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INTRODUCTION 

This paper discusses Māori health development, including some of the impacts of New Zealand's 1993 health reforms and Treaty of Waitangi issues. I also take a wider look at health purchasing models, and ask what purchasing model is likely to lead to the best outcomes for Māori. Material for the paper comes from a policy project undertaken by Te Puni Kokiri in 1996/97, and from more general policy experience in this area. Much of our information is anecdotal, however, as there is much to be learned from recent experience, and I endeavor to draw out key themes and issues. The views I express here are my own, not those of Te Puni Kokiri. Furthermore, I make no claim that the views I express are generally representative of the views of those who work in the Māori health sector. 

THE TREATY OF WAITANGI AS IT APPLIES TO HEALTH POLICY 

The Treaty of Waitangi, signed in 1840 between representatives of the British Crown and New Zealand's Māori chiefs, is generally seen as the treaty of cession that established the modem state of New Zealand. The Treaty has three articles; Article 1 cedes sovereignty to the Crown; Article 2 guarantees Māori rights of ownership and chiefly authority over lands, forests, traditional food sources and other possessions (the Māori language version uses taonga, or precious things); Article 3 guarantees Māori the same rights of citizenship as ordinary British subjects. The Treaty has been the subject of controversy almost since it was signed, and while Māori have accorded it great significance, the New Zealand Government has, for much of our history, chosen to ignore it. In particular, the existence of the Treaty did not prevent large-scale confiscation of Māori land in the late 1800s. More recently, however, the Government has started to accord the Treaty greater recognition, the most important being the establishment of the Waitangi Tribunal in 1975. The Waitangi Tribunal is a quasi-judicial body, the purpose of which is to investigate and report on breaches of the Treaty by the Government and to make recommendations about redress. Although not legally binding on the Government, Tribunal rulings nevertheless carry considerable moral force. 

The New Zealand Government's key statement on the Treaty of Waitangi, as it applies to health, is Whaia Te Ora Mo Te Iwi (Strive for the Good Health of the People) 1992. In it, the Government acknowledges the applicability of Treaty Article 3 to health. The Government has interpreted rights of citizenship under Article 3 as including rights of equal access to health services. However, Whaia Te Ora Mo Te Iwi explicitly denies that the Government has other Treaty- based obligations in health: 

The claim that the protection of the health of Māori has (through Article 2) a special claim on New Zealanders as a whole, over and above the responsibility of the Crown to secure the health of all citizens is, however, not one the Government accepts. (p 23)

Many Māori, however, take a different view, asserting that Article 2 recognises Māori traditional rights to manage their own affairs, including social services, and that in this sense Article 2 applies to health. 

An important distinction needs to be made here between Māori health needs and Māori health rights. To date, the dominant discourse in Māori health has been about how to address the special health needs of Māori. The Government has resisted the wider application of the Treaty (i.e. Article 2) to health, as it changes the discourse from one of needs to one of Māori rights to health, thereby creating a legal obligation for the Government. In my view, however, the Government will need to address the issue of Māori rights in the social policy arena, partly because there is a growing body of Treaty jurisprudence that requires it. As well, however, there is a growing international interest in indigenous rights, and the Government will face Increasing pressure internationally, particularly when the Draft United Nations Declaration on the Rights of Indigenous Peoples is ratified. In addition, a number of social policy claims have been lodged with the Waitangi Tribunal, and a future Tribunal ruling may well redefine the Government's Treaty obligations in the social policy arena.

THE HEALTH REFORMS 

The New Zealand Health Reforms, modeled on those of Great Britain, were announced in the green and white paper Your Health and the Public Health (1991), signed by the then Minister of Health, Simon Upton. Key elements were a separation of purchaser from provider, the reconfiguration of public hospitals as publicly owned companies, and a system of competitive tendering for contracts to provide services. The health sector continued to be largely publicly funded, but the private sector was invited to compete for the right to deliver publicly funded services. Four Regional Health Authorities were established to purchase health services. The primary purpose of the reforms was to promote greater efficiency through competition, but it was also expected that they would reduce provider capture of health services and lead to a health sector that was more innovative and more responsive to consumers. A number of other writers have reviewed the New Zealand Health Reforms, and the reader is referred to Health Policy for its special issue on the NZ Health Reforms (Salmond et al. 1994) for a more detailed account.

One of Mr. Upton's most radical proposals was for competition at the purchaser level. Health consumers were to be permitted to enrol with a health purchaser of their choice who would purchase health services on their behalf and receive public funding to do so. These competing purchasers are called healthcare plans in the green and white paper. Consumers who chose not to enrol with a healthcare plan would be enrolled with one of the Regional Health Authorities by default.

Your Health and the Public Health makes much of the opportunity that healthcare plans would offer Māori to control their own health resources, and encourages the establishment of one or more Māori healthcare plans. 

The establishment of Māori healthcare plans would enable Māori people to transfer their share of healthcare resources to organisations of their choice. These would act as agents to purchase access to comprehensive care. These organisations could recognise Māori values and cater for the specific needs and priorities of Māori people. (p. 70) 

Māori were quick to recognise the opportunity inherent in healthcare plans. A hui held at Takapuwahia, near Wellington, in 1992, established Te Waka Hauora to initiate a Māori healthcare plan. The directors were Mason Durie, Areta Kōpu, and Mānu Paul. There were difficulties with the concept of health care plans, however, and Government abandoned them soon after the health reforms were instigated. Interest in a Māori healthcare plan waned. 

A dedicated health purchaser for an indigenous population is not an idea unique to New Zealand. A working example is the Aboriginal Health Unit in Western Australia. This unit, which is part of the Western Australia Department of Health, purchases health services for all Aborigines throughout Western Australia. This initiative has raised a number of challenges. For example, Aboriginal patients need to be separately identified within mainstream health services, this has required improvements in ethnicity data. In addition, separate health purchasing for Aborigines has involved some duplication in bureaucracy. However, separate purchasing has enabled unique solutions to Aboriginal health problems, and responsiveness to Aboriginal health needs has increased. 

Although the Western Australian model has worked well for Aborigines, a difficulty in implementing this model in New Zealand is that it cannot address Māori demands for self- determination. These demands are expressed by Māori largely at the iwi (tribe) and hapu (sub- tribe) level. A national Māori health purchaser is likely to be perceived by Māori as an agent of the Government rather than as an instrument of Māori self-determination. 

Māori HEALTH SINCE 1993 

With the abandonment of healthcare plans, the impetus in Māori health shifted from the national to the local level. All four Regional Health Authorities (RHAs) have shown a strong commitment to dialogue with their local iwi. In the case of Northern and Midland RHAs, partnerships were formed with iwi enabling them to have input into purchasing decisions. In addition, the numbers of Māori health service provider organisations has grown rapidly, and the number of providers is now in excess of 200. Māori providers are largely concentrated in primary health, mental health and disability support services. A number are successfully delivering services to the general population as well as the Māori population. Some examples of successful Māori providers are Raukura Hauora o Tainui, Te Oranganui Health Trust, Tipu Ora and Ngati Porou Hauora. 

Raukura Hauora o Tainui is a Waikato-based provider that operates a number of primary healthcare clinics, employing its own medical and nursing staff to do so. It is successfully delivering services to the general population as well as the Māori population. It has recently negotiated a joint venture with a publicly-owned hospital in South Auckland to run a clinic at the hospital, the intention of the hospital being to reduce pressure on emergency services. 

Te Oranganui Health Trust is a Whanganui-based primary health provider that has specifically targeted Māori who have not received an adequate primary health service. In addition to their clinic in Whanganui City they have been offering a traveling "suitcase clinic" to the isolated Māori communities along the Whanganui river. Te Oranganui have recently diversified by starting a new service in primary mental health. 

Tipu Ora is a successful Māori provider based in Rotorua and Christchurch that offers well-child services. Many Māori women have not used mainstream well-child services, finding them unresponsive to their needs. Tipu Ora has therefore filled an important gap in health services for Māori women and children. 

Ngati Porou Hauora is a large Māori provider based at Te Puia Springs where it has purchased the local hospital, formerly publicly owned and about to be closed. Te Puia Springs is at the centre of a region with a large, predominantly rural, Māori population, and Ngati Porou Hauora has ambitious plans for a wide range of health services to meet the needs of its community. 

DEVOLUTION OF PURCHASING 

The health reforms have led to a range of experiments in how health services are purchased, a number involving devolution of some purchasing responsibilities to providers. These approaches are variously called "managed care", "integrated care", "coordinated care", or "budget holding". While these terms are not strictly synonymous and have various meanings in health policy literature, in New Zealand this approach to health purchasing involves a health provider holding a fixed budget to deliver a defined range of services to an enrolled group of patients. Those most active in budget holding in New Zealand to date have been associated groups of general practitioners called Independent Practitioners Associations (IPAs). IPAs typically hold budgets for pharmaceuticals, laboratory tests and x-rays for their patients. In Britain, a similar practice, called GP fund-holding, can involve GPs holding budgets for hospital services for their patients as well as the range of primary services for which IPAs hold budgets here. 

The evidence from the UK about GP fund-holding suggests that it has led to cost savings, but its effects on patient care are less clear. Many patient groups have suggested that it has simply shifted power from one group of doctors (hospital specialists) to another (the GPs), and has not contributed to gains in patient responsiveness. There have been impacts on equity, as the services that patients receive, and the time frame within which they receive them, can depend upon who purchases services for them. 

Māori have been extremely interested in budget holding, as it is seen as facilitating Māori ownership and control over their health. Te Puni Kokiri facilitated a major hui (conference) on managed care / budget holding by Māori at Whanganui in 1994. A small number of Māori providers have become involved in budget holding, the best known of these is Te Oranganui Health Trust, already discussed, which is budget holding for a range of primary health services. 

A number of issues are relevant in the development of budget holding by Māori, the most important being management of risk. Māori providers are mostly very small and the financial risk associated with managing a fixed budget can be great. In addition, management of risk requires expertise that many Māori providers lack. To date Government responses to this issue have been somewhat ad hoc, with individual RHAs deciding how they will develop the management expertise of Māori providers. However, Government has recently established the Māori Provider Development Scheme (MPDS) to provide funding for provider and workforce development for the Māori health sector. 

If budget holding in New Zealand is extended to the purchase of secondary services, Government may wish to consider risk-sharing strategies. For example, in the UK, Government sets a maximum liability per procedure for fund-holding GPs. 

Another issue that needs to be addressed is whether the level of funding received by a budget- holding provider should be adjusted to reflect the health needs of the provider's enrolled patients, and what mechanism should be used to do so. This is particularly important for Māori providers, as Māori tend to have poorer health status than non-Māori, and require higher levels of service. Resolving this issue is potentially very complex as it requires assessment of the needs and/or composition of each provider's enrolled population. In the UK, the issue has yet to be dealt with directly, as fund-holder budgets are set on the basis of historical service use rather than a needs assessment.

An issue applicable to all Māori providers, whether they are budget holders or not, is that of iwi accreditation, i.e., the requirement for Māori providers to seek endorsement from their local iwi prior to seeking service contracts. All of the RHAs have operated some form of iwi accreditation, although this has not been a uniformly formal process across all RHAs. Iwi accreditation has not been received positively by all Māori providers, with some saying that it adds an additional layer of "red tape" to the funding approval process that non-Māori providers do not have to deal with, and it is therefore inequitable. Māori providers who operate in large urban areas, where their client populations have a variety of iwi affiliations (including no affiliation), also question the appropriateness of iwi accreditation. 

THE NEXT FEW YEARS 

To date, most claims heard by the Waitangi Tribunal have concerned issues of property rights. Māori have sought redress for the illegal alienation of land, fisheries and other property. However, Māori rights of ownership over more intangible, but equally important, taonga, such as cultural property, language and social services, are likely to become increasingly important. Māori language, and government obligations to protect and promote it through broadcasting, is an important recent example. In the social policy arena this is likely to involve Māori demands for the right to care for and support their own people, through control of their own social services. 

The health reforms have, quite fortuitously, facilitated greater Māori self-determination in health. The further development of budget holding has the potential to accelerate this process. The development of budget holding, however, has not been universally welcomed in New Zealand. In particular, there has been a concern that it is leading to privatisation of the public health system. In the context of this debate, Māori providers could be losers in a campaign intended to retain resources in the public system. The Coalition Government has begun a new round of health reforms in New Zealand, officially called the Health Sector Changes to distinguish them from the previous reforms (they have been dubbed "the reform of the reforms" by one senior health sector bureaucrat). The most visible element of this new round of reforms is the currently occurring amalgamation of the four Regional Health Authorities into a single health funding authority. Competition in the sector is also to be de-emphasised in the interests of cooperation and coordination. Although Government has articulated a commitment to build upon previous Māori health development, it remains to be seen how the Health Sector Changes will affect the Māori health sector. 

In my view, devolution of purchasing to Māori offers the opportunity to meet Māori demands for greater control over their social services while at the same time shifting purchasing decisions closer to the consumer. Notwithstanding some of the concerns about the UK experience, devolution, if well managed, has the potential to develop services that are more responsive to Māori needs. The next year or two will be crucial for the Māori health sector, whether there is further growth will depend on developments within the wider New Zealand health sector. 
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