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Nadine Gray
National Chief Nursing Officer 
Health New Zealand

Cc Jess Abraham

Tēnā koe Nadine
Re: Clinical Leadership Consultation
Thank you for the opportunity to comment on the proposed clinical leadership structure in Health New Zealand. The proposal outlines a complex restructuring to reduce national FTE from 56 to 52 which does not appear to account for size e.g. 3 FTE for 54,000 in Tairawhiti and 3 FTE for Waitemata’s 668,000 or 4.2 FTE for Canterbury West Coast 652,000. The proposal has a number of omissions and inconsistencies that need to be addressed to ensure any future change does not result in unintended consequences. We outline some of these in more detail below. 
It is unclear what ‘refocusing chief roles to be whole of system’ means. There need to be recognition in the document of existing clinical leadership structures that exist outside of Health New Zealand and the implications of placing new leadership over roles and structures that Health New Zealand has no mandate over. There is no evidence that this has been discussed with those groups e.g. GPNZ, chief clinical officers in Aged Care, and what their thoughts are regarding this. 
There is clear need for inclusion of existing structures within Health New Zealand that have been omitted and how these interface with the proposed clinical leadership structure in HSS. While the intention of a ‘whole of system’ way of working and an intention to look beyond the walls of HSS is admirable in goal, there should never be an assumption that HSS leadership will be able to see activities in, for example, primary and community care through any lens other than one that is based in and prioritises hospital-based care simply because of the significant pressures in the current hospital system that do not enable clinical leaders time to build an adequate understanding of the similarly complex system that exists outside the hospital environment. To this end, Commissioning, the National Public Health Service, Data and Digital and Planning Funding and Outcomes have all established clinical leadership structures. The Commissioning structure is solely focused on understanding the complex primary and community-based system and building and maintaining strong clinical relationships between existing primary and community leadership structures and HSS. This underlines the importance of making visible the way in which the proposed clinical leadership structure intends to integrate and lever off this existing structure to achieve the desired outcomes. 
The proposal is singularly silent on the place of the current clinical leadership roles that sit in Commissioning. These roles have been in place for between 6 and 12 months at the regional level and act, as noted above, as clinical leads across the interface between HSS and Primary and Community. This structure is not visible in the proposal and the way in which the proposal is framed suggests the refocus of the clinical chiefs will also take on the work of these existing roles that work ‘across the system’. This omission suggests a significant lack of understanding of the current system as well as a significant lack of understanding of the needs of the primary and community sector. Further, the proposal suggests that rural health will be covered by a portfolio approach amongst the proposed clinical leads. Again, this fails to recognise that there is already significant clinical leadership across rural health sitting in the Commissioning team. Commissioning holds approximately 40% of the combined budget of Health New Zealand and is where most people receive their healthcare. It is a key lynchpin in the system and should be recognised in this proposal. Simple inclusion of the Commissioning clinical leadership structure on page 6 would be a good start. The National Clinical Director for Commissioning is not included in the diagram. If there is an intention to remove the clinical leadership structure in Commissioning, then this needs to be intentionally stated in the document.
While new leadership roles in maternity and mental health at the regional level sound promising, again there is significant lack of detail on how these roles will interface with existing clinical leadership roles in the Commissioning team. There is significant risk of role confusion and duplication. We agree with the position of the NZ College of Midwives that investment would be better in local midwifery leadership roles. These roles already connect well regionally so again raises the risk of duplication and role confusion if a further regional layer were to be added. 
The proposed Regional Chief Kahu Taurima role currently requires the successful applicant to be a midwife. This limits the opportunity for this role to take a whole of system and whole of workforce approach to improving outcomes. Where strong clinical leadership can be demonstrated within the maternity field but is not midwifery, then this would significantly widen the opportunity for this role to be filled by others who already hold strong relationships across the system. In addition, the premise of Kahu Taurima is the first 2000 days and early years which does not fit within the scope of practice of the midwife. 
The proposal to incorporate and downsize clinical leadership roles that exist in smaller regions raises questions. Current roles in smaller regions already have sufficient work for full time clinical leadership positions and many are already working across the system in a way that will be unable to be achieved with a significantly smaller FTE (0.4). Local leadership is essential for ensuring safe clinical practice, supporting workforce development, having visible career paths that will support clinicians to remain in regional and rural areas, and supporting cross sector ‘whole of system’ working. The proposed reduction of current clinical director and chief roles to 0.4FTE by combining regions will leave these smaller regions struggling to maintain local clinical governance, safety and quality. 0.4FTE is also insufficient for these roles to pick up portfolio expectations, subsequently reducing the overall capacity of clinical chiefs to achieve the intended outcomes of the proposal. The proposal to reduce these smaller local regions to 0.4FTE clinical leadership shows a significant lack of understanding of the complexities of regional and rural health care provision where recruitment and retention are challenging, patient complexity is compounded by the rurality, ethnicity and socio-economic status found in rural areas, and the value of strong clinical leadership across the system that works to mitigate these issues. South Canterbury is an excellent example of where a whole of system approach works well – as there is no PHO, the director of nursing works effectively across the primary, community and hospital system. This is not recognised in the proposal. 

Once again, we thank you for the opportunity to comment on the document and look forward to the next rendition.
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