bi-cultural ism has largely died in the 1 990s, despite the vociferous 
support and soul search ing which occurred within government departments in the 1 980s 
fol lowing publ ication of the Department of Social Welfare report on Institutional Racism 
in the mid-1 980s and Puao-te-ata-tu28 in 1 988. This may have resu l ted from three things :  
the frustration experienced by  Maori i n  trying to turn around large government 
bureaucracies to become more sensitised to Maori needs, the rise and dominance of neo­
l iberal ism, and the shift of these together to a more local ised, iwi based response 
contracted out from central government. 

The mainstream enhancement strategy was simi lar to those ini tiatives undertaken during 
the late 1980s under the banner of bicultura l ism being more towards the middle of the 
continuum proposed by Durie ( 1 998) in Whaiora. This strategy included aspects of 
bicultural .reformism, with the adaptation of Pakeha institutions to meet the needs of 
Maori, and bicultural distributivism, under which different and specific Maori i nstitutions 
would share authority as defined by the Treaty (Durie, 1 998c, p 1 02) . This health 
initiative goes further than the acquisition of cultural sk i l ls and knowledge and a better 
awareness of the Maori position. It includes a clearer focus on Maori i ssues and 
-networks i n  the search for better outcomes for Maori i n  all act ivities and even, the 
possibil ity of joint venturing within agreed frameworks with independent Maori 
auth<;>ri ties (primari l y  iwi) (Durie, 1 998c, pp 1 0 1 - 1 07) . 

28 Puao-te-ata-tu was a 1 987 report by a Ministerial taskforce on the Department of Social Welfare. The 

findings of this w idely cons�ltative report chaired by respected Kaum-tua John Rangihau, were widely 

believed to have contributed to sub�tantial practice and pol icy changes within the Department, and to the 

ground-breaking 1 989 Children, Young Persons and Their Famil ies legislation. 
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The purpose of the He Kamaka Oranga in itiative is to respond to a series of layers of 
accountabil ity to Maori including the Treaty of Waitangi, Crown Objectives with respect 
to Maori Health Gain, Purchaser Contracting Schedules (Hauora Schedule), internal staff 
pressure, and iwi and Maori community pressure. Thus there is a constel lation of 
legislative, policy and personal pressures to provide some systematic response to Maori 
health need within the CHE along with a series of stakeholders interested in seeing 
something done. 

The initiatives that al low for greater Maori independence, particularly those with iwi 
control ,  are cons idered to fulfi l l  tino rangatiratanga requirements . Clearly iwi control of 
services such as those directed and funded by the CHE are l imited, although they may 
have input into decis ions around serv ice planning, pol icy and sub-contracting. Serv ices 
within CHEs are primarily designed to meet internal needs. They must also satisfy the 
Purchaser that they h ave a legitimate place in the greater scheme of Maori health gains. 
Such an argument is relatively straightforward since the overwhelming majority of Maori 
patients continue to use mainstream services . Therefore, i rrespective of our ideological 
commitment to rangatiratanga, some greater responsiveness by these serv ices is required 
to meet Maori health need. The absence of a Maori secondary or tertiary service, means 
it is not possible to evaluate the extent to which Maori patients would use such a service, 
or the extent to which such a service would improve health status for Maori. What i s  
evident, i s  that existing services probably under-treat Maori given their health need 
(Jackson, 1999; Vaithianathan & Mutch, 2000) . 

There are a number of reasons why Maori patients may choose not to use mainstream 
primary, secondary and tertiary services. These reasons include patient loyal ty to 
existing providers; specialist services that can' t  be provided by Maori providers currently, 
such as intensive care, accident and emergency and many special ist serv ices ; l im ited 
choice of Maori providers within their locale, since most primary health initiatives are 
located with in s izable communities and are not un iformly available around the country; 
and, a perception by some Maori patients of inferior quali ty or lack of credibi l ity of 
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Maori providers (probably linked to the relative newness of the initiatives rather than 
their personal use of the service). 

Because of the number of Maori usmg these mainstream serVIces and the scope 
(geographical ly  and cl inica l ly) of these services, it is surpris ing that so l ittle attention has 
been paid to improving their cultural responsiveness. Rather, energy has been 
concentrated on consolidating independent Maori providers in the primary sector. The 
reasons for this have been rehearsed in earl ier chapters but bear repeating here. This 
rationale particularly resonated with the thinking of successive National governments 
during the 1 990s. 

Maori util i se primary health services less than non-Maori (Gribben, 1 999; Malco lm,  
1 996) , and therefore suffer from levels of  i l l ness that are preventable, or present a t  
hospitals w ith more acute episodes. Successful ly  reorienting primary health services 
offers the greatest opportunity to promote wel lness, prevent i l l ness and save money. As 
the populiition with the greatest burden of illness in New Zealand, Maori could 
potentia l ly  benefit most. Making the transition from uti l isation in the secondary and 
tertiary sector to primary sector requi res education and access to effective services . 

However, the focus on Maori providers in the primary health sector while improving 
choice for Maori patients in primary care, was also congruent with the macro policy 
orientation of government, thereby increasing the shift from state funded activities to 
privately funded activities (in the primary sector). While Maori are high users of 
Communi ty Services cards (Gribben, 1 999) , they are not wel l informed about 
entitlements and may wel l be under-util is ing available resources. They may therefore 
bear a greater personal financial burden for i l lness . There is also prel iminary ev idence 
that the growth in Maori health providers has given considerable  political capital to 
governments keen to cement Treaty settlements in an environment of co-operation with 
major iwi groups. This may, or may not be according to the extent of their hea l th need 
(that is that they are l ikely to have higher heal th needs by virtue of being Maori, but they 
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may not necessarily be the highest health priority on a Maori population health status 
bas is) . 

Awhi Health Miiori Health Provider Development 
In October 1 995 Awhi Health secured a contract with North Health , to provide 
consultancy and training to Maori health providers. The rationale behind the contract for 
North Health was to build up the infrastructure and workforce capacity of Maori 
providers by adv ising them, providing educational opportunities and working alongside 
them. While a national fund of $30 mi l l ion over three years would later be made 
avai lable (between 1 998 and 2000) , this strategy represented an early acknowledgement 
by North Heal th of shortcomings in existi ng competencies amongst Maori providers. 

Maori Health Development staff in North Health had identified Maori workforce 
development as an essential component for making the health reforms opportun ities work 
for Maori (Cooper i nterview, 23 April 1 997). In particular, an absence of sufficient 
ski l led staff were identified in bus iness expertise ( including management expertise) and 
c l in ical expertise. Awhi  Health ' s  contribution was to be in the area of bus iness and 
management expert ise, although there was a l imited capacity for assistance with nursing 
expertise because of the nursing experience of the main consultant during this period. 

Awhi Health was also distinctive because it was a l imited l iabi l ity company whereas 
almost a l l  other providers at the time were consti tuted as Trusts or Incorporated Societies. 
It was also one of the few companies owned entirely by Maori women. Its unique 
contract gave the company an opportunity to develop an overview of the needs of Maori 
health providers, informed by both the Purchaser's assessment and hands-on work with 
providers within their own environments. This hel icopter view of the work created 
cons iderable confusion and sometimes suspicion about the Awhi Health contract s ince 
consultants were often instructed by North Heal th about which providers should be 
worked with and in what areas, thereby indicating perceived shortcomings by the 
Purchaser, of provider activities. This was not intended by the Purchaser but was a 
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reasonable conclusion for providers to draw s ince consultancy was provided in areas in  
wh ich there were agreed problems or issues. 

While Mliori providers could themselves initiate the use of the Awhi Health consultancy 
services, few providers who held Mliori Health Development Division (MHDD) contracts 
took this opportunity within the first 1 8  months. Mliori health providers who had 
contracts with other North Health services made more use of this contract. That is, those 
Mliori providers in mental health or pub l ic health were more responsi ve to thi s  service 
than those providers funded entirely from within MHDD. This s lowly changed, part ly in 
response to better information amongst MHDD providers, and partly due to 
representations made by MHDD on behalf of Awhi Health.  Another contributing factor 

'was a reconfigured contract which required Awhi Health to target those Mliori providers 
with an MHDD contract (Awhi Health quarterly reports to North Health, 1 996- 1 997) .  

Miiori Provider Development Expertise Gaps 
Awhi  Health ' s  early work focused around business p lanning, writ ing funding proposals 
and general training on human resource matters such as employment contracts, job 

. specifications, ensuring staff compl iance with job descriptions and appropriate 
governance. High management turnover amongst many Mliori providers showed how 
difficult this establ i shment and consol idation period was .  In particular, the relative 
inexperience of staff and those responsible for governance, coupled with endless 
negotiations over contracts with the purchaser, would prove too much for many 
managers . 

While Mliori providers brought m any new skills into the health arena, there were also 
obvious shortfalls in  expertise. A shortage of clinical expertise meant many Mliori 

. providers were rel iant on recruiting those few medically qual ified Mliori doctors and 
Mliori nurses to their services in order to be seen as a Mliori service. There were 
occas ional b idding wars between providers for this expertise that was d ifficult given the 
very tight budgets for staff that providers operated under. The d ifficulties in recruit ing 
and retaining Mliori doctors finally  led to a more realistic approach by providers, 
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accepting that while having Maori staff (particularly in  the core clinical roles) i s  an 
important part of being a Maori service, it was not the major part of being a Maori 
service. Rather, considerations such as ownership of the service, involvement of kuia 
and Kaumatua in governance and the ongoing activity of the service, use of te reo, and 
many other features, would identify them as a Maori health service provider. 

Adding to this dearth of clinical expertise was the inexperience of most Maori health 
managers and Maori doctors and nurses. While Maori nurses had nursing experience, 
most had very l imited general practice experience to translate into the new health 
environment. Making the transition from a hospita l  service to a primary health and 
community health setting required new skil ls , particularly where nurses became 
responsible for managing large primary care practices. This transition for nurses was not 
always easy, despite the best intentions of all parties, although nurses remain the most 
important staff for Maori health providers (O 'Connor, 1 998) . 

This relative 'shortage of managerial and cl inical experience led to staff being promoted 
before they were sufficiently wel l trained or qual ified to take on these more senior roles. 
Furthermore, they would have to deal with a level of complex ity outside that experienced 
in most general practices. Negotiations with marae committee, local iwi or urban Maori 
organisations, other health professionals and health agencies - particularly Crown Health 
Enterprises - were an essential part of the everyday management of these services, 
thereby adding to the level of complexity to be managed. 

The lack of governance and management experience amongst staff and Boards has also 
meant an ongoing rel iance on external expertise. For example some of the large Maori 
Provider Development Scheme (MPDS) contracts let in the 1 998 and 1 999 period 
depended on external consultants to deliver the outputs , inc luding bus iness plans, 
management reviews and directors training. During the establishment phase many Maori 
providers experienced difficulties in accurately estimating the true costs of prov iding 
their serv ices because of a lack of financial expertise and l im ited resources for accessing 
this expertise from consultants. As a result, same early contracts with Maori providers, 
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In mental health for. example, .did not reflect the full cost of providing the service 
(although North Health st�ff claimed that they were paid favourably when compared w ith 
non-Maori providers) . This was less of a d ifficulty in contracts funded through the Maori 
Health Development Divis ion, s ince they tended to be more generously supported 
financially and were on a capitated bas is according to the number of projected 
registrations these primary care providers could atta in within a contract period . These 
providers also had access to Awhi Health ' s  services for bus iness plann ing at no 
additional cost s ince North Health paid for the contract. 

Initial work by Awhi Health under this contract with Maori health providers focused 
around building management expertise in human resources, financial management and 
interaction between management and governance. Many of these same areas would also 
be identified as priori ties for other new health prov iders such as Independent Practitioner 
Associations (IPAs) during this period, and problems in these areas were therefore 
probably more a reflection of the newness of the providers rather than endemic to Maori 
providers pei- se. 

Unlike other Maori health providers, Awhi Health was not rel iant solely  on a contract 
with North Health. The company survived by generating work outs ide of the contract 
because it was viewed as unsustainable. As a private consul tancy company they were 
also able to provide serv ices to other health organ isations including IPAs, CHEs and 
indeed, the purchaser themselves and to MAPO. 

The trial nature of the Awhi Health contract also meant that North Health retained a 
strong hand in negotiating what would happen. At times Awhi Health complained that 
some of this intervention by North Health was almost operational in nature s ince it 
amounted to approving every project done by them irrespective of whether i t  involved 
working only a few hours with providers on matters that they m ight not wish the 
purchaser to know about. This was addressed in a new contract negotiated in 1 997 
where Awhi Health was able to work up to six hours with any Maori provider without 
needing to seek approval from the purchaser. Additional t ime required an approval from 
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the purchaser based on a proposal prepared by Awhi Health and the Maori provider. 
Most contracts went beyond s ix hours so most still required a formal proposal for 
approval. The approval process also meant bottlenecks at North Health because of 
l imited staff resource there for such approval processes. Even when the purchaser 
specified a maximum time in the contract for response, this was regularly exceeded. 

There was also a degree of mistrust between many Maori providers and the company 
contracted as a provider developer because they were considered to be 'spies ' acting on 
behalf  of North Health. This was despite the attempts by North Health and Awhi Health 
to separate work done with providers from the monitoring requ irements of the purchaser. 
The mechanisms and marketing by North Health and Awhi Health proved insufficient to 
overcome this mistrust. One of the reasons for this arose from the fact that Awhi Health 
had a contracted requirement through their quarterly reports to North Health and also in  
the approval of  contract monies, to  explain what work had been done with providers . 
There were also another possible reason for this mistrust; Maori providers may have had 
more confidence in a large well known company than some small Maori provider who 
was as new to the health reforms as themselves. 

Comparison OJ These Two Strategies 
The two strategies around mainstream enhancement and Maori provider development did 
not lead to other similar contracts . The reasons for this are varied. They include the 
cost of the mainstream enhancement contract; i ts perceived success w ithin the provider 
for the money invested; and the avai lab i l ity of appropriate sk i l ls for s imilar services . 
With regard to the Maori provider development contract, possible reasons have been 
canvassed above. This lack of confidence was addressed in a different · way by Maori 
providers, through the employment of other private sector consultants , particularly from 
large consultancy firms. The Maori Provider Development Scheme i ntroduced in 1 998 
also addressed many of the things available under the Awh i Health contract such as 
bus iness planning, train ing and qual ity of service consultancy. Avai labi l ity of MPDS 
funding however increased the total amount of work for al l  consultants, including Awhi 
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Health . This could be because it gave a focus to the next tier of work requi red for 
consol idation and qual i tative improvement amongst providers. 

Conclusion 
The two strategies of mainstream enhancement and Maori provider development have 
been an important part of North Health ' s  strategies for Maori health gains. These 
initiatjves received considerably less attention than the development of by Maori for 
Maori providers. They were less attractive than the other strategy, in  p art because they 
were seen as more 'distant ' from the direct service provision that could be shown as 
evidence of the increase in choice avai lable to Maori patients. 

However there have been important lessons learned as a result of these strategies . ' Most 
importantly, the s ignificance of hospital services and the identification of w ays of 
working within these large and complex envi ronments should be passed on in  further 
work on Maori health strategies. 

The mainstream enhancement provider operates in a d ifficult med ium, requiring l iaison 
with cl in ical staff who are often highly special ised and also with managers who have 
tight budgets and tight objectives to achieve within their services .  Convincing them of 
the need for Maori health strategies should not be their responsibility alone, but it is often 
left to Maori staff themselves to j ustify the need for responsiveness to Maori patients in 
ways that turn around the health statistics. It is  notable, that in comparing the approach 
taken by He Kamaka Oranga with other Maori Advisory Units, that there is a significant 
difference in orientation within the organisation.  Some of this difference has c losed in 
the years between 1 998 and 2000, with a more strategic focus and engagement of General 
Managers of Maori Health in both of the other two Auckland CHEs. 

The Service Level Cultural Qual ity Review d id identify shortcomings that are much more 
d ifficult  to change however, s ince they require complete organisational and profess ional 
shifts. In particular, doctors and nurses need to see their respons iveness and 
understanding of Maori patient needs as more central to a quality of service framework 
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before gains are l ikely. To some extent, th is wi l l  be the most chal lenging and difficult 
part of the work on Maori health along with the promotion of l ifestyle changes amongst 
Maori whanau and communities. 

The three strategies for Maori health gain adopted by North Health concentrated on a 
m ixture of pol itical and cl in ical gains, although strategies were framed in ways that often 
promoted pol itical objectives over c l inical objectives . In particular, the absence of a 
more macro level analysis for Maori health gain, at the l evel of the Maori population, i s  
not so  evident in the strategies adopted. Even the l ater inclusion of publ ic health 
contracts, were framed within the narrow health system perspective that l imits 
interventions to a behaviourist l ifestyle change through health promotion programmes.  
The assumption that some of the pol itical objectives around the promotion of Treaty 
rel ationships should be emphasized over a focus on health evidence, and that the 
promotion of these relationships automaticall y  correlates with Maori health gains, has yet 
to be proven. 

This effectiveness of this prioritizing of pol itical objectives is not the responsibi l ity of 
MHDD who were themselves constrained by the heal th sector experience and by 
legislative and policy imperatives within a fragi le pol i tical environment for Maori 
development. Rather, it is a criticism of an overall l ack of vision among Maori 
l eadership and New Zealand pol itical leadership. 

The three pronged approach developed by North Health led to the purchasing of three 
types of Maori health providers; by Maori for Maori, mainstream b i-cultral services and 
Maori consultants to work with providers on their development. The research question 
sought to understand how the 1 990s health reforms impacted on Maori health. The 
previous four chapters identified the particular ways in which North Health as the 
purchaser, then the various Maori providers, each took up the opportunities presented. 
Key informants frankly assessed the benefits and l imitations of such approaches . This 
d iscussion was preceded by an extended explanation of the policy environment, because 
of the s ignificance of this environment on shaping the possible responses of Maori 
communities to such opportunities . However, the chapters on North Health and MAPO, 
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and on Maori providers, highlight the extent to which Maori try and make the best 
possible of any given s ituation. 

The rapid deployment of resources, the desperate need for ski l l ed staff that was quickly 
addressed, the innovative community-development oriented approaches, al l suggest an 
adaptability by Maori communities to government inspired policy, particularly in areas of 
h igh need such as health and education. Such an appreciation would have been a lmost 
impossible without the support of so many pol icy makers ,  purchasers and health 
providers .  The invaluable nature of ' ins ider' knowledge has been borne out in the qual ity 
of results from the Case Studies . 
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CHAPTER 1 2  

The Future For Maori Health Providers: Managed Care And Other 

Issues 

Introduction 
Important areas for further development amongst Maori providers and those that fund and 
develop pol icy for them can be summarised in three areas: qual ity of serv ice; mainstream 
provider accountabi l ity and responsiveness; and new service configurations includ ing the 
d iscussions around managed care. 

While managed care dominated d iscussion amongst Maori providers from the mid to late-
1 990s, the 1 999 election of a centre-left government has s ign ificantly altered the pol icy 
env ironment and wi l l  therefore necessitate some re-orientation by these providers . 

The debate around managed care was driven by National government pol icy interest in 
private sector engagement in the health sector. Such an idea was in keeping with its 
phi losophy of indiv idual responsibi l ity and involvement of the private sector in providing 
services previously prov ided only by the publ ic sector and stil l funded by the 
government.29 A pub l ic safety net would be provided for those who could not take care 
of themselves. Health Minister Upton 's v iews can be v iewed as a dogmatic 

29 Easton quotes Simon Upton's  Mont Perl in Society prize-winn ing essay as an example of this thinking. 

Simon Upton was the Minister of Health who implemented the i nitial sweeping reforms from 1992. He 

wrote, " . . . . there are the vicissitudes of i l l-health and old age which no one can hope to avoid. These 

should, whenever possible, be the responsibil ity of individuals. It may well be desirable to require some 

form of compulsory insurance to cope with those who would otherwise make no provision and then 

become a burden at a later stage . . .  because a service is funded out of taxation, it does not mean that the 

government should actually provide the service itself. In many cases it wi l l  be possible to have the work 

put up for competitive tender by the private sector." (Easton, 1997, The Commercial isation of New 

Zealand, p 1 5 1  quoting Simon Upton Mont Perl in Society essay, 1 987, pp 24-26) . 
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representation of new right th inking yet they were only ever partial ly  real ized in the early 
flush of the health reforms in pol ic ies such as user charges. However, the ideas about 
personal responsibil ity are in keeping with the devolution of government that permeated 
al l  pol ic ies during the period 1 984 to 1 999 in New Zealand. 

The problems associated with managed care for Miiori were complex and varied and 
ranged from ideological problems to practical problems. These problems wi l l  be 
discussed in this chapter. 

With the bedding down of Miiori providers into the health ' market' attention turned to 
improving the qual i ty and range of services to meet Miiori patient need. This required 
cons ideration of the qual ity of services and how this could be verified with part icu lar 
health  providers. Early interest in accreditation regarding qual ity of service by Miiori 
prov iders placed them in the lead in primary health care, s ince few primary care 
providers have subjected themselves to accreditation procedures for qual i ty of service . 

. 

In particular, Miiori providers were keen to develop cultura l ly  appropriate models of 
qual ity of service that reflected culture as a key qual ity component in health. 

C lear trends emerged in this research, such as Miiori prov ider interest in integrated care 
and Kaupapa Miiori services. Defining the latter i s  a chal lenge, but the process has 
already begun amongst Miiori providers . The challenge is to get beyond the level of 
rhetoric, separating out those practices that are general ly good qual ity health care, from 
those practices that are distinctively Miiori . A dual path is d iscernable, one where 
mainstream Pakeha services wil l  need to respond more appropriatel y  to Miiori consumers 
who use their services, and one where Miiori providers wi l l  be able to provide greater 
c l in ical depth and breadth to their c l ients. 

A l l  require the future development of good outcomes measures. Miiori providers also 
need to take responsibi lity for clarifying what a 'Kaupapa Miiori ' provider is .  Work on 
this has only just started. There is a tendency at present to define anything done by a 
Miiori provider as Kaupapa Miiori . This may or may not be an accurate description. The 
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literature and research identified some features which appear distinctively Maori, such 
the employment of Maori staff throughout the service, use of te reo, and the involvement 
of kuia and Kaumatua in both the governance and operational running of these services. 
The chal lenge now for health purchasers and providers is to meet the next phase of 
development in Maori health service provision. This requires honest evaluation about 
what has and has not worked wel l  in Maori health strategies in the past. While Maori 
providers have benefited from investment such as TAGs and MPDS to overcome 
l imitations on capital investment and experience in the health sector, there has been l ittle 
improvement to baseline operational monies which must hinder Maori providers' abi lity 
to develop further (Hudson, interview, 7 August 1 999) . 

Being a qual ity provider may mean trading off different activ ities. For example, most 
Maori primary providers have Clinics with more than one GP employed part-time on a 
salary. This means that patients may visit a different GP when they come to the service. 
While some patients do not mind which doctor they visit, many New Zealand patients are 
fami l iar with one doctor whom they visit over a period of many years. New Zealand 
patients exhibit high levels of patient loyalty to GPs, continuing with the same doctor for 
many years . This loyalty has been difficul t  to shift even with strong incentives to change 
such as l ower consultation charges, additional services .  Most importantly, patients have 
to bel ieve they are visiting a quality cl inical service and New Zealand patients (including 
Maori patients) seem to value a continuing personal relationship with a General 
Practi tioner. 

The sh ift to larger practices that may include sub-special ties, is a reflection of broader 
changes occurring within primary care itself and Maori providers are at the forefront of 
such changes . For example GPs may increasingly provide s imple surgical procedures 
such as removal of lumps currentl y  provided by large hospitals in day surgery. They 
may also choose to specialise in sports medicine, fami ly  medicine, diabetes, and heart 
d isease. Such a move is in keeping with changes within General Practice in New Zealand 
and overseas . Nurses roles are also l ikely to change with a move to extending existing 
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prescribing rights for certain common primary health cond itions with certain prov isos 
such as extended training or superv is ion. 

Capitation in primary care is also a possibi l ity in the future as GP tolerance for salaried 
positions increases after a decade of losing income (Johnson, 1 999) . Capitation or salary 
payments for GPS would bring GPs more in-line with Maori providers who pay their 
doctors an hourly rate. These GPs also avoid the administrative work that dominate other 
GP practices, including extensive claiming and information demands, quite apart from 
patient requirements for referrals and case records and prescriptions . However, it does 
remove the GP as the locus of the smal l  bus iness wh ich may not sui t  some GPs. 

Primary Healthcare Services: Funding Streams And Similarities 
Maori primary healthcare providers share much in common with other primary health 
providers, particularly General Practitioners. Most General Practitioners are sole 
businesses" employing a GP (or two) , a practice nurse (who often doubles as the office 
clerk) and sometimes a practice manager. They rely on government subsidies in the form 
of the GMS (General Medical Subs idy) paid for each patient seen by the doctor, and co­
payment, which is the fee charged to patients by the doctor. Maori health providers in 
primary health within the Auckland region are contracted through a mixture of capitation 
and GMS. They are paid a lump sum for a registered (or at least projected registered) 
popul ation. In addition ACC claims for accident related consultations are made in the 
same way as for GP practices . The result of the high degree of capitation is' a greater 
freedom to offset h igh risk patients (in terms of health need and inabi l ity to pay) against 
their contract, freeing Maori providers to charge lower or no co-payments to patients who 
cannot afford to pay for their care. 

The major funder during the period 1993 to 1 996 was the Regional Health Authority, 
which later became the Health Funding Authority. Its GMS c laims process w as 
complicated, adding significantly to GP administration. In Maori providers this claims 
work was performed by administrative staff, freeing GPs to concentrate on consultations. 
The emphasis on capitated funding of Maori providers thus p laced enormous pressure on 
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them to ensure that the contracts accurately reflected expectations about patient numbers, 
types of treatment and service configurations. Many of these contracts were ' rol led-over' 
during the years 1 994 to 1997 under Section 51 of the Heal th and Disabi l i ty Services Act 
1 993. 

The average size of a general practice in Auckland is around 1 700 patients which is 
larger than average when compared to the rest of the country. There is however, 
considerable variation across Auckland with Central Auckland and North Auckland over­
serviced when looking at population and number of GPs, relative to South and West 
Auckland which are under-serviced (Stone, Chair, GP Association of New Zealand, 20 
September 1 998) . While there is regional variation, these sizes of around 1 700 patients 
per GP remain fairly standard in Auckland. Maori health clinics appear to have around 
the same size as these average practices when accounting for the number of Ful l Time 
Equivalent GPs . 

The major difference between Maori providers and non-Maori or mainstream p'roviders, 
has been previously identified as the balance between cultural and c l inical competence. 
Maori providers were established to increase the cultural expertise available within 
primary and secondary health services. Maori policy makers attributed this as due to an 
inab i lity or unwil l ingness by mainstream providers to address specific Maori needs 
within services. This inabil ity or unwi l l i ngness by mainstream prov iders was based on a 
view that medicine and cl inical ski l ls  were value-free - that is, that the diagnosis of 
i l l ness and prescription of treatment was the same for all , irrespect ive of cultural 
differences. Maori providers made the assumption that culture was an inherent part of 
qual i ty of service. They set about exceeding min imum qual ity standards for primary 
care, consultancy and secondary I tertiary care services by responding to those aspects of 
service delivery most valued (according to the provider) by Maori patients . 

North Health assumed s imi lar things in their evaluation of mainstream providers by 
seeking compl iance of these providers w ith the Hauora Schedule which was included in 
every contract with health providers during the late 1 990s . The Hauora Schedule  
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specified minimum cultural safety expectations of providers from the purchaser / funder. 
Cul tural appropriateness in service del ivery was an integral part of qual ity of serv ice 
cons iderations . This was identified in the CHI model developed by Mason Durie, which 
suggested that, 

Contract clauses that wil l require providers to meet a degree of 
responsiv.eness to Maori", and "Cultural safety, including the appropriate 
use of Maori language and the recognition of Maori health perspectives, i s  
another key factor to be used in  monitoring the quali ty of care for Maori . 
It assumes that providers wi l l  be able to show that they have taken cultural 
factors into account during the delivery of health services to Maori (Durie, 
1 994, pp 9- 1 0) .  

North Health identified the creation o f  Maori health providers, particularly i ri  primary 
health, as increasing the choices, thereby leading to improvements in the overa l l  qual ity 
of care for Maori patients by integrating elements of Maori culture in ways which make 
all primary health services more l ikely to be responsive to Maori p atient need. 

Mainstream Providers And Cultural Compliance 
In an evaluation of mainstream serv ices in Auckland, North Health found that, 

Most providers are hav ing d ifficul ty in fulfi l l ing their obl igations to 
provide culturally appropriate heal th and disabi l ity support services 
(Maori Health Development Division, 1 997c, p 2). 

This is despite the experience of Maori patients who have poorer health than non-Maori . 
The North Health report went on to explain, 

A component of the North Health and MAPO strategic p lan is the 
enhancement of mainstream serv ices, particularly, the cultural qual ity of 
services in order to contribute to achieving better hea l th outcomes for 
Maori (Maori Health Development Division, 1 997c, p2). 

Significantly the report involved the three MAPO in evaluating providers in their 
respective areas, the results of w�ich were variable. Some MAPO had wel l-establ ished 
rel ationships with their providers and experience of such evaluations, whereas other 

387 



MAPO were inexperienced in undertaking such evaluations and were unable to access 
expertise from North Health (Te Tai Tokerau MAPO, interview, October 1 997) . Awhi 
Health prepared the final report under the auspices of North Heal th. The key finding of 
the report was, 

The absence of active strategic p lanning to encourage Maori participation 
in service del ivery and lack of organ isation-wide Treaty of Waitangi 
pol icies. Lack of Treaty-based pol icies and implementation plans have 
impl ications for every service area (Maori Health Development Division, 
1 997c, p2) . 

Specific shortcomings were identified in the report such as the fai lure of providers (CHEs 
and disab i l ity prov iders) to actively  encourage employment pol ic ies wh ich recruit and 
develop Maori staff, l ack of te reo signage, lack  of Maori ' space' for whanau, l imited 
training opportunities for a l l  staff to learn about the Treaty of Waitangi ,  lack of 
evaluation systems on their effectiveness with regard to Maori health gains, lack of 
protocol s  for accessing Maori resources within services when they were avail able and the 
perpetuation of the myth of "we are a l l  one people" amongst cl in ical staff (Maori Health 
Development Division, 1997c, p 3) . 

Recommendations to address these shortcom ings were made 1 0  the report. The 
Executive Summary explains, 

If improvements in the overal l health status of Maori are to be made, a 
number of active strategies wi l l  need to be employed by service providers 
and supported by funders. Attitudes of staff are fundamental if cultural ly  
appropriate care is  to be prov ided and atti tudes can on ly be influenced 
through increased exposure to Maori people, ideologies and practices, 
education to raise awareness and understanding of issues significant to 
Maori, and practical assistance to enable staff to implement principles 
l earnt so that ultimately Maori receive high qual i ty cul tural ly appropriate 
care that wi l l  make short- and long-term differences to their health and 
wel l -being (Maori Health Development Division, 1 997c, p3). 
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The report confirms a view widely shared between Maori providers and North Health 
staff, that mainstream providers were unable or unwi l l ing to make necessary changes to 
accommodate or represent the interests of Maori. This lent ammunition to the argument 
that mainstream providers lacked the cultural competence to sufficiently meet Maori 
patient needs, and therefore, other choices were needed to both inspire change w ith 
mainstream providers (scare them into changing) , or provide models which could be 
transferred ( inspire them into changing) . 

Neo-Liheral Reforms And Managed Care 
The solution to a multitude of problems with the New Zealand health system during the 
1990s was bel ieved to be in the innovation of new ways of organis ing and del ivering 
health care. In particular, managed or integrated care models adapted from the USA, UK 
and Europe found their way into our vocabulary in New Zealand during this period. 
Despite apparent enthusiasm, skepticism remains around managed care for two main 
reasons; firstly, its dubious pedigree in the USA Health Maintenance Organisat ions of the 
1 970s, where it was seen as the means of control l ing costs created by c l in ical decisions, 
sometimes against the individual interests of patients. Secondly, because managed care is 
associated w ith a series of neo-l iberal reforms in healthcare implemented by the National 
government in New Zealand from 1 99 1 .  The major fear of a number of health 
professionals and the public was that managed care was a Trojan horse for further 
changes which have more to do with saving money, than saving l ives or improving 
qual ity of l ife. As such, managed care was a pol itical ly risky debate to have in New 
Zealand. Despite this, Maori providers were always more receptive to managed care30 

because iwi and Maori Urban Authorities saw the opportunity for them to ' broker' 
services on behalf of their enrol led Maori population. This  would  allow them greater 
direct control over the type and quality of health services used b y  Maori in their d istrict. 

30 Managed care, integrated care and co-ordinated care have been understood in s imi lar ways in New 

Zealand. This refers to the alignment of c l inical and financial objectives. See K iro ( 1 998) for a ful ler 

discussion of integrated care and pol icy. 
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Case For Primary Care And Miiori Providers 
Integrated care was also seen as promising by Independent Practitioner Associations 
(IPAs) w ith opportunities for direct involvement of General Practitioners 
or Maori health professionals in planning, contracting and evaluating care on behalf of 

their patients. A Coopers and Lybrand report prepared for Te Kete Hauora31  in 1 995 was 
enthusiastic about 'co-ordinated care' for Maori. While pointing out that this could 
include a range of models including fund holding, health care plans, performance 
incentives, capitation and collaborative purchasing, it argues that Maori aspirations can 
be better met through this configuration. One of the unexpressed assumptions of this 
report is  that this is because these providers are closer to the populations they serve. 
However difficul ties in co-ordinating publ ic health strategies across vulnerable 
populations remained unaddressed in the report. 

The Coopers and Lybrand report was unashamedly supportive of co-ordinated care, 
arguing that it potentia l ly offered better integration of serv ices , increased responsiveness, 
improved equi ty,  stronger incentives for prevention, capped expenditure and better risk 
management (Lybrand, 1 995, Figure 2 . 1 ) .  However l ittle ev idence was prov ided i n  their 
report to support these comments. Indeed, managed care was being seriously questioned 
in the USA, at the very point that New Zealand looked l ike adopting it in some form.32 

Common features of integrated care are improved communication between providers , 
easier access to treatment for consumers, clearer flows of information, clearer 
accountabi l ity for service qual i ty and health outcomes, a key person organising care, 
more convenience for consumers, and more co-ordinated c l in ical and financial 
management. (Andrews, 1998) . Again, while these are glowing recommendations for a 
system, they are based on l imited ev idence. As Shortel l  ( 1 998) explains, there are no 
true examples, even in the USA, of managed care organisat ions (Shortel l ,  1 998) . 
Therefore these proposed benefits are largely theoretical. 

3 1  Te Kete Hauora is the M-ori Health Pol icy Unit within the M inistry of Health. 

32 Sandra Coney argued this point on Morning Report, National Radio, Wednesday 6 May 1 998. 
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International ev idence of the benefits of competition in health services - such as between 
competing ICOs, was also not encouraging. As Bowie and Shirley point out, 
"International ly, the evidence for the benefits of competition is incomplete and far from 
compel l ing" (Shirley, 1 994, p 3 1 8) .  They argue that the American system is s ingularly 
unsuccessful as i t  is expensive with l ittle evidence of superior health outcomes . 

For Americans in lower income groups, the health care provided is 
commonly acknowledged as unsatisfactory. Moreover, competition has 
tended to be based on crude indicators of consumer-perceived qual i ty, 
rather than price (Shirley, 1 994, p 3 1 8) .  

Bowie and Shirley go o n  t o  say, 
Typical ly, the use of the market mechanism in health care - where 
consumer knowledge is low and where payment may be by a third party -
involves s i zeable transaction costs with unproven benefits in terms of 
resource al location. Further, even if a competitive market was to succeed 
in al locating resources efficiently, there could be no assurance that it 
would meet social ly determined equity targets (Shirley, 1 994, p 3 1 8) .  

Support also exists for "phys ician accountabi l ity and leadership i n  inf luencing 
c l in ical decision making for both cost and quality" through IPAs (Malco lm & 

Shalowitz, September 1 997) . Malco lm bel ieves that, "Progress towards managed 
/ integrated care has been as rapid and appears to be potent ia l ly more extensive 
than any other country including the USA (Malcolm & Shalow itz, September 
1 997, p 2)" .  

Th�y argue furthermore that, 
Government had high expectations that managed competition, at l east 
between providers, would reduce costs and improve access .  These 
assumptions have been proved to be fundamental ly flawed (Malco lm & 

Shalowitz, September 1 997, p 3). 

These flaws include financial problems: for example, "s ince 1 993 actual government 
health expend iture has increased by 25-30%. Access was diminished as the waiting l is t  
for elective surgery has grown by  50%" (Ministry of  Health, 1 996) . 
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Maor; And Integrated Care 
Maori remain keenly interested in co-ordinated care as a means of allowing more direct 

control over health services to Maori patients. Iwi led Tribal Authorities were preferred 

by the purchaser because it was argued that these were consistent with the 
implementation of Treaty of Waitangi principles by Crown agencies . i Already there were 
a number of examples of these initiatives by 1 997. These are identified as , 
-Te Roopu Huihuinga Hauora (Hawke's Bay and Wairarapa) - a col lective of Maori 

health providers 
-Bestcare Whakapai Hauora (Manawatu) - an iwi based Integrated Care Organisation 
(leo) 

-Taumata Hauora (Wanganui) - an iwi based leo 

-Tui Ora - an iwi based ICO at Taranaki 
-Te Punga 0 nga Waka (greater Wel l ington) - an iwi and Taura Here ICO 
-Te Poumanawa Oranga (Nelson Marlborough) - a mix of iwi ,  Marae, prov ider and other 
Maori organisations (Andrews, 1 998). 

Despite these initiatives, little thought was given to possible ethical confl icts as tribal 
authorities became responsible for tel ling Maori patients what core services would, and 

would not be prov ided, trading off financial against cl in ical benefits and ensuring co­
ordination across tribal boundaries of public health and health protection initiatives. It is 
d ifficult for iwi to take on political f ights in the interests of publ ic health if they 
themselves are responsible for these decisions . This is not to suggest that iwi Maori 

should not make these decisions, but to point out that it fundamentally shifts the risk of 
pol i tical management and creates a very different relationship of trust, respons ibil ity and 
accountabil ity between iwi beneficiaries , patients and authorities . However this should 
be balanced against the almost un�nimous support for greater Maori control over health 

policy, service del ivery and evaluation. 

Grant Gil lett ( 1 998) identifies a number of these ethical concerns for all providers. 
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1 .  There is a potential confl ict if the doctor occupies dual roles as prov ider of best 
patient care and as resources manager. 

2. Incentives to under treat and incentives to over treat, which must be avoided. 
3. The need to make provision for innovation, research and development as part of 

the improvement of health care serv ices . 
4. A requirement to prov ide a comprehensive range of services, which does not 

unjustly neglect legitimate patient needs. 
5. The abi l i ty of the indiv idual doctor to make a choice of treatment tai lored to the 

particular patient ' s  needs (Gi l lett, 1 998) . 

Problems With Managed Care 
Other concerns about integrated care include the possibi l i ty of cream skimming by 
integrated care organ isations . This means that these organ isations would seek "easy-to­
treat, low-cost patients. Doctors might refuse to enrol l  very s ick people, such as Aids or 
cancer patients, because they were too expensive." (Laxon, 1 998) . The Trans itional 
Funding "Authority identified two strategies to address this poss ibi l ity "either paying the 
health organ isations more to take some at-risk groups of people, such as the elderly, or it 
could force them to take everybody" (Laxon, 1 998) . Other criticisms of managed care 
were identified as, "Shifting financial risk away from the Government and on to private 
organ isations, which ul timately would mean more costs to patie(;lts" (Laxon, 1 998) . 

In their report on Maori co-ordinated care, Coopers and Lybrand identified the fol lowing 
difficulties with respect to integrated or managed care: enro lment criteria, funding 
formula, proving membership, cost shifting, restrictions on the use of health and 
disabi l ity, transaction costs, abil ity to manage risk, management capacity, 
implementation time frame and accountabi l i ty (Lybrand, 1 995) . Coopers and Lybrand ' s  
report also pointed out the danger o f  small populations subject to "fluctuations i n  demand 
and hence costs" and suggested a poss ible minimum membership for co-ordinated care 
schemes. However a minimum number is not suggested in the report (Lybrand, 1 995) . 
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Of particular interest though in discuss ions around integrated care is cost shifting and 
abi l i ty to manage risk. There is evidence that cost shifting has already occurred within 
health, with private individuals contributing the greatest increase between 1991 and 1 996, 
fol lowed by the Accident Compensation Corporation (ACC) and private health insurers 
(Min istry of Health, 1 996, p 48) . 

Despite these l imitations, Maori remain interested in a way of organis ing care that wi l l  
allow Maori greater control over resources and decisions relating to service delivery. 
One of the justifications for this interest is  the view that integrated care wi l l  fac i l itate 
Maori aspirations for more holi st ic care encompassing nga tapa wha :  taha wairua 
(spiri tual wel l ness) , taha hinengaro (mental wel lness) , taha tinana (physical wel l ness) , 
and taha whanau (family wel lness) (Andrews, 1 998) . 

Crown Policy And Miiori Health Services 
Whi le  there are clear benefits to involving primary and secondary care cl in icians more 
directly in deci sion-making, along with vul nerable populations such as Maori and Pacific 
Islands people, these discuss ions occur in a vacuum of information about what else w i l l  
exist i n  a proposed system. There seem to be  few opportunities for developing a 
population-based approach to preventative medicine as promoted by Rose,i i despite the 
obv ious benefits of such an approach. Rather this kind of pub l ic health thinking is seen 
as being wool l y  and inconsequential33 . 

A new health system with a return to Area Health Board- l ike District Health Boards may 
mean that managed care is now firmly off the pol itical agenda. Rather the focus wi l l  be 
on retaining gains to date and adding to these through col l aborative efforts between 

33 In "Old Wine in New Bottles: The Public Health Commission and the Making of New Zealand A lcohol 

Pol icy".  by Marten Hutt and Philippa Howden-Chapman quote a National Government Minister, Murray 

McCully as describing the Public Health Commission ( 1 993- 1 995) , as "pointy-headed wasters" and 

"playthings for social engineers" in  a letter to the Associate Minister of Health. Maurice Will iamson i n  

August 1993 (pp 57-58) . 
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Maori providers and with other non-Maori providers where services can be enhanced for 
patients leading to improved health status for Maori. 

These explanations draw on a consensus across the pol it ical spectrum.  The argument for 
developing a pol icy platform for co-ordinated care is drawn from existing pol icy, for 
example, from the recognition of the special needs of Maori embedded in the Crown's 
objectives for Regional Health Authorities which s tates that RHAs should seek to 
improve the health status of Maori so that they wil l  enjoy the same level of health as non­
Maori. Furthermore, the overall purpose and objectives for RHAs outlined in the Health 
and D isabi l i ty Services Act 1993, especial ly  section 8, provides for the special needs of 
Maori as one of the Crown's  social objectives. 

The Waitangi Tribunal , Court of Appeal and Royal Commission on Social Pol icy and the 
Crown have defined several principles34 aris ing from the Treaty, including the need for, 
- Partner.�hip - an ongoing relationship between the C rown and Iwi ; and, 
• Participation - a positive Maori involvement in al l  aspects of New Zealand society, 

including decis ion-making and del ivering social services ; and, 
• Active protection - a pro-active approach to ensuring that Maori wel l-being is 

enhanced wherever possible (e.g. health promotion and preventative strategies) . 

There were fundamental problems with some of the models of managed care proposed in  
terms of  delivering benefits to  Maori patients. For example more flexible use of 
resources to address social and economic causes is not borne out in any proposed model 
of managed care - although there was the potential for greater intersectoral col l aboration, 
the agents might or might not act upon this. Also, access to a wider range of traditional 
curative and wel l ness services is unl ikely if New Zealand pursues a s imi lar model to the 
USA where l itigation and financial constraints act to create risk avers ive structures that 
do not support a range of options for users .  

3 4  There is debate about whether principles of the Treaty is the  correct framework, rather than using the 

provisions or Articles of the Treaty of Waitangi as the basis for enactment. 
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With managed care, Maori were offered the carrot of greater autonomy over health 
services. This is explained by a provider as follows. 

Oh, I think ideologically it was tremendous, yeah. So from an ideological 
and conceptual framework it  provided huge opportunity in terms of 
phi losophical capacity. Yeah, now that we' re a bit down the track there, 
that the real ity, the real ity of that is that the shine's  gone right off it . . .  the 
expectation was that there would be a range of opportunities for Maori 
participation for the first time in the health industry, other than being a 
patient of it. And so, there is the opportunity to aggregate our populat ions 
who were committed to some form of Maori contribution for their health 
and that was those health care plan capacities . There was the opportunity, 
we thought, of actually getting into provision of health care. Now, what 
you 've got to understand from an economic model is that what you see in 
industry is only arguably 30-35% of i t .  What I mean by that, wel l ,  health 
is an' industry on its own. It' s but one industry but there ' s  huge service 
related industries that are connected into it , everything from basel ine 
cleaning, security, a l l  the way through to the provision of supplies .  Wel l 
and c l ips ,  right down to cl ips, papercl ips . . .  So, it afforded us for the very 
first time, a window of opportunity that we'd previously been precluded 
(Tamihere, 1 996, pp 2-3) . 

, 

These new opportunities could have turned into a poisoned chal ice if government 
abdicated responsibility and transferred all risk for Maori to Maori. It would effectively 
deny the myriad causes leading to preventable Maori i l lness and early death. It i s  
unl ikely that this would be  a del iberate intention of  government pol icy, but it was l ikely 
to be an unintended but l ikely consequence of such a pol icy shift, particularly in the 
absence of clear formulae of costs , populations and responsibi l i ties by prov iders .  

However, governments and the private sector v iewed these models of managed care as 
desirable during the 1 990s, because they offered opportunities for more effective risk 
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management of population i l lness, containment of government expenditure and they 
created opportunities for private sector involvement. 

Miiori Providers and Quality of Service 
Ensuring quality of service wil l  be the next step for many Maori providers. This may 
mean one of two choices for providers, e ither accrediting themselves through an exist ing 
qual i ty framework including programmes such as Health Standards New Zeal and, or by 
developing their own qual ity frameworks and evaluating themselves against this. Some 
Maori providers have shown greater interest in  the development of their own framework 
because they believe that exist ing frameworks do not reflect Kaupapa Maori, which i s  a n  
essential part o f  their service. There are few Maori quali ty frameworks avai lable a s  a 
guide" ·'to providers. The clearest is that based on Donabedian' s work which Mart in  
( 1 997) has adapted for Maori community providers. Martin developed a model called He 
Mahere Whakamua (Martin, 1 997, pp 70-75) . 

Donabedian "8. model includes Structure, Process, and Outcome and comprises the 
fol lowing categories : technical management, management of interpersonal relationships ,  
accessibi l i ty and continuity. There are a number of principles or themes of continuous 
qual ity improvement attached to these areas. For example technical management 
includes principles and themes of training, planning information, qual i ty information 
systems, personnel and buildings and equipment (Mart in ,  1 997, p 70) . Martin concludes, 

The environmental pressures facing Maori to provide quali ty servi ces 
require dialogue amongst Maori providers about quality and opportunit ies 
to gather evidence of the effectiveness of qual ity strategies for Maori. 
Unless Maori providers attempt strategies for quality i mprovement, which 
may contribute to a knowledge base of understanding applicable to Maori, 
the alternative may be to accept Maori health service qual i ty, being 
bench marked against Western practices (Martin, 1 997, P 93) . 

Thus considerably  more effort and expertise is required before appropriate models 
measuring quality of service for Maori providers can be confidently adopted by the health 
sector. 
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Likely Future Alternatives 
Subsequent changes to the health sector fol lowing the election of a Labour and All iance 
Coal ition Government in November 1 999 suggest that managed care is unl ikely to be a 
favoured option for Maori health. However, aspects of managed care tha� emphasise 
collaboration with other health providers and integration between primary and secondary 
care are likely to be promoted. 

In particular the key relationship between Maori providers and the new District Health 
Boards wi l l  be the focus of future relationships and wi l l  need to be cemented. These new 
relationships centre on the establishment of a Miiori health Directorate in the Ministry of 
Health and possible Miiori health committees as standing committees in each of the 

( 
District Heal th Boards fol lowing the introduction of the Publ ic Health and Health 
Reforms Act in late 2000. 

Cabinet papers released in March 2000 identify l ikely future responsibi l ities of District 
Health Boards for Miiori heal th. District Heal th Boards wil l  be Crown Entities (Statutory 
Corporations) with responsibi l ity to the Minister of Health for achievement of health and 
disabi l ity outcomes for their populations (Heal th, 2000a; Health, 2000c) . D istrict Health 
Boards wi l l  have to manage relations between their communities whom they represent 
and Government objectives in health and disabi l ity.  Maori ' issues' are to be taken into 
account in considering representation on District Health Boards (DHBs) , regulatory 
des ign of the DHB sector and accountabi l ity mechanisms to ensure that DHBs have 
incentives for delivering Maori health gain (Health, 2000d, p 1 ) .  

The Minister's advice t o  Cabinet emphasises the need to; 
• Continue to build Maori capacity for participating in the health and disabi l ity 

sector and allow Maori communities to provide for their own health needs 
• Encourage effective relationships between DHBs and Maori 
• Create incentives to improve Maori health outcomes and reduce health disparities 

between Maori and other New Zealanders (Health, 2000d, p 3) . 
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Al l  of these are premised on the obl igations aris ing from the Treaty of Waitangi between 
the Crown and Maori. Principles identified as important include building forward, 
flexibi l ity, integration with social and economic services , c lear accountabi l ities for 
achieving Maori health objectives and cost effectiveness (Health, 2000d, p 4) . 

While the Minister's advice to Cabinet focuses on Maori advisory mechanisms, it also 
states that Maori should be "well represented on the two OHB committees, the Primary 
Care Advisory Committee and the Hospitals Committee, to ensure their advice is integral 
to the work of these committees" (Health, 2000d, p 6) . Standing Maori advisory 
committees are not recommended because the possibi l i ty that they would be 's ide- l ined ' .  
Maori representation should include both iwi and non-iwi Maori (that is, be broader than 
iwi representation) (Health, 2000d, p 6) . 

The Minister identifies three models for Maori participation in the health sector. These 
models are the generic, delegated and sub-purchasing models (Health, 2000d, p 9- 1 2) .  

The generic model argues for Maori participation at al l  levels of the health and disab i lity 
sector but proposes that the "DHB board would establ ish Treaty-based relat ionsh ip 
agreements with local iwi to work together to establish strategic priorities for their Maori 
populations" (Health, 2000d, p 9) . At operational levels Maori input would be through 
"working with Maori providers, mainstream providers, and other sectors to co-ordinate 
services and foster the delivery of high quali ty, effective services for Maori" (Health, 
2000d, p 9) . 

The delegated model would see DHB functions delegated to regional or local Maori 
bodies. This could be covered by statute or Ministerial powers and could be staged over 
t ime with "functions such as strategic planning and workforce development to be 
' transferred ' in stages" (Health, 2000d, p 1 1 ) .  

With the sub-purchasing model ,  the OHB would give responsibility for a M aori 
population to a Maori organisation would could "provide or arrange for a range of 
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services for that population to improve their health status" (Health, 2000d, p 1 2) .  This 
model is c losest to the MAPO arrangements of North Health, al though MAPO also 
included aspects of the delegated model .  

At the meeting of the Ad Hoc Ministerial Committee on 9 March 2000 a number of 
decisions were made concerning this advice. These decisions included an 
acknowledgement of the Treaty of Waitangi and inclusion of this in the proposed Publ ic 
Health Services Act to be introduced in l ate 2000 to replace the Heal th and Disabi l i ty 
Services Act. Their other decisions with respect to Maori health were to continue 
possibi l ities for Maori capacity building in the health and disability sector using 
regulatory powers and leadership of key agenc ies in the sector. The fol lowing decis ions 
were made with regard to Maori representation: 

• Noted that DHBs be required to consult with their Maori communities j ust as they 
wi l l  with other populations for whom they are respons ible 

• Agreed that DHBs should be able to set up Maori advisory committees or similar 
• Noted that the Health Sector Development Officials Group report back to the 

committee by 1 3  Apri l 2000 on ensuring equitable representation on DHB Boards 
and on their committees (Health, 2000d, p 1 4) .  

The Ad Hoc Ministerial Committee also decided that the generic partnership model be 
preferred which would encourage Maori participation throughout the sector and that 
further work also be done by the Health Sector Development Officials Group which 
would report back by · 1 3  April 2000. This group was also to investigate the possibil ity of 
"transferring some DHB functions to Maori as proposed under the mandated or delegated 
options" described in the Minister's Memorandum to Cabinet (Health, 2000d, p 1 6) .  
Lastly, it was agreed that "the Health Funding Authority ' s  existing Treaty relationship 
agreements be continued in the new environment unti l replaced with more appropriate 
ones at the DHB level, and that where such agreements do not exist at present, DHBs 
develop a Treaty relationship agreement with mana whenua" (Health, 2000d, p 1 6) .  
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Conclusion 
The health reforms in Auckland were in many respects at the forefront of Maori health 
policy development, and the resulting Maori providers at the forefront of Maori health 
provider practice development. Pol icy makers and practitioners have actively 
participated in the political discourse around Maori development and health policy. At a 
macro levels the reforms were an integral component of the neo- l iberal reforms pursued 
in New Zealand from 1 984. The d i rection of these changes continues, despite public 
misgivings about this direction. 

Debate around managed care has been the focus of reform from the mid- 1 990s until the 
election of a Labour-Al l iance Government in November 1999 when a move back to Area 
Health Board- l ike, District Health Boards was promoted. 

Maori health providers and Maori tribal and Urban Authorities were receptive to 
managed care because of the opportunities it offered, including the possibi l ity of 
control li ng � significant budgets for their own populations (or for Maori populations 
resident in their traditional tribal areas) . This meant the poss ibi l ity of accessing 
secondary and tertiary care budgets, which was where the bulk of health serv ices monies 
went, and also of control l ing primary care, which acts as a gatekeeper to accessing 
secondary and tertiary care services. Maori Authorities are closer to the populations 
served by these services and they bel ieved that they were therefore in a stronger pos ition 
to respond to their health needs and ensure value for health dol lar spent on their care. 
Such control over funding and prov is ion also meant the exercise of tino rangatiratanga 
for Maori, consistent with Maori rights under Te Tiriti 0 Waitangi (Treaty of Waitangi). 

However, critics of managed care considered that its primary purpose was cost control 
and the sh ifting of risk from Government to the private sector in a way that would al low 
governments to d istance themselves from the impl ications of health decis ions affecting 
populations. It would also theoretica l ly a l low easier cost conta inment by governments 
facing rising health costs due to increased demands from the publ ic .  
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The tension inherent in the relationship between Government and providers depended 
upon the extent to which these providers reflected their patients ' communities ' priorities. 
Achieving community or iwi responsiveness was more difficul t  because of the dual ity of 
roles of funding services and providing serv ices whilst also running a business with profit 
motives and financial accountabi l ities to the organisation funding these serv ices . 

The move to D istrict Health Boards and an up-scaled Ministry of Health (which would 
now provide uncontested adv ice to the Minister on the health and d isabi l ity sector and 
fund some services) has moved the debate away from managed care to one of 
representation. The DHB is an attempt to reinstate a form of local democracy back into 
health in l ine with the new Governments thinking about community i nvolvement in such 
decisions. However, the timeframes for these changes are very l im ited, input into design 
of the new sector is l imited and opportun ity for loss of some of the gains (and losses) is 
great. Decis ions from the Ad Hoc Ministerial Group suggest a desire to ensure that gains 
around Maori health are not only retained but also improved. It i s  d ifficult however to 
assess the extent to which a more universali stic approach to Maori health will be adopted, 
or whether the Treaty relations model developed by North Health which emphas ised iwi 
relations with Crown agencies, wil l  dominate future representation. These remain to be 
tested. 
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CHAPTER 1 3  

Conclusion: Contextualising Health 

Introduction 
Despite widespread criticism of the health reforms made during the early 1 990s, Maori 
continued to view these reforms more pos itively than others in the health sector because 
they al lowed new opportunities for Maori to contract for provision of health services. 
However this support was not universal and Maori retained a healthy skepticism about 
government' s  intentions with respect to risk shifting and cost control .  Maori were also 
concerned about the degree to which promises of greater autonomy would eventuate. As 
Durie stated;  

Maori reaction to the reforms was mixed. On the one hand, the prospect 
that the State would have a reduced provider role caused some anxiety. 
Ev�n though the Government had acted unevenly in respect of the Treaty 
of Waitangi, it had at least s hown a recent capacity to l isten and, often, to 
respond fairly. There was no guarantee that local authorities or private 
institutions would respond in a s imi lar manner. And there was the added 
concern that targeting pol icies would be aimed at a narrow section of the 
Maori community, d isadvantaging those on the borderline. On the other 
hand, there was cons iderable agreement with a deregu lated approach to 
health care and the promise of a more direct role for Maori in the 
prov is ion of services. When the enthusiasm for Iwi hea l th care plans had 
subsided, Maori stil l  saw in the health reforms opportunities for positive 
roles in planning and service delivery (Durie, 1 998c p 1 74) . 

Criticisms by l iberal commentators such as Ashton, Easton, and Cheyne et a I , of the 
1 990s health reforms based on the Green and White paper of 1 99 1  (Upton, 1 99 1 )  
mirrored publ ic skepticism about them.  While the reasons for these criticisms vary, they 
include the fol lowing: that the approach identified in the paper was untried anywhere in 
the Western world; that no evaluation had been built into their introduction; and that they 
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required a capacity for management expertise in these new processes such as contracting 
and profit-orientation that was not developed within New Zealand, and further, that 
fragmentation would inevitably  result whereas increased co-ordination was what was 
requ ired. 

There were also questions about the impact of these reforms on equity outcomes removed 
as a priority in government pol icy as part of the reforms from 1 990 (Boston et a l . ,  1 999) . 
This surrendering of equity in pub l ic pol icy would have the greatest impl ication for 
Maori who were arguably better off with a more universal and rights based policy 
approach (Kiro, 1 998b) . Despite this, a number of Maori benefited from the new regime 
and as a result, they were wi l l ing accompl ices for taking greater responsibi l ity for 
devolved serv ice del ivery, greater risk and greater pol icy involvement than had 
prev iously  been the case. 

As a resul t  of this wi l l ingness to engage, there has been a corresponding increase in the 
number of Maori health providers nation-wide. While this research has concentrated on 
Tamaki Makaurau (or Auckland), many of the points raised apply to Maori providers 
national ly .  These service providers have been located in a wide range of services during 
the 1 990s period of the health reforms, expanding their range to incorporate disabil ity 
serv ices, mental health serv ices, primary care, l imited secondary care, and health 
promotion. This expansion was the result of a planned strategy developed between 1 990 
and 1 994 and implemented from 1993 to 1997. The key element here is that this strategy 
involved Maori in the planning, del ivery, and evaluation of Maori health services. 

Such an extens ive involvement should invite international interest in these health 
initiatives by Maori and possibly contribute something to health service and pol icy 
developments wi th other indigenous peoples. There is already a perception that Maori 
may be at the forefront of pos itive changes for indigenous peoples, for example  visiting 
Austral ians working with Aboriginal Austral ians praised these initiatives and spoke of 
their app l ication for Austral ia (New Zealand Herald, 17 September 1997, Healthy Case of 
Respect) . 
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Social Policy and Health 
This research c"onfinns that there is cause for celebration of the achievements of Maori in 
des igning, implementing and del ivering these services. However, these achievements 
have been accompanied by some reservations as the focus on the creation of new 
providers has consumed Maori energy that could have been more effectively directed 
against punitive economic and social programmes implemented during this period that 
have inevitably affected Maori health and well-being. While there is consensus about the 
effects on heal th outcomes of factors such as unemployment, inadequate housing and low 
incomes, l ittle concerted and coordinated effort has resulted within Maoridom during a 
period of rapid and overwhelming change on these areas. Durie explains, 

Because of the complexities of the problem [Maori il lness] and its multi­
factorial origins, there is no s ingle method which wi l l  be sufficient to 
embrace the range of health problems or the diversity of Maori realities. 
Nor is i t  reasonable to suppose that the heal th services, by themselves, w i l l  
be  _.able to  effect dramatic changes in  Maori health status. Indeed 
skepticism about the health reforms expressed at a hui in 1 992 often arose 
from the observation that health was closely l inked to socio-economic 
conditions and that no amount of manipu lation with primary or secondary 
health care would mitigate against the i l l  effects of unemployment, 
substandard housing, low incomes, or inadequate housing (Durie, 1 998c, p 
1 76) . 

The clearest evidence of this fai lure is expressed in the 1 998 Closing the Gaps report by 
Te Puni Kokiri that identified the continuing, and in a many cases, widening of the soc ial 
and economic gaps between Maori and non-Maori within New Zealand society during the 
1 990s (Te Puni Kokiri, 1998) . Despite criticisms about the 'gaps ' orientation of the 
report and some methodological shortcomings, the fundamental message, that what was 
happening to Maori in New Zealand society remained serious and was worsening, was an 
important one. This was further highlighted with the National Health Committee report 
on Social ,  Economic and Cultural Determinants of Health. This report identified some 
of the evidence of high Maori health need and theorised the way in which health 
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outcomes are affected by social ,  economic and cultural events that shape our health 
experiences (National Health Committee, 1 998) . 

There has also been a fundamental problem with a strategy that focused on personal 
health care and provided limited opportunities for population based approaches that may 
have been more successful for Maori. The benefits of most of these Maori provider 
initiatives are l ikely to be highly localised and may not even reach those Maori most in 
need, namely Maori who are disenfranchised from any Maori network. The bulk of 
Maori sti l l  use mainstream GP or CHE based services, and the lack of interest in these 
areas by pol icy makers has to be addressed for genuine large-scale improvements to 
occur. Two reasons can be identified for i gnoring this strategy; fi rstly, the enormous 
time, effort and resource requ ired to get mainstream providers ' on board ' and wi l l ing to 
change. There is a tendency to see these mainstream Pakeha providers as a black hole  
into which money for improving Maori health could be  poured, with l i ttle return. A 
genuine interest and wi l l ingness to change attitudes and practice are necessary and this 
will take a long time. Secondly, the attractiveness of 'by Maori for Maori providers' 
encouraged investment of time, energy and resources . This strategy generated 
considerable 'brownie points ' for pol icy makers, pol iticians and providers al ike, and was 
therefore considered more rewarding than addressing mainstream Pakeha providers . 
With the exception of the Hauora Maori schedule, a few contracts such as He Kamaka 
Oranga, and l im ited evaluations, l ittle effort was made to address the appropriateness or 
effectiveness of Pakeha mainstream providers for Maori health status during this period. 

Changes in social income and economic opportunity s ince the mid- 1 980s detrimenta l ly  
affected Maori and the development of by Maori for Maori providers could not 
compensate for fai lures in health gain across the popUlation. This is not to say that 
Maori health providers should not have grown or increased in number, but rather that 
their effectiveness wi l l  be l imited by the broader social pol icy environment. Indeed, 
Maori organisations were among the first to recognise this dynamic. 
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The fragmentation of services resul ting from the 1 990s health reforms led to a lack of 
clear accountabi l ity in some instances, for example fai lure to achieve health gains across 
the popul ation. This was not helped by the early competition of the health reforms that 
foreclosed information sharing between providers for the benefit of patients . Such 
competition stal led the continuum of care approach needed, particularly for h igh  need 
populations who may have multiple health difficulties that require earl ier intervention or 
closer monitoring. A more col laborative environment emerged in the late 1 990s, but 
competition for resources between providers, especia l ly primary and secondary / tertiary 
providers, continues to undermine a continuity of care approach to patient care in the 
New Zealand health sector. 

The 1 990s health reforms allowed the Government to shift responsib i lity for Maori health 
to iwi Maori, organi sations, and communities. This was the very population  with the 
greatest health needs. As a result, the pol itical significance of Maori heal th stat istics 
could be downplayed and Government subsequently enjoyed an undeserved kudos 
result ing from the reforms. Whi le Maori view the opportuni ty to provide services to 
Maori as a positive step, it was arguably a poisoned chalice s ince i t  required swallowing a 
l ibertarian publ ic pol icy agenda that did not serve Maori i nterests i n  the long-term. 

The health reforms focused on developments in personal healthcare, which l imi ted 
opportunities for implementing a broader population-based approach. Such a population­
based approach i s  l ikely to del iver greater benefits to Maori through improvements i n  the 
standards of l iv ing that would inevi tably improve health status .  A population health 
approach is concerned with more than the aggregated indiv idual experiences of people 
and acknowledges that the whole of peoples health experiences is more than the sum of 
these experiences. 

Contracts with Maori providers remam limited and are usually rolled over with no 
increases in operational funding. Prov iders rel y  on one-off capital grants or specia l  
national grants such as the Maori Provider Development Scheme, which are extremely 
competi tive and require effort and inside knowledge to apply for. There is perceived 
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variabil i ty in respect of resources available to Maori health service providers c:ompared to 
other primary care providers: for example, most Maori providers identified thei r  funding 
as inadequate, despite the purchaser's view that they were wel l served when compared to 
some other contracts. While one of the Case Studies viewed their funding as generous, 
others cons idered it inadequate. Despite the much lauded increase in the ' number of 
Maori health providers and commitment to their development through the Transitional 
Assistance Grants and Maori Health Provider Development Scheme which was allocated 
$7.5 mil l ion (GST inclusive) in 1 997/98 (Minister of Maori Affairs Press Release, 1 4  
July 1 998), Maori health has continued to suffer relative to non-Maori. Whi le there are 
improvements in some areas, for example the Maori SIDS35 rate, there is also ev idence of 
dec l ines in areas such as l i fe expectancy.36 

Much of th is experience can be attributed to the impact of other economic and social 
reforms. In part icular, the effects of massive unemployment, long term unemployment, 
l ack of school qualifications, continued institutional racism against Maori , Maori 
squabbling over Treaty claims, are a l l  possible contributors to such a decl ine. What is 
surprising, is that given the evidence of ongoing disadvantage, Maori continue to function 
as wel l as they do, and they continue to initiate both educational and business 
opportunities with so few resources . 

Divergent Miiori Population 
Maori health policy has tended to be developed as if Maori were a homogeneous 
population and yet the evidence shows that this has never been the case, and in fact, this 
perception is becoming increasingly inaccurate. Maori are a heterogeneous popUlation 
who may require a number of coordinated health strategies to address their complex 
health needs. An analysi s  about the d ivergent nature of the Maori popul ation is  best 
explained by Cunningham's  model of Maori popUlation, compris ing four main groups. 

3S SIDS is Sudden Infant Death Syndrome 

36 The debate about the extent to which this decreasing l ife expectancy is due to technical numerator/ 

denominator problems. or to societal changes has been covered earl ier. 
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His typology suggests that there are essential ly four popu lation groupings amongst 
Maori, each with a unique profile. These are plural istic, traditional, Pakeha and gap 
Maori. As mentioned in chapter 3, each of these groups h as a particular profile. Each of 
these profiles have impl ications for the way that health serv ices and supporting publ ic 
policy will impact on their wel l -being. These groups are therefore related to particular 
features that include educational status , income levels ,  employment associations, rural 
and urban l iving env ironments and cultural identity. The latter includes two dimensions 
from access and participation to Maori culture and institutions, and security of identity . 

Cunningham points out that the benefits of the last decade have disproportionately been 
to p luralistic and traditional Maori, with an attempt in health to find the 'kohanga reo, 37 

solution in health. In contrast, the highest health needs are among those who ar� in the 
'gaps' and ' traditional' Maori categories. 

Choice 
Maori now:have more choices than they h ad prior to the 1 990s health reforms in  t hat t hey 
can now choose a Maori health provider and can benefit from a bi-cultural or kaupapa 
Maori service. However, this may h ave meant more c hoice for those Maori who already 
have choices and therefore may not significantly improve the situation for t hose Maori 
who are most vul nerable. While the research found that h igh numbers of Community 
Card holders (who are by definition low income) use Maori providers, more research i s  
needed to identify precisely who uses the services and what benefits they derive from 
them. 

Experience in kura kaupapa education services suggest that middle-class Maori may be 
disproportionately i nvolved with these new Maori i nitiatives. The middle-class are e arly 
innovators, taking up new opportunities qu ickly, partly because they see that they have a 
choice. Making such choices may require more resources in  the short-term, for example 
in requiring travel to and from such in itiatives rather than relying exclus ively on local 

3 7  Kohanga Reo are pre-school language nests that are w idely considered the beginning of the latest M eor i 

renaissance by promoting te reo and tikanga from children upwards within the Meori population. 
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Schools or GP clinics within walking distance of home. Maori middle-class may be 
better able to participate in new initiatives such as by Maori for Maori health providers, 
j ust as they were able to participate in Miiori educational initiatives. In contrast 'gap' 
Maori since they do not feel confident in either Maori or Pakeha worlds, and therefore 
may be less incl ined to make the choice to take up new opportunities. 

Choice is also an important component of neo- l iberalism since it assumes that individual 
free wi l l  is the ultimate expression of freedom. Such a view may be at odds with 
traditional Maori values that may consider group identity the most powerful expression of 
freedom. This kind of 'choice' has al l owed Government to shed some risk and 
responsibility for the parlous state of Maori health by promoting individual freedom of 
choice. 

Like other New Zealanders, Maori may be more inclined to use mainstream providers. 
The reasons for this are unknown but evidence about the low rates of movement between 
one GP to another in New Zealand suggest that there are powerful factors that l ead 
patients to stay with their GPs, irrespective of service. Loyalty, apathy, access and 
famil iarity may al l be factors in this decis ion. It is a lso l ikely that the lack of history of 
Maori providers may also play a part. This reflects the fact that Maori providers have 
only had a few years to establ ish themselves and prove their worth in a wel l -established 
health market. 

This sub-group of Maori population termed ' gaps Maori ' ,  are the most vulnerable. Their 
experience of socia l  isolation makes them less l ikely to take up the option . of Maori 
providers, with the possible exception of 'Pakeha Maori ' - those Miiori who are 
indistinguishable from Pakeha in their lifestyles. The premise that all Maori will select a 

Maori provider when provided the opportunity is b ased on a simplistic assumption of the 
homogenous nature of Maori society. If anything, the diversity that has emerged 
amongst Miiori is increasing (Kiro, 1 998a; Kiro, 1 998b) , along with inequal ity between 
Maori and non-Maori (Chatterjee & Podder, 1 998; Statistics New Zealand, 1 998;  
Statistics New Zealand, 1 999; Te Puni Kokiri, 1998) . 
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The framing of discourse in Maori health policy around notions of choice have therefore 
been misleading for Maori, since the policies have actually reduced the choices of the 
maj ority of Maori while increasing the apparent choice for some Maori. 

This diversity of Maori population leads to two conclusions. Firstly, there is unlikely to 
be one solution to Maori health. Maori health purchasing or service strategies need to 
reflect th is real ity. There may be a variety of mechanisms for del ivery of services to 
Maori and a need to engage multiple Maori communities, including iwi, national Maori 
organisations and locally based Maori communities, in policy development and service 
configurations. 

Secondly, there is sti l l  a need to understand the position of Maori ' vis a vis' non-Maori . 
While there is enormous variation within Maori society, there is also great s imilarity. 
Some things are shared by Maori whether they choose it or not, by virtue of being Maori 
within New,Zealand society. Maori may not necessarily  choose whether or not they are 
identified and treated as Maori by other New Zealanders, even when such j udgements 
have negative effects for them such as that which occurs with racism. There are a lso 
similarities with respect to a shared cultural heritage, some knowledge of whanau (and 
possibly hapu and iwi), of being identified as Maori in some settings, and other cultural 
practices including tangihanga, marae, reo, and other tikanga. 

This commonal ity of experienc� is borne out in the statistical evidence of health status 
which shows that there appears to be an 'ethnic' factor at a l l  socio-economic levels with 
respect to certain diseases, such as heart disease. Maori die earlier than non-Maori and 
have higher l evels of i l l ness for major causes of mortal ity relative to others i n  their  socio­
economic group. Maori also earn less income than others, even when they are equally 
wel l  qualified. This evidence suggests that there is a factor relating to ethnicity, or being 
Maori in New Zealand, that affects our outcomes, whether we choose it or not. There is 
therefore an imperative for pol icy makers to recognise th is and bui ld a more soph isticated 
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analys is around health policy that al lows for flexibi l i ty and divers ity, whi le  emphasising 
population based approaches that address underlying structural inequal i ties. 

Risk And Ownership 
The transfer of risk has been an underlying theme of the 1 990s health reforms . Risk has 
been primari ly  oriented towards managing the l evel of fiscal demand 0!1 Government for 
extra monies in health expenditure created by - increased demand and expectations of 
health care from an aging population. Government subsequently sought to increase 
efficiency within the health sector as a means of contro l l ing this fiscal risk .  However 
such efficiencies were premised on dubious data and fau l ty assumptions about the level 
of waste w ithin the publ ic heal th system in New Zeal and when compared with other 
health systems (Ashton et al . ,  1 99 1 )  and about the savings to be made in this system as a 
resul t  (Easton, 1 997a) . 

These reforms have resulted in  ostensibly greater ri�k because of the h igh needs of 
sectors of the popul ation. The untried nature of the 1 990s health reforms also created 
significant risk for Government with considerable monies spent on consultants and 
profess ional Directors and Managers to establ ish flew institutions in health. Adjustments 
to the funding formula were based on pricing models that were not transparent to the 
sector, only to the Purchaser. Whi le contract prices included a premium for high risk 
populations such as Maori, the prices were largely based on a 'best guess' as no-one 
rea l ly  knew how much it cost to cover such risks, or even how much it cost to prov ide 
such services. Most of the prices were costed on the basis of h istorical prices only. Such 
'guesses ' would presumably become more accurate over time, but for the period of 
implementation, i t  meant that h igh risk populations in particular may bear the brunt of 
inaccurate projections around price based on the true cost of providing services to these 
popul ations . 

There was an added risk for Maori providers because of the small size of many of them. 
Smal ler providers have fewer margins to draw on when making decisions and therefore 
have l ess room to maneuver for expansion of services, financial risk management, 
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cl inical peer qual ity assurance or organisational growth. These prov iders continued to 
have additional accountabi l ities however, to their owners, communities, patients and their 
whanau, staff, professional col leagues, purchaser, pol i tical stakeholders and pub l ic. 

Public Health Approaches 
A major finding of this research is the importance of pub l ic health approaches to 
reinforce benefits for those Maori who cannot, or will not access services through Maori 
primary health providers. The maj ority of Maori patients continue to visit non-Maori 
providers for their primary, secondary and tertiary care. This is not a criticism of Maori 
providers, but a reflection of certain geographical ,  logistical or choice decisions made by 
Maori patients. 

This therefore raises questions about the extent to which Maori health strategies have 
been driven by ideological views of Maori society (iwi, hapG, whanau) and have ignored 
opportunities for mainstream providers .  

Limited efforts have been made to change mainstream providers to make them more 
accountable for Maori patient health outcomes. Where these have existed, they are 
piecemeal and badly implemented, such as w ith the attempt to force compl iance with the 
Hauora Maori schedule. No contracts were withheld or withdrawn by the Purchaser 
because of fai lure to conform with the Hauora Schedule. This may be because the 
Schedule was relatively recent and monitoring and evaluation so infrequent by the 
Purchaser. Where evaluations were carried out they found inadequate and variabl e  
responses to contractual obligations to meet Maori patient needs (see Cultural Quality of 
Service report, North Health, 1 997) . A possible reason for this l ack of engagement by 
the Purchaser with mainstream providers with respect to Maori health m ay be the 
frustration expressed by MHDD staff when trying to force changes amongst  mainstream 
providers, in particular with CHEs and GPs. They argued that these providers required 
an enormous investment of time and effort for what was seen as producing l itt le benefi� 
for MaorL In comparison, Maori providers were very accessible for MHDD staff, will ing 
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to adapt to meet requirements for funding, and often enjoying a more amiable 
relationship wi th MHDD and other North Health staff. 

Public health approaches are essential for Miiori because universal, rights-based 
approaches avoid some of the stigmatisation which occurs with more targeted regimes 
(Kiro, 1 998b) . Also, this approach is more l ikely to address health needs based on a 
population analysis and to consider the total burden of i l l ness . 

There have been marked successes by Miiori providers when adopting public health 
approaches in primary care, so it is important that Miiori are intimately involved in the 
planning and delivering of such approaches. These approaches, however, have 
encountered some difficulties. For example there have been some ethica l ly  difficult 
issues aris ing from public health campaigns such as one prov ider having an opt-out 
system for immunisation. In this case, ch i ldren are immunised unless their parents opt­
out of immunisation. Letters are sent to parents informing them that their chi ld  is to be 
immunised when a mobi le  c l inic v isits their Kura or Kohanga and parents must 
proactively select to not have their chi ld immunised. Thus far, very few have. As a 
result of this and other strategies by Maori providers, immunisation rates have 
dramatical ly improved. 

In this instance there are interesting ethical confl icts between individually based consent 
(exercised by adult parents on behalf of ch i ldren with respect to immunisation), and the 
rights of whanau, hapil, iwi and/or Maori communities, taking precedence over these 
indiv idual rights . Thus, the development of individual consumer rights may be exercised 
differently from group rights of communities, who may over-ride consent and privacy 
concerns with a population based health approach. Publ ic health often grapples w ith 
these kinds of debates about the rel ative merits of an approach that benefits the majority 
over that of the individual. When considering Maori health, this becomes complicated by 
a 'cultural ' l ayer where an ethnic group may exercise their col l ective rights to survival 
and improved health by striking a b alance in favour of whanau, hapil, iwi or M aori 
communities rather than respect of indiv iduals rights to with-hold consent or ensure 
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prIvacy. This is greatly  ass isted by the ev idence of publ ic health benefits that flow from 
this approach .  For example, in West Auck land immunization rates amongst the dominant 
Maori providers' registered populations have been said to have increased to around 90% 
in 1 998, from around 70% two years ago (Wel l  Child programme, Wai Health, 
presentation by Sue Cregnel l ,  July 1 998) . The Auckland average immunisation rate is 
just under 70% in 1 998, also reflecting an improvement from over two years ago .  

Integrated Social Policy: Case For Co-Ordination And Integration In 
Services 
A common theme amongst Maori providers is the extent to which their health strategies 
are part of a bigger picture of Maori development. In particular, the Case Studies in this 
research viewed health as a necessary pre-condition to Maori development and success. 
Close relations between Maori authorities and these health initiatives (both iwi and multi­
tribal) ,  resu lted in an integrated pol icy approach incorporating health, training and 
employment and education initiatives, along with cultural promotion of marae 
developmeI,lt, te reo, kapa haka and traditional arts such as tan iko weaving, rongoa, . 
whakairo and taiaha. 

Evidence of Maori provider commitment to integrated approaches to care can be seen in 
their  community development orientation that extends beyond the ir  own members (such 
as iwi), to incorporate maniiki ki tangata principles for others in their areas. Their 
community development practices also sit w ithin a broader analysis that h ighl ights the 
importance of high quality health services for Maori communities. Achieving high 
quality services for Maori requires relationships between Maori and non-Maori provi ders 
because of the necessity for transferring levels of c l in ical and organisational expert ise to 
Maori communities. Such a transfer is however dependent upon a high degree of trust, 
and wil l  take time to build. Trust is especia l ly important for Maori given the experience 
of colonisation. Voyle and Simmons argue that, 

Most s ignificant encountered [ issues for partnership] rel ated to trust, or 
more specifically, distrust among Maori engendered by historical and 
contemporaneous experiences of contact with Europeans (Voyle, 1 999, 
abstract) . 
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Shortfall In Funding - Expectation Of Community And Private 
Contribution In Funding 
Strong relationships existed between p arent Trust boards and their Maori health provider 
offspring but there were stil l understandably gripes. These gripes covered things such as 
the extent to which the Trust interfered in the governance of the health provider, or the 
use of the health contract as a cash cow that then became responsible for funding' other 
initiatives. Health contracts may have cost parent organisations money during the 
establ ishment phase, but have become important, regular and significant revenue streams 
for Maori communities around New Zealand. 

The criticism by providers that their contracts did not al low for growth, unless they 
contracted for new services, raised questions about the long term viabil ity of their core 
contracts . Much of government pol icy  during the 1 990s focused on the establ ishment of 
pilot proj ects funded on a marginal and ad hoc basis. Maori health providers contracted 
for an increased range of services as a means of accessing new funding streams, 
sometimes before they were able to provide the serv ice (such as recruiting new special ist 
staff for example) . Access to other social services money has been especial ly tight 
during this period ( 1990s) particularly for ongoing services. An example is the criteria 
for Community Funding Agency funding that supported the establ ishment of new 
services, but would not pay for any co-ordination or infrastructure development by 
providers, despite many complaining that this was exactly what was needed. 

Health purchasers recognised the need for more regular, guaranteed funding and funding 
for infrastructure development, the only source of which was competitively ava i lable ad 
hoc funds such as TAGs and MPDS grants . However, even here, ongoing co-ordination 
was not funded. Balancing these interests is of course difficul t and by and large RHAs 
managed to be more flexible with Maori providers in al lowing for this type of co­
ordination within the operational budgets and special grant budgets . 

Government pol icy, with respect to social services during the 1 990s, assumed that the 
wider community would take up responsibil ity for these. This transfer of responsibi l ity 
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and cost meant that individuals and families were faced with making a greater 
contribution to caring for ' their own ' .  There was also an increased rol e  for Territorial 
Local Governments, many of whom picked up increased responsibil ity for social services 
funding with the withdrawal of central Government from funding many community 
services . The assumption of central Government that corporate or private sponsorship 
would fi l l  the gap created by the withdrawal of central Government support, was 
consistent with what occurred in overseas liberal democracies , but such a view was 
woeful ly optimistic given New Zealand ' s  history. There is cons iderably less 
philanthropic support from the corporate or private sector in New Zealand than in 
comparable liberal democracies like the USA, Canada and UK, partly due to the small 
size of our corporate sector and partly because of our history that has not included this 
type of phi lanthropy. 

Furthermore, individual phi lanthropy was constrained by the increased transfer of costs 
for items such as education, heal th, low-income housing and increased unemployment. 
Less disposabl e  income for middle and low-income New Zealanders, meant hard times 
for social services during the period of neo-liberal reforms. This meant that Maori social 
service providers (some of whom had been the precursors for Maori health providers), 
were even more reliant on those revenue streams from Government which they could 
access , and in some cases, social service delivery became part of this ' hauora' del ivery 
programme. 

Hauora And Kaupapa Miiori Providers 
A key finding of this research is that of the operationalisation of a concept of hauora 
Maori by Maori health providers. All providers considered themselves kaupapa Maori 
providers . However, there were few who could articulate what it meant to be a kaupapa 
Maori service or a Maori kaupapa service. When asked what a kaupapa Maori service 
was, they identified practices such as "committed to helping Maori", "being Maori", 
"doing whatever it takes to help" and "speaking Maori" as evidence of operating a Maori 
kaupapa. The question about whether a Maori kaupapa is the same as a kaupapa Maori 
service, or indeed a Maori health service is worth teasing out a bit more. 
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Maori providers can be considered as fal ling into one, two or three of the fol lowing 
categories covering a spectrum of elements moving towards a kaupapa Maori service. 
The spectrum begins with a core General Practice service, includes elements of 
community development through providers ' health promotion arms and community 
networks, then moves towards the incorporation of e lements of a distinctively Maori 
service. 

Figure 17 Model of Comparison Kaupapa Maori Service Elements 

General Practice 
Primary care service 

Community 
Development 
orientation 

D istinctively 
Maori Service 

Spectrum of elements of Maori health providers - towards a Maori kaupapa service 

= 

The elements of General Practice and Community Development incorporated in Maori 
prov iders have been covered in the thesis, but it is worth reiterating those elements that 
are distinctively Maori. 

A Maori health service can be considered a service aimed at improving Maori health. 
This does not differentiate between a service run by Maori or non-Maori. However a 
kaupapa Maori service, or Maori kaupapa service, must be owned by Maori, service 
mainly Maori patients, have a significant proportion of Maori staff, be networked into 
local Maori communities, and have a shared analysis of 'being Maori ' and being 
responsible to Maori. 

A l l  primary care providers in the research Case Studies identified themselves as having a 
Maori kaupapa because they contained al l  of these elements. However, the question of a 
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difference between kaupapa Maori and Maori kaupapa is  more difficult. There does 
appear to be a difference in the extent to which a kaupapa Maori service has a 
sophisticated analysis of their position in relation to Maori development, rather than 
express ing operational or more superficial elements of being Maori. The dist inction 
therefore, is between a health provider who has a Kaupapa Theory analysis including a 
l iberationist philosophy of empowerment, and one which is a replacement for a third 
sector or community health clinic, albeit with significant ' Maori elements' such as use of 
te reo in signage, presence of Kaumatua and kuia, and their location on a marae, .  

The more difficult question to answer from this research ,  is w hether being a kaupapa 
Maori service delivers inherently superior health benefits to those delivered by a Maori 
primary care service, or a Maori kaupapa service. It was not possible from this research 
to tell if such a difference exists. There is a perception amongst Maori providers that the 
further along the spectrum of being distinctively Maori, then the more inherently superior 
the benefits . This bel ief needs to be tested. Certainly, the health evidence suggests that 
Maori may benefit from al l  types of approaches, as long as they are done wel l .  This i s  
partly due to the l inking of Maori health with development, in that cl inical and health 
outcomes have also become inherently l inked with Maori desire to achieve polit ical 
outcomes. It has been argued by many in Maoridom that the best results have come 
from the 'purest' models of Maori development, such as, arguably, those based upon the 
historical entitlement of iwi . Only urban Maori, some hapii, and now Tainui ,  have 
questioned this view. 

This research does show however, that there is  a Maori model of health care delivery and 
that furthermore, the prel iminary evidence suggests beneficial effects from their  presence. 
However, longer term and more extensive research is required to determine what these 
benefits are. Such research requires an honest appraisal of the whole spectrum of Maori 
health care, including a consideration of the role of publ ic health, mainstream Pakeha 
services delivering to Maori, and all Maori health providers. 
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Future OfMiiori Health Care 
The successful election of a centre- left Government in November 1 999 has lead to 
another substantial change in health pol icy. The Health Funding Authority establ ished 
from the merger of the Regional Health Authorities; w i l l  be dis-established and its 
functions merged with the Ministry of Health and new District Health Boards. District 
Health Boards are very simi lar to the old Area Heal th Boards. Thus many commentators 
bel ieve that health pol icy has almost come ful l  circle  from 1 990 to 1991 when Area 
Heal th Boards were gaining momentum, to the purchaser provider spl it and establ ishment 
of Regional Health Authorities and Crown Health Enterprises, fol lowing a trans i t ion 
period of around two years when the health sector was effectively managed by the 
Interim Provider Board and Commissioners. The Interim Provider Board and 
Commissioners were replaced when the new structures came into effect with the Hea l th 
and Disabi l i ty Services Act in 1 993.  These were changed again in 1 997 ' to the 
Transitional Health Board and Health and Hospital Serv ices, to the Health Funding 
Authority in  January 1998, and now to District Health Boards before the end of 2000 
w ith the introduction of the Publ ic Health Services Act. 

Despite the enormous uncertainty in the health sector and fatigue from continual changes 
to s taff, structures, and contracts, it is almost certain that i ndependent Maori providers 
w i l l  stay as a feature of the new health l andscape, They may change form to make 
themselves more attractive to District Health Boards and w i l l  need to be more respons ive 
to population based health approaches, as wi l l  many other health providers. Attention 
should sti l l  be paid to opportunities to integrate primary and secondary health care 
services . A revolution in  primary care in  New Zealand is  taking place, and Maori health 
providers in the primary care sector, are at the forefront of such a revolution . Their 
experience of capitated funding, budget holding, community outreach, a l l iance bui lding 
w ith other providers and addressing the needs of a h igh health risk popu lation, a l l  
contribute to  this possib i l ity. 

Managed care is unl ikely to be on the poli tical agenda now, wi th efforts focused on 
community contribution to high need populations. There wi l l  be a re-emergence of a 
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Health Charter by the Minister of Health detailing health priorities, including Maori 
health gains (the previous Labour Min ister of Health, Hon. Helen Clark developed such 
a Charter for Area Health Boards in the late 1 980s). Maori providers and Maori health 
are l ikely to continue as key features of new health strategies to address the h igh health 
needs and poor health outcomes of Maori . 

One of the difficulties currently presaged is the inherent confl ict between MAPO who are 
co-purchasers (although their role is extremely unclear under the HF A) and other Maori 
providers whom they appear to regard as competition in the new environment. This 
assertion of iwi mana is considered to over-ride other cons iderations. Although iwi have 
a responsibi l ity for manaki tangata for all those within their rohe, they also have an 
expectation that services should be provided by themselves ,  as this guarantees their 
continued mana. Such assumptions may be under considerable scrutiny with the new 
government who are more inclined to a pan-Maori approach. 

This provides a direct chal lenge to the Treaty Partnersh ips s trategy developed by North 
Health and the Health Funding Authority. It is l ikely therefore, that the question of iwi  
rights and the place of Maori urban Authorities wil l  continue to be a point of tension with 
the health sector and more general ly within pub l ic pol icy. 

The Maori Provider Development Scheme is in its final year, having spent $30 mi ll ion 
over three years on Maori Provider Development. I t  remains to be seen whether the new 
government will target monies for Maori health in the same way. This is unlikely. I t  is 
more l ikely that they w i l l  return to some sort of Departmental model which w i l l  act as a 
conduit for government monies intended for Maori development. This wil l  be balanced 
by increasingly clear prescriptions for achievement of Maori health goals by mainstream 
providers. 

It is also possible and desirable, that Maori workforce development strategies continue. 
Maori health schol�rships, Provider Assistance, Workforce and Service Pilots and Best 
Practice and Procedures Models are al l part of ach ieving qual itative improvements in 
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Maori health services. These services, coupled with changes to the macro and m icro 
policy environment for Maori, such as improvements in education, employment, income, 
and housing wi l l  inevitably have an impact on health . 

. Achievements Of Miiori Providers 
Maori health providers have achieved an enormous amount within a short t imeframe. 
They have had to grapple with complex and changing pol icy environments and cl in ical 
services, while convincing Maori and Crown agencies of thei r  suitabi lity. Compliance 
costs have been h igh, and in many situations resources inadequate to the scale of the task .  
Despite this, they have managed to establi sh credible services that offer Maori genuine 
alternatives not avai lable a few years ago. 

There remain many areas for development, not least of which is the absence of cl in ical 
depth among Maori, and management and governance inexperience that has manifested 

. . 

itself in unnecessary staff difficulties and inadequate planning and information. These 
shortcomings have been identified by the Purchaser and by providers themselves, and a 
pool of funds made available to develop such expertise. However, here again there have 
been controversial approaches such as spending around $25 mi l l ion on one Maori 
Provider Development ini tiative (most of the funds available in 1 998) , rather than a more 
sensible or measured approach to development. 

Maori health providers have been successful primary care service providers, and have 
also operated within a difficul t  CHE environment. There is room for improvement. The 
tendency for an authoritarian management style, despite espousing col lective 
responsibi l ity was evident with more than one prov ider. There were also confused l ines 
of accountabi l ity on some sites, particularly where marae committee members became 
involved in employment matters concerning family members .  

These examples are few and overall Maori providers have managed the transition to the 
health ' market' respons ibly and with few hiccups . They have tolerated low salaries 
(among non-clinical staff) , temporary premises and inadequate equipment (unt i l  
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equipment grants were avai l ab le) , onerous reporting and contracting responsibi l ities, 
l imited room for growth within operational budgets despite increasing pressure on  
services and incredibly high expectations for performance and accountabi l ity from their 
multiple communities of interest. 

The effects of publ ic debates around race relations are l ike ly to lead to unhealthy 
consequences for Maori in the current cl imate. A cl imate of tolerance does not presently  
ex ist i n  New Zealand society (Kiro, 1 998b) . Ironical ly  Treaty settlements have fuel led 
th is unease and increased tens ions between tribes and consequent tens ion between tribes 
and pan-tribal Maori organisations. Without a major change in policy direction the 
outcome is l ikely to be continued conflict and possible growing inequality within Maori 
society. The Labour-Al l iance Government of 1 999, appears to want to address these 
problems, particularly through their Prime Minister led ' Gaps ' Cabinet Committee. Such 
political leadership is an essential component to improving the lot of Maori. In order for 
improvements to occur, this leadership it needs to be coupled with other social and 
economic policies that address the underlying position of Maori in New Zealand society, .  
The continuation of pol icies that contribute to inequal i ty ,  such as those of the last 1 6  
years, will lead to a deterioration in Maori health status. 

What is  clear i s  that there is a need for long-term investment by Government in  Maori 
development in health, with c lear guidel ines and commitment to broad publ ic health 
campaigns and personal healthcare solutions. Clear messages need to be given, a long 
with resources, to concentrate Maori energy on the i mportant l ifestyle health issues such 
as smoking, however, these messages and resources must also address socio-economic 
and cultural determinants of health. 

The Relationship Between Determinants And Outcomes 
In determining health strategies, pol icy makers need to understand the relationsh ip  
between those factors that contribute to health outcomes . These include processes 
incorporating b iological and social factors. These resu l t, in an interactive process ,  in 
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certain outcomes. These relationships have been described throughout this research and 
are summarised below. 

Figure 1 8  Relationship Between Determinants And Outcomes In Health 
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All of the factors identified above are important components of a hol istic health model .  
Hauora encompasses many of the same concepts, but recogn ises whakapapa, tikanga, 
knowledge of tribal history, participation in Maori networks, strong identity (not just as a 
Maori or particular iwi, but also as a person), and feelings of belonging and wel l-being. 
Hauora includes physical well-being, but is not l imited to th is. Also important is the 
sense of spiritual place, connection to physical environment (connection with 
Papatuanuku - Mother Earth and Ranginui - Father Sky) , family functioning and 
emotional functioning. Intellect and mental balance are also important components of 
hauora. 

Formulating Maori health policy that addresses this diverse and all encompassing range 
may prove too difficult in the short term. It is therefore sensible to concentrate on those 
things which pol icy appears to make a difference to in Maori health. In particular, the 
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congruence with public health and population-based approaches is something that 
requires the active partnering of Government and Maori communities to address. 

Conclusion 
The Minister of Health's  press release dated 1 3  October 1 997 stated that, "Maori 
providers in the health sector have increased from around 30 providers in 1 993, to over 
200 providers in 1997" . It goes on to say that, 

Maori providers have made s ignificant gains In a range of issues 
including: the promotion of public health messages ; the uptake of 
i mmunisation; improved access of Maori to primary care services; and the 
health of Maori women. Organising health services around a particular 
community, which provide local solutions to local problems are key 
elements in the success of Maori providers. We must continue to be bui'tt 
on these gains so that Maori can enjoy the same level of health as non­
Maori (Minister of Health, Parl iament, 1 3  October 1 997). 

By 1 999, �he number of Maori providers nat ionally was 240, with around $32 mil l ion in 
total budgets between them (Request For Proposal for Maori Provider Evaluation, Health 
Fund ing Authority, March 1 999) . 

The use of the terms, "provide local solutions to local problems" is sign ificant as an idea 
since i t  allowed the fruition of locally responsive solutions, thereby faci l itating Maori 
communities and iwi to provide services to themselves. Success ive National 
Governments during the 1990s, intended that communities would themselves find the 
solutions to their problems, without acknowledging that the very environment within 
which people operate has a great determining effect on them. The location of the 
' problem ' in local communities, has been a feature of the new right policy agenda around 
the world. It has not succeeded in New Zealand in terms of economic performance 
relative to s imilar economies and in terms of health outcomes for Maori. 

While Maori providers have been extremely successfu l  at establishing, consolidating and 
growing their services, it has occurred within an environment that is not conducive to 
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Maori health and well-being. It i s  not enough to pepper-pot marae based GP clinics 
around Auckland. We must also address the wider socio-cultural questions and economic 
c ircumstances of Maori, before improvements in health can occur. This approach 
requires the combined efforts of government departments working together for a common 
purpose, and the combined efforts of Maori organisations - including all Iwi Authorities. 
Ad hoc, piecemeal approaches will not work. This has not been the responsibil ity of the 
health authorities alone. They have been amongst the more innovative of government 
agencies in respect of Maori development. However, the strategies have been largely 
ideological with inadequate exposure to sufficient critical evidence about the long-term 
effects. In particular, the concentration on by Maori for Maori providers to the exclusion 
of mainstream enhancement strategies, must be questioned. 

The maj or conclusion of thi s  research is  that for all the good work done by  Maori 
providers, an essential component for ensuring Maori health gain wil l  be through North 
Health ' s  (now the Health Funding Authority, and soon to be the Ministry of Health and 
District Health Boards), mainstream enhancement strategy. By Maori for Maori providers 
remain a smal l part of the overal l health sector as evidenced by the tiny proportion of the 
b udget and service contracts provided by Maori health providers. Most Maori using the 
health services visit mainstream providers in primary, secondary and tertiary care. More 
attention is needed here to substantial ly shift these deeply entrenched s i lo  cultures based 
on medical disciplines and historical jealousies. However, the good work done by Maori 
providers in the primary health arena should be acknowledged, celebrated and 
consolidated. Whi le much greater cl inical depth is required amongst by Maori for Maori 
providers , much greater cultural competence is required within mainstream services, and 
more Maori are needed in these key clinical, policy and management roles throughout 
New Zealand' s  health system. 

It is not enough to offer Maori the carrot of health service contracts. C learly Maori are 
no longer wi l l i ng to be passive recipients of health services and are intent  on expanding 
services offered by Maori to Maori . HoweverMaori must recognise the d ifficulties 
which have broughtMaori to this situation and at the very least be will ing to confront the 
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disproportionate burden of illness which falls on Maori as impoverished members of this 
society. Health is an issue for populations, not j ust individuals .  Maori health is an issue 
for all New Zealanders, not just Maori. 
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APPENDIX 

Interview Questions Semi-Structured Interviews 

Policy Makers 

1 .  Can you p lease tell me about the key aspects of health reforms introduced by the 
earl y 1 990s? 

2. What do you think was the intent of these reforms? 
3 .  What have been the impl ications for Maori of  these reforms? 
4. What do you identify as the key pol icies resul ting from these reforms? 
5 .  I s  there anything else you wish to add? 

Maori Providers 

1 .  Can you please te l l  me about the key aspects of health reforms introduced by the 
early 1 990s? 

2. What do you think was the intent of these reforms? 
3 .  What have been the impl ications for Maori of  these reforms? 
4. Can you tel l me about your service? 
5. What specific features would you identify as being uniquely Maori as a serv ice 

prov ider? 
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6. W hat do you identify as the main advantages and disadvantages of these health 
reforms? 

7. Is there anything else you wish to add? 

North Health Staff 

1 .  Can you please tel l  me about the key aspects of health reforms introduced by the 
early 1 990s? 

2. How did North Health implement these reforms? 
3. What have been the impl ications for Maori of these reforms? 
4. What do you identify as the key pol ic ies and outcomes result ing from these 

reforms? 
5 .  Is there anything you would do d ifferently? 
6. Is there anything else you wish to add? 
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