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Glossary 

Chief Executive: Direct report to a governance board. Responsible for the overall operational 
function of an organisation. Accountable to the Chairman and Governance Directors. 

Clinical Governance: A subset of governance focused specifically on clinical aspects of 
healthcare delivery. A framework within healthcare organisations that integrates quality 
improvement, risk management, and patient safety practices to ensure high standards of care. 
Clinical governance holds healthcare professionals accountable for continually improving the 
quality of their services and safeguarding high standards of care by creating an environment 
where excellence in clinical care can flourish.  

Clinician:  A health care professional who is registered and regulated by a legislative 
authority and licenced to provide direct clinical services to patients. 

Clinical and Governance Interaction: Refers to the interplay and collaborative efforts 
between clinical professionals (those involved in direct patient care) and governance bodies 
(those involved in strategic oversight and decision-making) within healthcare organisations. 

Constructivist Grounded Theory: A research method that focusses on generating new 
theories through inductive analysis of the data gathered from participants rather than from 
pre-existing theoretical frameworks. 

Covid-19: The pandemic disease caused by the SARS-Cov-2 coronavirus. 

Engagement: In the context of healthcare and governance, engagement refers to the 
involvement, commitment, and active participation of stakeholders (including clinicians, 
governance directors, and policy implementors) in the governance and decision-making 
processes within healthcare settings. 

Governance: The overarching framework or system through which organisations, including 
those in the healthcare sector, are directed and controlled. Governance involves setting the 
�R�U�J�D�Q�L�V�D�W�L�R�Q�
�V���V�W�U�D�W�H�J�\�����J�R�D�O�V�����D�Q�G���R�E�M�H�F�W�L�Y�H�V�����H�Q�V�X�U�L�Q�J���W�K�H���R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V���U�H�V�R�X�U�F�H�V���D�Ue used 
responsibly and effectively; and overseeing the organisation's overall performance and 
compliance with laws and regulations. It focusses on the accountability of the board of 
directors or governing body. In healthcare, governance involves oversight of clinical quality, 
safety, and the overall management and strategic direction of healthcare services. 

Governance Director: An individual who is responsible for controlling, managing, and 
directing the affairs of a company. 

Health Board: A statutory body responsible for ensuring the provision of a comprehensive 
and coordinated range of health and disability services to a defined population. 

Health New Zealand: Te Whatu Ora is the publicly funded healthcare system of New 
Zealand as of July 2022. 

Health Quality and Safety Commission: Government-owned department that works with 
clinicians and health managers to support and encourage quality and safety improvements 
across the health sector within New Zealand. 
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High-Reliability Organisations: Organisations that have succeeded in avoiding catastrophe 
in an environment where normal accidents can be expected owing to risk factors and 
complexity. 

Intersectionality:  The inextricable way that race, class, gender, disability, and sexuality 
intersect to shape each other within the broader structures and processes of power 

Lay person: A person who does not have specialised or professional knowledge of a subject. 

Management or Operational Management: The day-to-day operations and administration 
of an organisation. Management involves planning, organising, staffing, leading, and 
controlling an organisation's resources to achieve specific objectives. It is concerned with 
implementing the strategy and policies set by governance and ensuring that the organisation's 
operations run efficiently and effectively. 

Manatu Hauora, Ministry of Health New Zealand: Advises the Government on policy, 
sets direction, and regulates and monitors the health system to ensure it performs well and 
delivers better health outcomes for everyone. 

�0�—�R�U�L�� The indigenous people of New Zealand 

Pakeha: White or European settler in New Zealand 

Participant Engagement: The involvement of individuals in the research process where 
their contributions help shape the research, its outcomes, and potentially the implementation 
of its findings in practice. 

Power and Voice: These terms relate to the dynamics of authority, influence, and the 
capacity to express opinions and influence decisions within the governance and operational 
structures of healthcare organisations. 

Practitioner: A person practically engaged in a discipline, or profession such as medicine, 
governance, or nursing. 

Primary Health Organisation: Providers of essential primary health care services in New 
Zealand. 

Qualitative Descriptive Analysis: Based on the naturalistic inquiry paradigm, defined as a 
constructivist perspective that enables us to better understand a phenomenon through the real 
social world. This method provides an insider view of individual experience. 

Qualitative Research: A method of inquiry employed in many different academic 
disciplines, traditionally in the social sciences that aims to gather an in-depth understanding 
of human behaviour and the reasons that govern such behaviour. 

Tangata Whenua: People of the land, local people 

Te Aka Whai Ora�����7�K�H���0�—�R�U�L���+�H�D�O�W�K���$�X�W�K�R�U�L�W�\���1�H�Z���=�H�D�O�D�Q�G��(established 2022, dis-
established 2024) 

Tikanga: �0�—�R�U�L���Z�D�\�V���R�I���Z�R�U�N�L�Q�J���D�Q�G���S�U�D�F�W�L�V�L�Q�J correct procedures and protocols that respect 
�0�—�R�U�L���W�U�D�G�L�W�L�R�Q. 



xi 

Tino Rangitiratanga: The full expression of autonomy, self-determination, sovereignty, self-
government. 

Treaty of Waitangi�����1�H�Z���=�H�D�O�D�Q�G�¶�V���I�R�X�Q�G�L�Q�J���S�D�U�W�Q�H�U�V�K�L�S���G�R�F�X�P�H�Q�W���E�H�W�Z�H�H�Q���W�K�H���0�—�R�U�L���D�Q�G��
the British Crown, signed in 1840. 

Trust and Receptiveness: Key factors in the relationships within healthcare governance 
where trust encompasses the belief in the reliability, truth, ability, or strength of someone or 
something, and receptiveness refers to the willingness to consider or accept new suggestions 
and ideas. 
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Abstract  

This practitioner study is positioned and informed by participants with experience of 

engagement in clinical governance and governance interaction within the rural, primary, and 

urban health sectors of New Zealand. The context of this study is that it has been informed by 

participant data gathered prior to July 2022 before the implementation of the New Zealand 

health sector reform that introduced a new national health system that replaced the District 

Health Board governance structure. 

Engaging with governance directors, clinicians, and policy implementors as participants, this 

study draws on memorable experiences of individuals that enable exploration of the factors 

that lead toward optimising engagement within the clinical governance environment. Clinical 

governance as a concept is widely accepted internationally as the overarching quality 

framework that drives the provision of safe and effective patient care within healthcare 

organisations. Applicable across the health sector within New Zealand, public and private 

providers adopt clinical governance processes as part of their accreditation and governance 

responsibility. To enable clinical governance as a quality system to flourish, the concept 

ideally is embedded within an organisation�¶s internal culture that is supported by 

knowledgeable, committed informed staff and governance directors. The connection between 

those who deliver and manage patient services and those who govern the organisation 

directly influences the quality of services delivered to patients, and so how these relationships 

evolve, and flourish directly impacts the safety and quality of services. My desire to 

understand the factors that affect the experience of engagement in clinical governance 

conversations between clinical and governance aimed to develop a deeper understanding of 

what may influence governance interaction and subsequent relationships. 

This study reflects a perspective that is not so evident in the literature regarding clinical 

governance conversations and the factors that influence our experience of these interactions. 

Existing literature, some of this being early seminal work that is important in understanding 

the history and context of relationships, focusses on system knowledge, conceptual 

description, and theoretical approaches to clinical governance. The success and failures of 

implementing clinical governance within an organisation are discussed throughout published 

scholarly literature, often linked with engagement as a core desired component of clinical 

governance. There is, however, less written about the actual experience of the act of 

engagement in this area and its sequelae. 
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To achieve the aims of this practitioner study I chose the qualitative paradigm and the 

research design of a qualitative descriptive analysis that used selected grounded theory 

methods. This approach enabled my prior knowledge as a senior practitioner to be useful as a 

co-constructor in the research process, understand the implications of the findings and 

development of recommendations for future practice.  

Eleven individuals were recruited from rural, urban, and primary health services. Included 

were clinicians, governance directors and executive leaders with experience across the 

healthcare sector. Individual semi-structured interviews were the chosen method for data 

collection, transcripts were then analysed utilising a qualitative descriptive analysis and 

selected grounded theory methods. The process of analysis resulted in three key themes 

identified as trust and receptiveness, power and voice, clinical, and governance. Theory, 

generated from this study, indicates that clinical governance is a contested space within the 

health board governance environment. Past health boardroom conversations and experiences 

did emerge as a dominant influencer of memories, especially the effect of previous 

relationships which impacted the engagement experience. 

Critical factors were identified that affect the ability to engage in the governance 

conversation, or the willingness of individuals to continue engaging. Trust emerged as crucial 

to the establishment and maintenance of relationships, this being dependent on previous 

�D�I�I�H�F�W�L�Y�H���H�[�S�H�U�L�H�Q�F�H�V���D�Q�G���K�R�Z���W�K�L�V���L�Q�I�O�X�H�Q�F�H�G���D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V���U�H�F�H�S�W�L�Y�H�Q�H�V�V���W�R�Z�D�U�G���U�H-

engaging. However, the opportunity to trust was eroded by how power and the use of voice 

created dissent during interactions. Crucially, this study identified two divergent motivations, 

that of the clinical imperatives, and those of the governance objectives that created a nexus of 

opposition and contest affecting the ability of clinicians and governors to connect and form 

trust-based relationships. This was influenced by the governance management divide�² the 

institutional rule that governance does not engage directly with staff, relying on the senior 

management and chief executive to provide information, therefore preventing connection and 

subsequently improving understanding of issues for governance to consider. Therefore, this 

study presents clinical governance and governance as having divergent goals. This 

divergence forms the platform from which the delivery of quality patient care becomes 

obfuscated by tasks that do not prioritise the patient. Addressing the source of dissent by 

confronting the differing motivations would provide an opportunity to consider this contested 
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relationship from a different perspective and invite a deeper understanding of why this 

dynamic should not remain hidden in the context of clinical and governance conversations. 

This practitioner study recommends the following become integrated within government 

policy directly linked to clinical governance and governance of healthcare services: 

�x All documents produced by government departments that discuss clinical governance 

and governance in healthcare should be required to include a section on why 

engagement matters.  

How can this be achieved? 

�x First, there needs to be open acknowledgement of the different motivators that exist 

within the health board environment.  

�x Second, it should be questioned whether the divide between governance and 

management is helpful or a hindrance in connecting well with staff.  

�x Third, the clinical and governance space should be a safe space. Conflict management 

and resolution should be a key competency of the governance group.  

�x Fourth, there should be consideration of the role of navigator and facilitator especially 

during the formative period of new governance boards within the health sector. This 

�F�R�X�O�G���D�V�V�L�V�W���Z�L�W�K���S�U�H�S�D�U�L�Q�J���E�R�D�U�G�V���µ�X�S-�I�U�R�Q�W�¶���I�R�U���W�K�H���F�R�P�S�O�H�[�L�W�L�H�V���R�I���W�K�H��relationship-

building process and provide immediacy of intervention to promote and sustain a 

healthy, dynamic, and trusting governance board environment. 

As an outcome of this study, I plan to share this new knowledge with key policy and 

government departments so that the findings of this study are integrated within their strategic 

planning process, clinical governance plans, engagement guidelines and training 

programmes. These findings should be a component of induction for all governance directors 

and clinical leaders who are required to engage in the clinical governance environment within 

the New Zealand healthcare context. New Zealand government agencies that can benefit by 

this study include the Health Quality and Safety Commission, Manatu Hauora Ministry of 

Health NZ, Te Whatu Ora, Health New Zealand, Te Aka Whai Ora, The �0�—�R�U�L Health 

Authority, Primary Health Organisations, and health professional regulatory authorities. 

Professional organisations may also be interested, as well as those that provide governance 

training such as the Institute of Directors. 
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Extending the audience to engage clinical and management professionals within regional and 

local New Zealand healthcare organisations will provide a platform for introducing factors 

that influence engagement within the organisational context and provide forums for 

discussing opportunities to improve engagement.  

Publication in reputable journals and conference presentations will further stimulate interest 

and debate given that this study identifies new information in this subject area.  
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Introduction  

In this first chapter, I introduce myself and share a brief history of myself and how I have 

arrived at this stage in my practitioner history. I then introduce an overview of clinical 

governance, its evolution in modern healthcare governance and its relationship with corporate 

governance. As this practitioner study is based primarily within a New Zealand context, I 

draw upon international examples and context to provide the basis for the evolution of the 

governance and clinical governance relationship. I then focus on clinical governance as a 

system and the relationship between clinicians and governance. 

The purpose of this study is to explore the relationship between clinicians and governance in 

the healthcare governance environment, my aim is to understand the experience of 

engagement at an individual level and whether such interaction influences future engagement 

in clinical governance conversations. The genesis of this project evolved post-completion of a 

Master of Professional Practice (Bradfield, 2019) whereby engagement emerged as an area 

for future study as a practitioner who explored clinical governance, leadership, and 

organisational culture. 

1.1 My Background 

I am a mature learner, commencing this practitioner study to consolidate and augment my 

practice-based experience and knowledge. I hail from the United Kingdom and emigrated to 

New Zealand in 1986 as a registered nurse trained in the National Health Service. My career 

has spanned some 39 years and provided me with a broad and rewarding experience that 

includes clinical and professional leadership at local and regional levels. I also worked in 

senior management positions and within multiple contexts within the health and disability 

sector. Following a life change in 2016, I completed a Master of Professional Practice 

graduating with distinction in 2019. The Master of Professional Practice focussed on clinical 

governance, organisational culture, and leadership. I aimed to understand what clinical 

governance meant to practitioners and what influenced their adoption of the concept. As an 

outcome of the Master of Professional Practice, I was intrigued to understand the process of 

engagement related to relationships between clinicians and governance directors. I could not 

pursue this line of inquiry owing to time constraints, but this sowed the seed for my current 

doctoral thesis, hence, this doctoral journey is a direct consequence of my earlier decision to 

pursue academic study. I have, in contrast to the Master of Professional Practice, applied 
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selected methods from the grounded theory approach to this descriptive qualitative analysis. 

This blend of methods adds rigour and validity to this qualitative descriptive practitioner 

study. The journey has, of course, experienced unexpected interruptions during the middle 

and later phases of this study owing to the Covid-19 pandemic. This presented me with 

significant personal and professional dilemmas as I decided to return to clinical practice, 

contributing a few hours per week to the pandemic response. Also, this decision changed the 

initial scope of participants I had planned for this study, which was to include local district 

health board employees as well as primary, rural, and governance, however, as described 

later in Chapter 3, I redirected this study to exclude current employees of my local district 

health board to address any ethical conflict of interest owing to being a part-time employee. I 

had always intended to invite a broad scope of governance directors and health practitioners, 

those who developed and implemented clinical governance policy, as well as district health 

board employees. However, as I reflected upon the purpose of this inquiry, I felt it would be 

equally well informed by directing the focus towards the primary and rural health service 

sector as well as inviting individuals with a depth of experience to uniquely inform this study. 

I believe this change has enhanced this study, met the ethical obligations of my process, and 

provided me with a more balanced perspective of this study topic. I completed this thesis, 

grounding me in both academia and humanity, reminding me of the privileged position from 

which I entered this study.  

This study aims to explore the clinical governance relationship that is less well documented, 

an area that I am curious to understand as a component of my practitioner experience. The 

research question explores the nexus of clinical and governance communication.  

�µWhat factors optimise the effectiveness of engagement between health clinicians and 

governance directors within the clinical governance environment?�¶. 

The chosen approach for this study is a qualitative descriptive analysis that uses selected 

grounded theory methods (Mills et al., 2006; Sandelowski, 2000). 

1.2 Positioning Myself Within This Study 

In the context of this study, I consider myself an insider researcher, so I feel it is important to 

introduce how this impacts my positionality throughout this research process. I bring to this 

study specific knowledge of the topic and subsequently enter the study as an inside researcher 

with a strong epistemology and ontology of the clinical governance concept (Costley et al., 
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2010). My professional background has a strong association with clinical governance as a 

component of my past practice and study. I have contributed to health board governance 

discussions in my senior leadership capacity, and I have participated in and led quality and 

risk processes within the health and disability sector. Consequently, I have many professional 

contacts, some of whom chose to participate in this study. I have addressed ethical 

considerations when conducting insider research in Chapter 3 and took care to remain 

reflexive and mindful of these professional relationships as this study progressed. I have 

engaged with relevant literature to ensure rigour in maintaining awareness and application of 

reflexivity relative to my positionality within the context of this study. Chapter 3 provides an 

in-depth section on my positionality and how this is applied to this study. 

As stated, I have a professional background that involves clinical governance as a core 

component of practice and leadership and so the following section introduces the concept of 

clinical governance, corporate governance, engagement, and the evolution and relationship of 

these two functions. 

1.3 Clinical Governance and the Health Board Relationship 

This section introduces the evolution of clinical governance as a quality framework within 

healthcare internationally and its evolving relationship within the health governance board 

environment within New Zealand. Clinical governance and its inception are introduced 

relative to where clinical governance fits within the architecture of health board governance 

within the public and private health sectors. I elaborate on the crucial drivers and the seminal 

literature that has supported and continues to influence the advancement of clinical 

governance, including particular reference to the Treaty of Waitangi and how the provision of 

healthcare in New Zealand is influenced by this foundational document. Following the 

introduction of clinical governance and the relationship with the health board, I introduce the 

topic of engagement and how it fits within this concept. Chapter 2 provides an in-depth 

analysis of the supporting literature that has shaped the inception and adoption of the clinical 

governance concept spanning the four decades since the 1980s.  

1.4 Clinical Governance 

Clinical Governance is an umbrella term describing the quality system healthcare 

organisations may adopt when monitoring the overall safety and quality of healthcare 
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services to patients or consumers. Clinical governance is applicable in hospitals, community 

health services and primary healthcare organisations. Within New Zealand, the definition of 

clinical governance promoted by the Health Quality and Safety Commission is based on the 

Australian definition. 

the system by which the governing body, managers, clinicians and staff share 

responsibility and accountability for the quality of care, continuously improving, 

minimising risks, and fostering an environment of excellence in care for 

consumers/patients/residents (Australian Council on Healthcare Standards, 2004) 

Clinical governance is recognised internationally as a quality and safety system, the focus 

being to increase safety and reduce harmful events to patients (Travaglia et al., 2011). 

Clinical governance practices are applied internationally, for example, the National Health 

Service in the United Kingdom (Fresko et al., 2013). Within New Zealand, the 

implementation and monitoring of clinical governance reporting is conducted by a 

government agency (Health Quality & Safety Commission New Zealand, 2017). 

Clinical governance is widely published as the panacea for the provision of quality 

healthcare, its success is dependent upon the actions and participation of clinicians to enact 

the principles and requirements of adopting and maintaining the system components (Daly et 

al., 2014). It is not always well understood by clinicians (Gauld & Horsburgh, 2016) even 

though it has been present within the healthcare environment for four decades having been 

formally introduced in the National Health Service in the 1990s (Nicholls et al., 2000) and in 

New Zealand in 2009 (The Ministerial Task Group on Clinical Leadership, 2009). Specific 

health and disability provider guidelines were produced in 2017 (Health Quality & Safety 

Commission New Zealand, 2017). 

As a system, clinical governance is complex; requiring significant infrastructure, leadership, 

involvement of consumers of healthcare, and an organisational climate in which it may 

flourish if patient safety is to be consistently achieved (Donaldson, 2018). Failures in the 

provision of safe health services are widely documented, many of these identifying a blend of 

system and human failure leading to patient harm events; indeed such events created the 

momentum for the introduction of this concept during the 1990s (Daly et al., 2014). 

Following the public interest in significant harmful events within healthcare systems in the 
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United Kingdom such as the Mid-Staffordshire NHS Foundation Trust Public Inquiry 

(Francis, 2010) and the Cartwright Inquiry within New Zealand (National Screening Unit, 

1988), quality in health became a policy priority by the government, in the main to assure the 

public of safe delivery of services (Gauld & Horsburgh, 2012). 

Healthcare organisations are inherently high risk given that they involve delivering human 

services in what can be complex and at times chaotic environments. Acute care hospital 

environments can be aligned with high-reliability  organisations such as the aviation industry 

or nuclear institutions. These industries and healthcare rely strongly on risk identification and 

reporting that includes actual and potential error, full disclosure of incidents, and open 

communication. (Edmondson, 2003; Reason, 2000). Owing to inherent risk within high-

reliability organisations such as healthcare, ideally monitoring systems and processes exist to 

reduce the likelihood of such occurrences (Reason, 2000). When harmful events do occur, 

organisations usually implement a response to investigate and this can be a challenging and 

difficult process for all involved (Wu, 2000). Sentinel events, those significant errors 

resulting in harmful healthcare outcomes such as permanent disability or death whether by 

commission or omission, result in wide-ranging impact on those affected (Hendee, 2001). 

Increased mortality, living with a permanent unanticipated disability, and the emotional 

impact on patients and whanau, are devastating. Ideally, such harmful events are to be 

avoided, but to do so requires a combination of professionals and systems that prevent the 

failure point from being reached and breached and is often linked to communication failure 

(Reason, 2000). How systems fail is linked to latent error (not yet happened but has 

potential), and actual error, where harmful events have occurred. Errors often are identified as 

having both human and system factors that contribute to the adverse outcome (Reason, 2000). 

One of those possible failure points in the safety of the system is how healthcare teams and 

leaders communicate to keep each other and the patient safe (Edmondson & Bransby, 2023). 

Effective and open communication also enables governance directors to perform their 

responsibilities that contribute to the overall well-being of the organisation (Chambers, 

2012). Such responsibility includes individuals and governance boards understanding their 

governance role in ensuring safety and quality within healthcare (Avery et al., 2021). 

Examples of where governance processes have failed to effect good diligent governance 

practice, expose the weakness where communication upwards and downwards within 

organisations is crucial to responding to concerns and risks. As an example, the widely 
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publicised case of the Mid-Staffordshire NHS Foundation Trust Public Inquiry (Francis, 

2013) recognised the presence of poor oversight and inadequate response by governing 

boards to clinician concerns about patient care and outcomes. The inquiry focussed on the 

�K�D�U�P���F�D�X�V�H�G���E�\���W�K�H���E�R�D�U�G�¶�V��dominant focus on fiscal and target-driven results instead of 

patient care. The report directly attributed many unnecessary deaths of patients whilst under 

the inadequate care of the hospital trust to these factors. The inquiry also highlighted the issue 

of competencies of those who are appointed to governance boards. 

Competencies for being able to conduct health board governance vary and it is sometimes 

difficult for newly elected or appointed directors to appreciate how complex the governing of 

health boards or any health service can be (Chambers, 2012). This is where the nexus of 

communication between clinicians and the governance board becomes the crucial link to 

effecting oversight of the health provider system. How well clinicians and governors connect 

and communicate is core to enabling clarity and understanding of concerns and issues that 

affect clinical outcomes (Brown, 2020). How and when clinical information is shared, 

whether it is understood by the individual receiving it, and who receives feedback, is crucial 

to effective governance practice. This communication function is important because it 

informs governance directors about what is happening within the organisation and why it 

might matter to both governance boards and the patients receiving care. However, 

communication is reliant upon an individual being comfortable to engage and communicate 

openly, even if the news is not positive (Kish-Gephart et al., 2009). Thus, the relationship and 

ability to communicate effectively for a governance board and clinicians is a significant 

contributor to the overall well-being of healthcare organisations and the patients, and so 

understanding that relationship matters at all levels of the healthcare organisation (Jones & 

Kelly, 2014). 

1.5 The District Health Board  

�$�Q���L�P�S�R�U�W�D�Q�W���F�R�Q�W�H�[�W���W�R���W�K�L�V���V�W�X�G�\�¶�V���L�Q�W�U�R�G�X�F�W�L�R�Q���L�V���W�K�D�W���+�H�D�O�W�K���%�R�D�U�G���J�R�Y�H�U�Q�D�Q�F�H���L�Q���1�H�Z��

Zealand prior to July 2022 was conducted by 20 governing boards called District Health 

Boards. District Health Boards were responsible to the Minister of Health who oversaw 

monitoring and performance. District Health Boards were responsible for the planning and 

funding of geographically defined hospital and health services including access to disability 

support, mental health services, and primary health care. Funding relationships with private 

health providers, community health organisations, and non-government organisations that 
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delivered health services, along with secondary and tertiary hospital provider services, were 

within the District Health Board funding model (Parliament, 2009). District Health Boards 

were disestablished in July 2022 due to health sector reform and replaced with two 

overarching health authorities1.  

As background, District Health Boards in New Zealand were legislated in the year 2000. 

Government health reform in New Zealand was driven by an influence of neo-liberal 

ideology, New Zealand followed �W�K�H���8�Q�L�W�H�G���.�L�Q�J�G�R�P�¶�V���1�D�W�L�R�Q�D�O���+�H�D�O�W�K���6�H�U�Y�L�F�H�����1�+�6����

model that introduced the new public management philosophy of treating health as a business 

proposition in the 1990s (Gauld, 2003). The New Zealand governance of District Health 

Boards was based on the corporate governance process and included the introduction of a 

multitude of health targets and indicators and stringent fiscal management processes to ensure 

governance policy and operational management accountabilities were achieved (Perkins & 

Seddon, 2006). District Health Boards, whilst governed in a corporate model, were, however, 

fundamentally different to commercial businesses in that they were responsible for the overall 

governance function of the provision of safe and effective health services across all of the 

community sectors within New Zealand (Chambers et al., 2020). Fiduciary obligations of the 

District Health Board included being responsible for the achievement of an acceptable 

standard of patient care, the management of clinical risk, and ensuring safe and effective care 

is delivered to the patient. Achievement of compliance with these accountabilities requires 

qualified professionals, the majority of whom are regulated by legislation under the Health 

Practitioners Competence Assurance Act, (Parliamentary Council Office, 2003). Pre-July 

2022, District Health Boards were supported by statutory committees with specific reporting 

responsibilities, these being the Hospital Advisory Committee, the Community and Public 

Health Advisory Committee, the Disability Advisory Committee, and the Audit and Finance 

Committee. The statutory committees aimed to ensure that adequate representation from the 

community informed the District Health Board governance board process (Barnett & 

Clayden, 2007).  

During 2009, clinical governance within District Health Boards became a key government 

�I�R�F�X�V���I�R�O�O�R�Z�L�Q�J���W�K�H���L�Q�W�U�R�G�X�F�W�L�R�Q���R�I���³�,�Q���*�R�R�G���+�D�Q�G�V�´��(The Ministerial Task Group on 

Clinical Leadership, 2009). The purpose of this report was to re-focus the relationship 

 
1District Health Boards in New Zealand were dis-established in July 2022 and replaced by Te Whatu Ora 
(Health New Zealand) and Te Aka Whai Ora �������¢�‘�”�‹�����‡�ƒ�Ž�–�Š�����—�–�Š�‘�”�‹�–�›�����ƒ�•�†���‰�‘�˜�‡�”�•�‡�†���„�›���Ž�‡�‰�‹�•�Ž�ƒ�–�‹�‘�•��(Pae Ora 
(Healthy Futures) Act 2022) 
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between corporate-styled governance boards and clinicians toward the quality of patient 

outcomes. The quality of services had not been the prime focus of many District Health 

Boards. Domination in the District Health Board environment revolved around corporate 

reporting with little focus on the �T�X�D�O�L�W�\���R�I���S�D�W�L�H�Q�W���F�D�U�H���R�X�W�F�R�P�H�V�����7�K�H���³�,�Q���*�R�R�G���+�D�Q�G�V�´��

(2009) report identified that a refreshed focus was required to repair the management and 

clinical relationships that had eroded over the years resulting in less attention to quality and 

safety, and that this quality and safety focus should become top of the governance board�¶s 

agenda. 

The report �³�,�Q���*�R�R�G���+�D�Q�G�V�´����2009) required the formation of formal clinical governance 

structures that included clinical leadership to assist with implementation at every level of the 

organisation. This process was to include the establishment of formal committees to enable 

upward reporting to the governance board and clinical governance was to be a priority agenda 

item for governance board discussion. During the intervening years, many scholarly 

publications have revolved around the challenges internationally and locally of the 

embedding of clinical governance as a total quality concept (Balding, 2008; Mannion et al., 

2017). Publications also centred on the challenges in the elevation of a quality focus on 

clinical governance by health boards, this being variable and dependent on clinical leadership 

(Gauld, 2017; Veronesi et al., 2013). One of the challenges was how health boards get on 

board with clinical governance (Conway, 2008; Gauld, 2014), as not all governance directors 

are of a clinical background and so how boards engage in clinical governance discussion 

emerges as important to this relationship. 

 

1.6 Primary Health Organisation Governance 

Primary Health Organisations are non-profit trusts, companies or partnerships that bring 

together general practitioners, Nurses, and other health professionals to provide primary 

healthcare services to their enrolled population. Primary healthcare organisations' governance 

structure consists of a variety of representatives from various disciplines and may include 

�F�R�P�P�X�Q�L�W�\���U�H�S�U�H�V�H�Q�W�D�W�L�Y�H�V���D�Q�G���0�—�R�U�L�����,�Z�L�������7�K�H�L�U���I�X�Q�G�L�Q�J���V�R�X�U�F�H���L�V���Y�L�D���W�K�H���'�L�V�W�U�L�F�W���+�H�D�O�W�K��

Board, the goal being to provide integrated and coordinated primary care across a specific 

geographical area (Gauld & Mays, 2007).  
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1.7 Primary Care General Practice  

General Practices are privately owned entities and may be singular or a group of general 

practitioners. Governance board structures are determined by the owners or partners of the 

practice. General practices share many of the same goals as primary health organisations but 

as they are privately owned entities, they aim for financial sustainability. Practices choose 

their focus and usually include nurse-led service as well as general practitioner service; others 

may extend the scope of the practice to include other disciplines or services. General 

practices are funded on the number of enrolled patients and are able to charge the patient co-

payments for services supplied. 

1.8 Rural Hospitals 

During the 1990s, the competitive market for public sector health services resulted in the 

potential closure of rural hospitals throughout New Zealand. As a consequence, some rural 

areas of New Zealand established local community health trusts to provide rural healthcare to 

their communities. This involved the formation of a number of local community trust(s) 

which allowed local communities to own their local health facilities and employ their own 

staff. Funding for these rural community trusts is from community sources and through 

contracts with funders such as the District Health Board and other agencies. The governance 

process is conducted by the trust board and is accountable to the community. Relationships 

with other primary and secondary service providers are important, as well as key funding 

agencies (Barnett & Barnett, 2001)  

 

1.9 Engagement 

Communication and engagement between clinicians and the governance board is a 

component of professional collaboration and information sharing, but it is also a point of 

tension in sustaining engagement in clinical governance processes by both clinicians and 

governance boards (Bonias et al., 2012). Compounding this difficulty  in engaging individuals 

in both the governance board environment and clinical environment, is what appears in some 

instances to be a lack of knowledge or training among clinicians and governance directors 

about the concept of clinical governance (Gauld & Horsburgh, 2012). Also, there is 

continuing debate about whether governance boards accept or welcome the clinical 
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governance contribution at the health board table, the consequences were elaborated on 

earlier in this chapter (Chambers et al., 2020). As a topic that is mandated within the 

healthcare environment, it remains a surprise to realise that clinical governance as a system is 

mostly learnt on the job and that training could be improved for clinicians and governors. 

This is especially significant if we consider the lack of clinical experience of some directors 

within health governance boards (Gauld & Horsburgh, 2015; Mannion et al., 2015). For those 

who do participate in clinical governance conversations, whether it be in committees or at the 

governance board level, it is not clear in the literature how their individual experience of 

communicating within this environment influences their continued participation in 

governance board conversation (Brown, 2020; Hogan et al., 2007). Understanding more 

about the individual experience of governance board directors and clinical staff engaging in 

clinical governance conversations, will augment the current literature with specific insight, 

and in turn, may enable a different approach to how we understand and therefore approach 

the clinical governance environments.  

1.10 The Treaty of Waitangi and Health Care Relationship  

New Zealand has a unique relationship with the Crown as formed by the Treaty of Waitangi, 

the foundational document in New Zealand's history, marking the beginning of formal 

�U�H�O�D�W�L�R�Q�V���E�H�W�Z�H�H�Q���W�K�H���L�Q�G�L�J�H�Q�R�X�V���0�—�R�U�L���S�H�R�S�O�H���D�Q�G���W�K�H���%�U�L�W�L�V�K���&�U�R�Z�Q��(Treaty of Waitangi-Te 

Tiriti O Waitangi 1840). Signed on February 6, 1840, the Treaty was a result of negotiations 

�E�H�W�Z�H�H�Q���U�H�S�U�H�V�H�Q�W�D�W�L�Y�H�V���R�I���W�K�H���0�—�R�U�L���F�K�L�H�I�V���D�Q�G���W�K�H���%�U�L�W�L�V�K���J�R�Y�H�U�Q�P�H�Q�W�����O�H�G���E�\���:�L�O�O�L�D�P��

Hobson, the first Governor of New Zealand. The treaty is celebrated as a symbol of 

partnership and cooperation, although its interpretation and implementation have been 

subjects of debate and contention throughout history. 

The Treaty of Waitangi consists of three main articles, each carrying significant implications 

�I�R�U���W�K�H���U�H�O�D�W�L�R�Q�V�K�L�S���E�H�W�Z�H�H�Q���0�—�R�U�L���D�Q�G���W�K�H���&�U�R�Z�Q�� 

1. Article:1 of the Te Tiriti o Waitangi (1840): This article refers to sovereignty. It 

�L�Q�Y�R�O�Y�H�V���W�K�H���0�—�R�U�L���F�H�G�L�Q�J���J�R�Y�H�U�Q�D�Q�F�H���R�Y�H�U���1�H�Z���=�H�D�O�D�Q�G���W�R���W�K�H���%�U�L�W�L�V�K���&�U�R�Z�Q�����,�Q���H�[�F�K�D�Q�J�H����

�0�—�R�U�L���Z�H�U�H���S�U�R�P�L�V�H�G���D�F�W�L�Y�H���S�U�R�W�H�F�W�L�R�Q���D�Q�G���W�K�H���U�L�J�K�W�V���D�Q�G���S�U�L�Y�L�O�H�J�H�V���R�I���%�U�L�W�L�V�K��subjects. 

�+�R�Z�H�Y�H�U�����W�K�H���W�U�D�Q�V�O�D�W�L�R�Q���R�I���W�K�L�V���D�U�W�L�F�O�H���I�U�R�P���(�Q�J�O�L�V�K���W�R���0�—�R�U�L���K�D�V���E�H�H�Q���D���V�R�X�U�F�H���R�I��

�F�R�Q�W�U�R�Y�H�U�V�\���D�V���G�L�I�I�H�U�H�Q�W���L�Q�W�H�U�S�U�H�W�D�W�L�R�Q�V���K�D�Y�H���H�P�H�U�J�H�G���U�H�J�D�U�G�L�Q�J���W�K�H���H�[�W�H�Q�W���W�R���Z�K�L�F�K���0�—�R�U�L��

intended to cede sovereignty. 
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2. Article: 2 of the Te Tiriti o Waitangi (1840): This is the kawanatanga or governance 

�D�U�W�L�F�O�H�����7�K�L�V���D�U�W�L�F�O�H���J�X�D�U�D�Q�W�H�H�V���0�—�R�U�L���D�X�W�K�R�U�L�W�\���D�Q�G���F�R�Q�W�U�R�O���R�Y�H�U���W�K�H�L�U���O�D�Q�G�V�����U�H�V�R�X�U�F�H�V�����D�Q�G��

�W�U�H�D�V�X�U�H�V�����,�W���U�H�F�R�J�Q�L�V�H�V���0�—�R�U�L���D�V���K�D�Y�L�Q�J���W�K�H���V�D�P�H���U�L�J�K�W�V���D�V���%�U�L�W�L�V�K���V�X�E�M�H�Fts and ensures that 

they retain possession of their lands with the Crown having the exclusive right to purchase 

�O�D�Q�G���I�U�R�P���0�—�R�U�L���V�K�R�X�O�G���W�K�H�\���Z�L�V�K���W�R���V�H�O�O�� 

3. Article 3 of the Te Tiriti o Waitangi (1840): This article, the article of protection, 

�S�O�H�G�J�H�V���W�R���0�—�R�U�L���W�K�H���V�D�P�H���U�L�J�K�W�V���D�Q�G���S�U�R�W�H�F�W�L�R�Q�V���D�V���%�U�L�W�L�V�K���F�L�W�L�]�H�Q�V�����,�W���D�V�V�X�U�H�V���0�—�R�U�L���R�I���H�T�X�D�O��

treatment under the law and promises to safeguard their interests and customs. However, the 

�L�P�S�O�H�P�H�Q�W�D�W�L�R�Q���R�I���W�K�L�V���D�U�W�L�F�O�H���K�D�V���R�I�W�H�Q���I�D�O�O�H�Q���V�K�R�U�W�����O�H�D�G�L�Q�J���W�R���J�U�L�H�Y�D�Q�F�H�V���D�P�R�Q�J���0�—�R�U�L��

regarding land confiscations, cultural suppression, and breaches of treaty promises. 

The Treaty of Waitangi also embodies several key principles that guide its interpretation and 

application: 

1. Partnership: The treaty is considered a partnership agreement between the Crown and 

�0�—�R�U�L�����H�P�S�K�D�V�L�V�L�Q�J���F�R�R�S�H�U�D�W�L�R�Q�����P�X�W�X�D�O���U�H�V�S�H�F�W�����D�Q�G���V�K�D�U�H�G���G�H�F�L�V�L�R�Q-making in matters 

affecting New Zealand's governance and development. 

2. �3�U�R�W�H�F�W�L�R�Q�����7�K�H���W�U�H�D�W�\���J�X�D�U�D�Q�W�H�H�V���0�—�R�U�L���U�L�J�K�W�V�����U�H�V�R�X�U�F�H�V�����D�Q�G���F�X�O�W�X�U�D�O���K�H�U�L�W�D�J�H����

ensuring their protection from unjust treatment and exploitation. 

3. �3�D�U�W�L�F�L�S�D�W�L�R�Q�����7�K�H���W�U�H�D�W�\���S�U�R�P�R�W�H�V���0�—�R�U�L���S�D�U�W�L�F�L�S�D�W�L�R�Q���L�Q���G�H�F�L�V�L�R�Q-making processes 

at all levels of government, recognising their unique cultural perspectives and contributions 

to New Zealand society. 

4. Redress: The treaty establishes mechanisms for addressing past grievances and 

�L�Q�M�X�V�W�L�F�H�V���V�X�I�I�H�U�H�G���E�\���0�—�R�U�L���L�Q�F�O�X�G�L�Q�J���O�D�Q�G���F�R�Q�I�L�V�F�D�W�L�R�Q�V�����F�X�O�W�X�U�D�O���D�V�V�L�P�L�O�D�W�L�R�Q���S�R�O�L�F�L�H�V�����D�Q�G��

breaches of treaty obligations. This is enacted by the Waitangi Tribunal, a legal system 

�H�V�W�D�E�O�L�V�K�H�G���W�R���F�R�Q�G�X�F�W���I�D�L�U���K�H�D�U�L�Q�J�V���R�Q���J�U�L�H�Y�D�Q�F�H�V���E�\���0�—�R�U�L���U�H�O�D�W�H�G���W�R���W�U�H�D�W�\���E�U�H�D�F�K�H�V���E�\���W�K�H��

Crown (Treaty of Waitangi Act 1975). 

5. Recognition: It acknowledges the status of �0�—�R�U�L���D�V���W�D�Q�J�D�W�D���Z�K�H�Q�X�D�����W�K�H���L�Q�G�L�J�H�Q�R�X�V��

people of New Zealand, with inherent rights and responsibilities to their lands, waters, and 

traditions. 
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The Treaty of Waitangi is a cornerstone of New Zealand's constitutional framework, 

embodying principles of partnership, protection, participation, redress, and recognition. 

While its interpretation and implementation have evolved over time, the treaty continues to 

�V�K�D�S�H���W�K�H���U�H�O�D�W�L�R�Q�V�K�L�S���E�H�W�Z�H�H�Q���0�—�R�U�L���D�Q�G���W�K�H���&�U�R�Z�Q�����V�H�U�Y�L�Q�J���D�V���D���I�R�X�Q�G�D�W�L�R�Q���I�R�U��

reconciliation, justice, and nation-building in Aotearoa/New Zealand. 

Of particular significance is the relationship and application of the principles of the Treaty 

within the healthcare sector. Over the past four decades, the health sector has attempted to 

apply the principles of partnership, participation, and protection. However, the way these 

principles have been viewed by the health sector, and how they have been applied have been 

described as a simplified, reductionist approach to interpreting the intention and 

understanding of the treaty agreement (Wai 7525, p.80). In 2020, the publication by the 

�0�L�Q�L�V�W�U�\���R�I���+�H�D�O�W�K�����:�K�D�N�D�P�D�X�D�����0�—�R�U�L���+�H�D�O�W�K���$�F�W�L�R�Q���3�O�D�Q���������������0�L�Q�L�V�W�U�\���R�I���+�H�D�O�W�K������������������

has been revised to reflect the complexity and breadth of the relational and accountability 

expectations of the New Zealand health sector to uphold and honour the Treaty obligations. 

Two further principles have been added to the initial three principles of partnership, 

participation and protection, these being options and equity. In 2020, led by the elected 

Labour government, New Zealand completed a review of the New Zealand health and 

disability sector (Manat�Ì Hauora, Ministry of Health, 2020). This review was partly informed 

by the Waitangi Tribunal report Hauora: Stage One of the Health Services and Outcomes 

Kaupapa Inquiry (Wai 2575, 2019). The Wai 2575 (2019) inquiry is focussed on the primary 

health sector; however, it contains relevant and clarifying detail as to the way the Treaty 

interpretation has been described and applied within the New Zealand health sector with a 

�S�D�U�W�L�F�X�O�D�U���I�R�F�X�V���R�Q���W�K�H���O�D�F�N���R�I���U�H�G�U�H�V�V���R�I���L�Q�H�T�X�L�W�L�H�V���L�Q���0�—�R�U�L���K�H�D�O�W�K���R�X�W�F�R�P�H�V���D�Q�G���W�K�H���R�Y�H�U�W��

�O�D�F�N���R�I���H�Q�V�X�U�L�Q�J���0�—�R�U�L���F�R-governance in the governance and planning of healthcare services 

within New Zealand. This evidence indicates that the �K�H�D�O�W�K���V�W�D�W�X�V���R�I���0�—�R�U�L���K�D�V���Q�R�W���E�H�H�Q��

prioritised or addressed effectively within the healthcare governance and government context 

in New Zealand over the past 40 years (Durie, 2000).  

The healthcare environment in New Zealand has slowly evolved, and in more recent years, an 

�L�Q�F�U�H�D�V�H�G���H�P�S�K�D�V�L�V���R�Q���K�H�D�O�W�K���R�X�W�F�R�P�H�V���I�R�U���0�—�R�U�L���K�D�V���E�H�H�Q���Y�D�O�L�G�D�W�H�G���E�\���U�H�V�H�D�U�F�K���H�Y�L�G�H�Q�F�H��

�W�K�D�W���0�—�R�U�L���D�U�H���G�L�V�D�G�Y�D�Q�W�D�J�H�G���Z�L�W�K�L�Q���W�K�H���F�X�U�U�H�Q�W���K�H�D�O�W�K�F�D�U�H���V�\�V�W�H�P�����7�K�L�V���L�V���G�H�P�R�Q�V�W�U�D�W�H�G���E�\��

�P�R�U�W�D�O�L�W�\���D�Q�G���P�R�U�E�L�G�L�W�\���G�D�W�D���L�Q�G�L�F�D�W�L�Q�J���O�L�I�H���H�[�S�H�F�W�D�Q�F�\���R�I���0�—�R�U�L���L�V��lower than non-�0�—�R�U�L��

���0�—�R�U�L�������������\�H�D�U�V�����F�R�P�S�D�U�H�G���W�R���Q�R�Q-�0�—�R�U�L�������������\�H�D�U�V��. Amenable (preventable) death rates 
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�D�U�H���K�L�J�K�H�U���I�R�U���0�—�R�U�L����these are compounded �E�\���U�X�U�D�O�L�W�\�����0�—�R�U�L�����������������F�R�P�S�D�U�H�G���W�R���Q�R�Q-�0�—�R�U�L��

90.8), creating poorer overall health outcomes for �0�—�R�U�L than non-�0�—�R�U�L, including 

significantly higher rates of cancer, cardiovascular disease, suicide, and infant mortality 

(Walsh & Grey, 2019). Considering this from a critical lens it �V�X�J�J�H�V�W�V���W�K�D�W���0�—�R�U�L���S�D�U�W�Q�H�U�V�K�L�S��

within health governance and clinical governance needs to be a key priority. This is based on 

the evidence now available to demonstrate that the current system is not adequately 

�D�G�G�U�H�V�V�L�Q�J���W�K�H���K�H�D�O�W�K���D�Q�G���G�H�S�U�L�Y�D�W�L�R�Q���L�Q�H�T�X�L�W�L�H�V���R�I���W�K�H���0�—�R�U�L���S�R�S�X�O�D�F�H���R�I���1�H�Z���=�H�D�O�D�Q�G�����7�K�H��

evidence is compelling and thus the relationship between the principles of the Te Tiriti O 

Waitangi (1840) and the Crown takes on a special meaning in light of what we can now 

demonstrate with research evidence, which has been essentially minimised over past decades 

by both government and the governance of healthcare. Appreciation of how the principles of 

the Treaty should manifest in contemporary New Zealand is elaborated on in the following 

paragraphs. 

1.10.1 Partnership 

The principle of Partnership within the healthcare environment is intrinsically intertwined 

with the purpose of clinical governance, that of providing safe and quality health outcomes in 

an environment where quality flourishes (Donaldson, 1998). Effective clinical governance 

requires a functioning partnership at all levels of governing, this includes safe communication 

across and within communities be it in hospital or community settings (Chambers, 2012; 

�(�G�P�R�Q�G�V�R�Q���	���/�H�L�������������������)�R�U���0�—�R�U�L�����L�I���S�D�U�W�Q�H�U�V�K�L�S���L�V���W�R���E�H���K�R�Q�R�X�U�H�G�����D�Q�G���W�L�Q�R���U�D�Q�Jatiratanga 

(full control over the direction and shape of their communities and development as a people) 

�L�V���W�R���E�H���D�F�K�L�H�Y�H�G�����0�—�R�U�L���U�H�T�X�L�U�H�V���H�T�X�D�O���S�D�U�W�L�F�L�S�D�W�L�R�Q���L�Q��the governance of healthcare and thus 

be able to assert equal representation of governance deliberations and decisions (Wai 2575, 

2019). Decision-making processes within New Zealand healthcare settings should be 

�H�[�S�H�F�W�H�G���W�R���U�H�V�S�H�F�W���D�Q�G���U�H�I�O�H�F�W���P�—�W�D�X�U�D�Q�J�D���0�—�R�U�L ���0�—�R�U�L���N�Q�R�Z�O�H�G�J�H�������D�Q�G���W�L�N�D�Q�J�D�����0�—�R�U�L��

philosophy and customary practices) and these must b�H���G�H�W�H�U�P�L�Q�H�G���E�\���0�—�R�U�L�����I�R�U���0�—�R�U�L�����W�K�X�V��

enabling the planning and delivery of services that are culturally responsive and aligned with 

�0�—�R�U�L���K�H�D�O�W�K���D�V�S�L�U�D�W�L�R�Q�V�� Partnership in the context of clinical governance within the 

�K�H�D�O�W�K�F�D�U�H���V�H�F�W�R�U���L�Q�Y�R�O�Y�H�V���R�Y�H�U�W���U�H�F�R�J�Q�L�W�L�R�Q���W�K�D�W���0�—�R�U�L���K�R�O�G���V�S�H�F�L�I�L�F���F�X�O�W�X�U�D�O���N�Q�R�Z�O�H�G�J�H���D�Q�G��

�H�[�S�H�U�W�L�V�H�����P�—�W�D�X�U�D�Q�J�D���0�—�R�U�L�����P�H�D�Q�L�Q�J���W�K�D�W���0�—�R�U�L���K�D�Y�H���D���U�L�J�K�W���W�R���I�X�O�O���G�H�F�L�V�L�R�Q-making 

authority in determining models of service delivery and identification of acceptable health 

�R�X�W�F�R�P�H�V���I�R�U���0�—�R�U�L�����Pana Motuhake -self-government, autonomy).  
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1.10.2 Participation 

�3�D�U�W�L�F�L�S�D�W�L�R�Q���E�\���0�—�R�U�L���L�Q���K�H�D�O�W�K�F�D�U�H���J�R�Y�H�U�Q�D�Q�F�H���D�Q�G���S�O�D�Q�Q�L�Q�J���G�H�F�L�V�L�R�Q�V��have for many 

decades been dependent upon regional approaches in the district health board structure, thus 

resulting in differing levels of services, variable accessibility to culturally focussed services, 

�D�Q�G���D���O�D�F�N���R�I���L�Q�I�U�D�V�W�U�X�F�W�X�U�H���I�X�Q�G�L�Q�J���W�R���H�Q�D�E�O�H���0�—�R�U�L���O�H�G���K�H�D�O�W�K�F�D�U�H���L�Q�L�W�L�D�W�L�Y�H�V�����:�D�L��������������

���������������7�K�L�V���L�V���Q�R���I�D�X�O�W���R�I���0�—�R�U�L�² it is the result of government policy and the failure to 

�L�Q�F�O�X�G�H���0�—�R�U�L���L�Q���W�K�H���+�H�D�O�W�K���D�Q�G���'�L�V�D�E�L�O�L�W�\���O�H�J�L�V�O�D�W�L�R�Q in 2000 when New Zealand introduced 

District Health Boards as part of a health reform (Parliamentary Council Office, 2000). 

�(�[�F�O�X�G�L�Q�J���0�—�R�U�L���D�V���F�R-governance partners in the governance and planning of district health 

services at the inception of District H�H�D�O�W�K���%�R�D�U�G�V���D�F�W�L�Y�H�O�\���I�D�L�O�V���W�R���U�H�F�R�J�Q�L�V�H���0�—�R�U�L���D�V���H�T�X�D�O��

or joint partners as decision-makers in the governance of District Health Boards. The 

�O�H�J�L�V�O�D�W�L�R�Q���U�H�P�R�Y�H�V���0�—�R�U�L���U�L�J�K�W�V���W�R���H�[�H�U�F�L�V�H���D�X�W�K�R�U�L�W�\���R�Y�H�U���W�K�H�L�U���R�Z�Q���S�H�R�S�O�H���Z�L�W�K���P�L�Q�L�P�D�O��

interference from the Cr�R�Z�Q�����5�H�S�U�H�V�H�Q�W�D�W�L�R�Q���R�I���0�—�R�U�L���R�Q���D���'�L�V�W�U�L�F�W��Health Board of directors 

is specified in the Act (2000) as being proportional to the District Health Board population or 

�D�W���O�H�D�V�W���D���P�L�Q�L�P�X�P���R�I���W�Z�R���L�Q�G�L�Y�L�G�X�D�O�V���Z�K�R���L�G�H�Q�W�L�I�\���D�V���0�—�R�U�L�����,�W���L�V���U�H�F�R�J�Q�L�V�H�G��that this has 

reduced the ability of �0�—�R�U�L���W�R���S�D�U�W�L�F�L�S�D�W�H���P�H�D�Q�L�Q�J�I�X�O�O�\���Z�L�W�K���D���V�W�U�R�Q�J���Y�R�L�F�H���Z�K�L�F�K���L�V���D�O�P�R�V�W��

impossible when we consider that there are eleven Directors on a District Health Board, the 

�P�D�M�R�U�L�W�\���Q�R�W���R�I���0�—�R�U�L���G�H�V�F�H�Q�W�����:�D�L�����������������������������$�Q�R�W�K�H�U���F�R�P�S�O�H�[�L�W�\���L�V��that District Health 

Boards report directly to the Minister of Health, the District Health Board is thus controlled 

by the Government. The consequences of this line of report reduce any opportunity for the 

�I�H�Z���0�—�R�U�L���G�L�U�H�F�W�R�U�V���W�R���L�Q�I�O�X�H�Q�F�H���S�R�O�L�F�\���D�V���P�R�V�W��of the focus of the District Health Board is on 

government policy achievement, acute hospital services, and mainstream providers, thus 

�H�[�D�F�H�U�E�D�W�L�Q�J���L�Q�H�T�X�L�W�D�E�O�H���K�H�D�O�W�K���R�X�W�F�R�P�H�V���I�R�U���0�—�R�U�L���D�F�U�R�V�V���1�H�Z���=�H�D�O�D�Q�G�����:�D�O�V�K���	���*�U�H�\����

���������������2�X�W�F�R�P�H�V���U�H�I�O�H�F�W�L�Q�J���P�—�W�D�X�U�D�Q�J�D���0�—�R�U�L�����0�—�R�U�L���N�Q�R�Z�O�H�G�J�H�����K�D�Y�H���E�H�H�Q���P�L�Q�L�P�D�O���D�Q�G��

�I�X�O�I�L�O�P�H�Q�W���R�I���0�—�R�U�L���W�L�Q�R���U�D�Q�J�D�W�L�U�D�W�D�Q�J�D�����V�H�O�I-governance) minimised as part of the District 

Health Board structure.  

1.10.3 Active Protection 

�3�U�R�W�H�F�W�L�R�Q���I�R�U���0�—�R�U�L���L�Q���W�K�H���F�R�Q�W�H�[�W���R�I���F�O�L�Q�L�F�D�O���J�R�Y�H�U�Q�D�Q�F�H���D�Q�G��healthcare governance is to 

�H�Q�V�X�U�H���0�—�R�U�L���K�D�Y�H���D�F�F�H�V�V���W�R���V�D�I�H�����H�I�I�H�F�W�L�Y�H�����H�T�X�L�W�D�E�O�H���D�Q�G���D�F�F�H�V�V�L�E�O�H��healthcare choices as 

articulated in the Third Article of the Treaty of Waitangi (Treaty of Waitangi, 1840, art.3). 

�7�K�L�V���D�U�W�L�F�O�H���S�O�H�G�J�H�V���0�—�R�U�L���W�K�H���V�D�P�H���U�L�J�K�W�V���R�I���S�U�R�W�H�F�W�L�R�Q���D�V���%�U�L�W�L�V�K���F�L�W�L�]�H�Q�V�����D�V�V�X�U�L�Q�J���0�—�R�U�L���R�I��

equal protection under the law and promises to safeguard their customs. This article is of 

�U�H�O�H�Y�D�Q�F�H���W�R���W�K�H���F�X�U�U�H�Q�W���K�H�D�O�W�K���V�W�D�W�X�V���R�I���0�—�R�U�L��as compared to their European and other 
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�H�W�K�Q�L�F�L�W�L�H�V���F�R�X�Q�W�H�U�S�D�U�W�V�����$�V���Q�R�W�H�G���H�D�U�O�L�H�U�����W�K�H���V�W�D�W�L�V�W�L�F�V���U�H�O�D�W�H�G���W�R���0�—�R�U�L���K�H�D�O�W�K���R�X�W�F�R�P�H�V���D�U�H��

very poor compared to European or other New Zealanders (Walsh & Grey, 2019), this being 

directly linked to a �O�D�F�N���R�I���H�Q�J�D�J�H�P�H�Q�W���Z�L�W�K���0�—�R�U�L���W�R���E�H�V�W���G�H�W�H�U�P�L�Q�H���I�U�R�P���0�—�R�U�L���K�R�Z���W�K�H�\��

�Z�L�V�K���W�R���G�H�O�L�Y�H�U���K�H�D�O�W�K���V�H�U�Y�L�F�H�V���W�R���W�K�H�L�U���0�—�R�U�L���F�R�P�P�X�Q�L�W�L�H�V�����$�F�W�L�Y�H���S�U�R�W�H�F�W�L�R�Q���L�I���F�R�Q�V�L�G�H�U�H�G���L�Q��

the context of lack of recognition and application of the true intent of partnership and 

participation indicates �W�K�D�W���L�I���0�—�R�U�L���D�U�H���Q�R�W���F�R-partne�U�V���L�Q���S�O�D�Q�Q�L�Q�J���D�Q�G���D�V�V�H�V�V�L�Q�J���0�—�R�U�L��

health outcomes and services, optimising health outcomes will not, and have not, been able to 

be achieved. Each of these Treaty promises is dependent on each other being honoured. 

1.10.4 Options 

�0�—�R�U�L�����L�I���D�E�O�H���W�R���D�V�V�H�U�W���W�L�Q�R��rangatiratanga, (self-autonomy), require explicit authority to 

�P�D�N�H���G�H�F�L�V�L�R�Q�V���I�R�U���W�K�H�L�U���S�R�S�X�O�D�W�L�R�Q�����7�R���F�R�Q�G�X�F�W���D�Q�G���G�H�O�L�Y�H�U���K�H�D�O�W�K���V�H�U�Y�L�F�H�V���I�R�U���0�—�R�U�L�����E�\��

�0�—�R�U�L�����U�H�T�X�L�U�H�V���D�G�H�T�X�D�W�H���D�Q�G���I�D�L�U���D�F�F�H�V�V���W�R���U�H�V�R�X�U�F�H�V���I�R�U���0�—�R�U�L���W�R���G�H�W�H�U�P�L�Q�H���W�K�H���P�R�G�H�O���R�I��

service that suits them best (Health and Disability System Review, 2020). The New Zealand 

�0�L�Q�L�V�W�U�\���R�I���+�H�D�O�W�K�����0�D�Q�D�W�X���+�D�X�R�U�D���U�H�F�R�J�Q�L�V�H�V���R�S�W�L�R�Q�V���D�V���V�L�J�Q�L�I�L�F�D�Q�W���L�I���.�D�X�S�D�S�D���0�—�R�U�L��

���0�—�R�U�L���O�H�G�����V�H�U�Y�L�F�H�V���D�U�H���W�R���E�H���D�Y�D�L�O�D�E�O�H���W�R���W�K�H���S�R�S�X�O�D�W�L�R�Q�����0�L�Q�Lstry of Health, 2020).  

1.10.5 Equity 

�7�K�H���E�X�U�G�H�Q���R�I���K�H�D�O�W�K���O�R�V�V���I�D�O�O�V���L�Q�H�T�X�L�W�D�E�O�\���X�S�R�Q���0�—�R�U�L�����:�D�O�V�K���	�*�U�H�\�������������������'�L�I�I�H�U�H�Q�F�H�V���L�Q��

social, economic, and culture contribute to poorer health outcomes and the quality of care 

�0�—�R�U�L���U�H�F�H�L�Y�H�����(�T�X�L�W�\���L�Q���U�H�O�D�W�L�R�Q���W�R���0�—�R�U�L���K�H�D�O�W�K���R�X�W�F�R�P�H�V���L�V���G�H�I�L�Q�H�G���Z�K�H�Q���Z�H���F�R�Q�W�U�D�V�W��

differences �L�Q���V�R�F�L�H�W�\���³�G�L�I�I�H�U�H�Q�W���S�H�R�S�O�H���Z�L�W�K���G�L�I�I�H�U�H�Q�W���O�H�Y�H�O�V���R�I���D�G�Y�D�Q�W�D�J�H���U�H�T�X�L�U�H���G�L�I�I�H�U�H�Q�W��

�U�H�V�R�X�U�F�H�V���D�Q�G���D�S�S�U�R�D�F�K�H�V���W�R���J�H�W���H�T�X�L�W�D�E�O�H���K�H�D�O�W�K���R�X�W�F�R�P�H�V�´����HDSR, 2020, p33). �0�—�R�U�L���K�D�Y�H��

fewer opportunities �W�R���D�F�F�H�V�V���V�H�U�Y�L�F�H�V���W�K�D�W���D�U�H���0�—�R�U�L���O�H�G�����Whe majority of health services in 

New Zealand are provided by non-�0�—�R�U�L���K�H�D�O�W�K���S�U�R�I�H�V�V�L�R�Q�D�O�V���D�Q�G���S�U�R�Y�L�G�H�U�V�����)�R�U���V�R�P�H���0�—�R�U�L, 

this presents a barrier to accessing services and subsequently, individual and community 

health needs are either delayed or not met resulting in poor health outcomes (Wai 2575, 

2019).  

1.10.6 �,�P�S�O�L�F�D�W�L�R�Q�V���I�R�U���0�—�R�U�L���R�I���S�D�V�W���D�Q�G���F�X�U�U�H�Q�W���U�H�O�D�W�L�R�Q�V�K�L�S���Z�L�W�K���K�H�D�O�W�K�F�D�U�H 

The history of minimal and discretionary funding from the crown over the decades, and since 

�W�K�H���L�Q�F�H�S�W�L�R�Q���R�I���'�L�V�W�U�L�F�W���+�H�D�O�W�K���%�R�D�U�G�V���L�Q���������������K�D�V���G�L�U�H�F�W�O�\���L�P�S�D�F�W�H�G���W�K�H���D�E�L�O�L�W�\���R�I���0�—�R�U�L���W�R��

deliver fair and equitable services within their communities (Wai 2575, 2019). 
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The elected labour government in New Zealand in 2020 announced a health reform in 2019. 

The reform included a comprehensive review of the health and disability sector of New 

Zealand (HDSR, 2020). The final outcome of the review, released in 2020, presented a 

radical restructuring of the health sector within New Zealand. This included the 

disestablishment of District Health Boards. The leadership of the system post-District Health 

Boards was to be conducted by two key agencies. Achieving radical change required 

legislative change to disestablish the District Health Boards and replace them with Pae Ora 

(Healthy Futures) Act 2020 (Parliamentary Council Office, 2020). The Act (2020) enabled 

the establishment of Health New Zealand, Te Whatu Ora, the lead entity responsible for 

service delivery, �D�Q�G���7�H���$�N�D���:�K�D�L���2�U�D�����7�K�H���0�—�R�U�L���+�H�D�O�W�K���$�X�W�K�R�U�L�W�\�����W�K�H���O�H�D�G���H�Q�W�L�W�\���I�R�U��

�D�G�Y�L�V�L�Q�J���R�Q���0�—�R�U�L���K�H�D�O�W�K���S�R�O�L�F�\���L�Q�F�O�X�G�L�Q�J���.�D�X�S�D�S�D���0�—�R�U�L���S�U�R�Y�L�G�H�U�V���W�R���H�Q�K�D�Q�F�H���P�D�Q�D��

motuhake (self-determination- autonomy) and rangatiratanga (authority, ownership, 

leadership)�����7�K�H���0�—�R�U�L��Health Authority had the independence to advise the New Zealand 

Minister of Health concerning policy, system performance, and health outcomes. Pae Ora 

legislation (Act 2020) removed community electoral governance processes and established an 

appointed governance board consisting of eight members drawn from the previous District 

Health Boards and announced that �W�K�H���&�U�R�Z�Q�����0�—�R�U�L���V�S�O�L�W���Z�D�V���W�R���E�H�����������������+�'�6�5�������������������$��

key outcome was to reinterpret the legislation to ensure the treaty principles were embedded 

within the whole of the health sector with the specific aim of addressing the inequitable 

�K�H�D�O�W�K���R�X�W�F�R�P�H�V���I�R�U���0�—�R�U�L��(Durie, 2000, Walsh & Grey, 2019). 

It seems unfortunate that on 5 March 2024, a newly elected coalition government in NZ 

decided to abolish Te Aka Whai Ora, incorporating most of its functions into Health New 

Zealand, Te Whatu Ora, thus diluting the clear intentions of the original Pae Ora legislation.  

1.11 Summary 

To summarise this chapter, I have introduced the motivation that encouraged me to embark 

upon this practitioner study. I have shared a little about my practice background, the 

circumstances that led me to complete this study and some of the interruptions that shaped 

this study. This is followed by introducing the research question, my chosen paradigm, and 

the methodological approach. I have also introduced my initial considerations regarding my 

positionality within this study to clarify my role as a practitioner with insider knowledge, and 

I elaborate on this further in Chapter 3. I have then introduced the concept of clinical 

governance, what it is and a brief history of its evolution, and then connected this to the 
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relationship with health board governance models and engagement within this environment. 

Finally, I have emphasised the significance of the relationship of the Treaty of Waitangi 

relative to the role this foundational document has in the provision of healthcare services 

within New Zealand and how the health reform announced in 2020 has shaped the delivery of 

public and private health services within New Zealand. 

The review of supporting literature follows in Chapter 2, which includes seminal literature 

that provides the platform for the current discussion by theorists of the topic under study. The 

original scholars and theorists contribute an important platform from which others have been 

able to explore the evolution and progress of clinical governance and engagement. You will 

see that clinical governance is widely published in scholarly publications and that governance 

as a generic concept is incorporated into the clinical governance literature demonstrating a 

close link between the two distinct but connected functions in the healthcare governance 

environment. Engagement is also explored, once again, using seminal work that has provided 

a strong foundation for current scholars to learn from and to develop new insights and 

theories.  

Chapter 3 presents my methodology and methods. I commence with an in-depth section on 

researcher positionality discussing insider practitioner inquiry and how I have approached 

this. I then describe the rationale for my choice of paradigm and why I have chosen a 

qualitative descriptive analysis that uses selected grounded theory methods to complete this 

qualitative study and introduce the methods of data collection. Chapter 4 is dedicated to the 

analysis process applied to the interrogation of the data and walks through my processing and 

application of my chosen approach. 

This is then followed by Chapters 5 to 7 which describe the three themes identified following 

the analysis of the data and include a discussion of the theoretical grounding of the 

participant data. Intersectionality is discussed in chapter 8, and new knowledge is presented 

in Chapter 9 along with recommendations. Chapter 10 provides an in-depth discussion on 

limitations and weaknesses specifically related to this study process and discusses answering 

the research question.  

The final section of Chapter 11 is my reflection on this journey which brings this study to its 

conclusion 
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Literature Review 

In Chapter 1, I introduced my practitioner background and the aim of this study. I provided a 

background to clinical governance as a quality system. I elaborated on how it fits within the 

current health governance environment and why engagement is an important component of 

the relationship. Clinical governance has a significant amount of published literature that has 

proliferated since its inception in the 1990s. This literature explains the genesis and the 

drivers that created the impetus for improved quality in healthcare environments. As you will 

read, clinical governance is a ubiquitous umbrella term for a quality system that has been 

adopted in many countries to improve patient care outcomes. Sadly, much of the impetus for 

the clinical governance systems is because of patient harm and errors that have led to public 

inquiries. These inquiries and investigations in some countries have resulted in government 

intervention to monitor the provision of safe and effective healthcare. Given the high profile 

that clinical governance has within contemporary healthcare settings, the processes of 

communication to the generic governance health board is a crucial component of monitoring 

and reporting information about patient outcomes, risk, and systems that support quality 

activity. Closely related to effective clinical governance is how clinicians that represent the 

clinical domain interact and relate to the generic corporate governance model that overlays 

the governance of healthcare in many countries, especially related to how the generic health 

boards engage in the process and clinical governance. 

To position this study in relation to the literature, the first section approaches governance as a 

generic concept. I then discuss the different modes of governing, the architecture of 

governance, and the skills to govern effectively. I then introduce governance in healthcare, its 

trajectory through the past four decades since the 1980s, the health reforms, the subsequent 

influences on healthcare and clinical governance, and how engagement matters in this 

context. The final section explores the impact of the Covid-19 pandemic relative to clinical 

governance engagement. 

2.1 Approach to the Literature Informing this Thesis 

The approach I used to accessing relevant and current literature was based on the need to 

provide context to this practitioner inquiry and to ensure that following analysis, I could 

validate my findings or challenge them depending on the literature. I was guided by the 

research question: 
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What factors optimise the effectiveness of engagement between health clinicians and 

governance directors within the clinical governance environment. 

The initial review of the literature was completed to illustrate the historical emergence of 

clinical governance within the international healthcare environment and the evolving and 

current relationship of clinical governance with generic or corporate healthcare governance. 

Google Scholar provided a good source for accessing relevant papers that were available 

through other search engines or databases described below. 

The second stage of the literature review occurred once the analysis of the data was 

completed. The accessed literature explored the theoretical underpinning of my findings 

which were based on themes of trust and receptiveness, power and voice, and clinical and 

governance.  

To achieve this review, I applied the following processes and screens: 

�x Dates specified in search engines - publication date open, end date 2022. 

�x English language only 

Search engines and data sites: 

�x Google Scholar 

�x APA Pych Net 

�x PubMed 

�x Semantic Scholar 

�x ResearchGate 

�x JSTOR 

�x Mendeley 

�x CINAHL 

�x ScienceDirect 

Search Terms 

�x Clinical + Governance 

�x Governance + Generic 

�x Engagement  
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�x Workplace Engagement 

�x Engagement + Governance + Healthcare 

�x Corporate Governance + Healthcare 

�x Clinician Engagement + Clinical Governance 

�x Health Governance 

�x Public Sector Governance 

�x Competency + Governance 

�x Trust + Receptivity. 

�x Relational Trust 

�x Organisational Trust 

�x Trust + Managers 

�x Receptiveness + Trust 

�x Distrust 

�x Mistrust 

�x High-reliability Organisations 

�x Psychological + Safety 

�x Psychological + Meaning 

�x Speaking up + Voice 

�x Agency 

�x Covid 19 

�x Clinician + Trust + Covid-19 

�x Health + Reform +New Zealand 

�x Neoliberalism + Governmentality + Foucault 

�x Philosophy + Dewey 

�x Fieldus + Habitus+ Bourdieu  

�x Symbolic Interaction+ Blumer 

�x Structuration Theory + Giddens 

�x Social Relations 

�x Power + Types of Power 

�x Affect + Power 

�x Symbolic Violence+ Bourdieu 

�x Treaty of Waitangi 
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�x Intersectionality  

While these searches were helpful, my literature review was also informed by the literature 

collected whilst doing my previous post-graduate study in this area, the scanning and review 

of the reference lists from papers, and the �³grey�´���O�L�W�H�U�D�W�X�U�H��identified in the searches 

mentioned above. This thesis has evolved over four years and in this time, regular reviews of 

the literature have occurred with references usually printed out and added to Mendeley 

bibliographic software. 

This initial review includes governance structure and ways of applying the process or act of 

governing. Health sector governance is then explored related to the New Zealand health 

sector and includes historical reform and governance competency. External influences on 

healthcare governance within the New Zealand and international environment are examined 

leading to a review of how clinical governance is understood as a concept. Engagement, 

organisational leadership, and organisational culture are discussed. This aspect of the 

literature was to facilitate an understanding of the breadth and depth of the topic as not all 

individuals who read this study may be familiar with the topic. 

2.2 Generic Governance  

Governance and the act of governing are primarily concerned with how societies, 

governments, and organisations are led. This includes the way organisations are structured 

and how they manage and lead staff and includes the powers or authorities that are exercised 

as part of their governance accountabilities (Edwards et al, 2012). Governance is usually 

formed upon values and principles that reflect the organisational culture, architecture, or 

structure, and these may change over time as society and ways of working change. 

Governance is complex, it exists in multiple dimensions and at all levels within a society, for 

example, at a global level influencing and guiding global responses to international issues 

within governments that lead nations, at a territorial or regional level in some countries such 

as Canada and Australia, and a local level such as regional authorities and community 

providers (Edwards, et al, 2012).  

Governance is a commonly used term. It is, however, described as difficult to define (Levi-

Faur, 2012). Aspirations and intentions of governance as a process may be based on 

philosophical or sociological models or legal and economic models, but regardless, the 
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purpose of governing is to fundamentally engage in the exercise of reflective and 

authoritative judgement (Bird, 2001). Governance may also be considered as the attitude that 

is applied to the act of governance, the right way of doing things requiring leadership, 

decision-making, audit and review, and scrutiny (Deighan & Aitken, 2021). 

An all-embracing definition of governance demonstrates the complexity of relationships. 

Governance is about the rules of collective decision-making in settings where there 

are a plurality of actors or organisations and where no formal control system can 

dictate the terms of the relationship between these actors and organisations (Chhotray 

& Stoker, 2009 p,3).  

Governance as a function and relationship is promoted by many as a rules-based system that 

includes clear delineation between governance and management to ensure the achievement of 

performance outcomes. The rules of governance exist to ensure the effective and efficient use 

of resources, and they demand accountability, monitoring, and reporting by operational 

management to the governance board. However, there are debates about rules-based versus 

principle-based governance. Rules-based is compliance focussed, and principle-based on 

�³�G�R�L�Q�J���W�K�H���U�L�J�K�W���W�K�L�Q�J�´, this having a deeper focus on ethics in governance (Arjoon, 2006). 

Behaviours of governors include the expectation that the board demonstrates unified purpose 

with governors generally expected to maintain a clear delineation of responsibilities between 

themselves and management to ensure separation of board and management (Chhotray & 

Stoker, 2009). Ideally, the board should aim to be constructive in its approach to management 

and involve the right people in discussion, their goal to achieve their end target (Carver & 

Carver, 2002). Good governance, often used as a way to describe how well governance 

functions, originates from the World Bank and United Nations (Rhodes, 1996). The term 

encapsulates sound governance principles based on law, democracy, accountability, and 

prosperity (Rothstein, 2012). 

Governance, although very familiar and used regularly, is a relatively new term that has been 

rapidly adopted since the 1990s, and its purpose is to appear to govern without obvious 

government interference (Colebatch, 2014). This model of governing relies on relationships 

and networks that bring together governmental and societal actors to steer or regulate 

organisations and institutions. Governance is generally considered rule by self-organising 

networks, whereas government is rule by direction (Colebatch, 2014). However, this 
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difference should not delude us into thinking that government is directly influential in 

governance activity, especially where the state is involved in the organisation and delivery of 

public sector services (Edwards et al., 2012) where government oversight is applied by 

mechanisms that create a sense of distance from the hierarchical government institution 

(Chhotray & Stoker, 2009). 

Governance has many functions across society, the impact of roles and effects experienced in 

many ways and influencing all levels of society. As an example, global governance provides 

a platform for many countries to work together on strategically important issues and is 

perhaps the best example of the power of network relations to address issues of concern at a 

transnational level. The more recent impact of the power and influence of a global 

governance network was in the response of the World Health Organisation to the Covid-19 

pandemic outbreak in 2020. Reliant on cooperation, partnership, and the art of networking at 

a global level, the World Health Organisation is an example of global network governance 

that signifies the breadth, complexity, and plurality of the network governance model 

(Sohrabi et al., 2020). 

Governance at a national or state level exists as a function to protect and nurture a country's 

economic health and well-being. It also exists to lead and direct institutions to achieve their 

strategic and operational objectives (Huse, 2005). The leadership of the governance process 

and behaviour is measured in the achieved outcomes that indicate success or otherwise, such 

as efficiency, effectiveness, and responsiveness (Barbazza & Tello, 2014). 

Generic functions for governance according to Trower (2013) consist of determining the 

strategic responsibility and direction of an organisation and the goal to ensure the well-being 

of the organisation by planning the organisational direction. Fiduciary responsibilities include 

the regular and routine monitoring of the performance and well-being of the organisation. 

This function may include many different measures or monitors such as quality, targets, 

financial performance, and risk management. Fiduciary relates to effecting good oversight of 

the �R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V regular performance and outcomes, and a third less known component of 

governance is generative governance, not a commonly used term, but this aspect of 

governance creates an understanding of the key issues and consequences for the organisation 

if decisions are to be made. It is about understanding the nature and impact of consequences 

and giving governors an opportunity to reflect and gain insight into their decisions (Trower, 

2013).  
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2.3 Governance Structure 

Governance as a system requires a frame, a structure, or architecture from which it is shaped 

and functions. To govern well requires a system, rules, and structure which is usually specific 

to the type of organisation being governed (Grindle, 2004). The structure or architecture 

creates rules that guide the desired administration process. Such rules or procedures affect 

how the governance boards socially connect and coordinate (Stoker, 1998). Moreover, how 

governance systems work together is critical in ensuring adequate performance, this is 

influenced by the style of leadership in guiding or steering organisations. This, in turn, 

influences the processes that assist with behaviours that influence each actor as they debate 

and deliberate on choices and decisions (Kooiman & Jentoft, 2009). Organisational 

governance sometimes develops tools and methods to help achieve the desired governance 

objectives and these contribute to the socially normative process of the development of the 

group and determines the cultural norms of the group (Bevir, 2011). The chosen governance 

model directly influences relationships and connections and essentially provides the way of 

working for the governance group. Ways of working are based on the preferred process of the 

governance boards and these are usually formed early within the inception of a governance 

board (Rhodes, 2007). 

The style of governing depends upon the different drivers of the governance group. Usually, a 

governance board will adopt a mechanism or way of governing. This mechanism may be 

constitutional, whereby rules and laws govern the process, whereby market activities dictate 

the governance performance. Command and control are another mechanism that require 

management follows instructions. Other organisations may be values-based whereby 

principles and group values determine the response of governance. These identified 

mechanisms of governing directly influence the formation of strategy and assist with 

identifying the necessary supports required for the organisation (Bevir, 2011). 

The shift over the years to network governance models, and a subsequent distancing of the 

state in governance oversight, creates advantages and disadvantages when applying 

governance rules. Some suggest that whilst the decentralised approach of governance to 

devolved network models has fragmented the public sector, it has, as an effect, developed 

unexpected strength in establishing networks based on trust, which some say resulted in more 

robust governance without state interference (Chhotray & Stoker, 2009). Levi-Faur (2012) 

explores the shift to network governance and partnerships; what he describes as hard power 
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to soft power. Local community governance has increasingly become a soft order, one that 

reduces bureaucracy and state control with softer collaborative forms of policymaking. He 

suggests that a shift away from autocracy is an enabler of opportunity for change and 

adaption in governance. Colebatch (2014) and Stoker (1998) go to some lengths to ensure 

that the signifier or meaning of the �Z�R�U�G�¶�V government, hierarchy, and state are understood to 

avoid confusion as to how each interacts. For example, a move away from a hierarchical style 

of governance toward network governance does not directly result in a shift away from 

government. Government simply adapts to new ways of relating to the structure and its 

responsibilities, and this is often conducted from a distance through various monitoring and 

regulation technologies (Colebatch, 2014; Levi-Faur, 2012; Stoker, 1998).  

Non-public sector institutions in the corporate and Non-Government Organisation (NGO) 

sector including some healthcare agencies in New Zealand, are generally free to choose their 

preferred governance system, although there will always be some government oversight of 

private business to ensure societal order (Edwards et al., 2012). For these non-government 

organisations, this enables them to appeal to their independence, mission, or purpose by 

choosing their individual governance process and subsequent support mechanisms. Non-

government organisations (NGOs) as individuals in the governance process also promote 

good governance as part of their positioning as social change agencies (Wyatt, 2004). Many 

of these organisations provide public sector and private services resulting in a hybrid 

approach to governance that includes working within two governance concepts; public sector 

governance and corporate governance (Edwards et al., 2012). This is sometimes referred to as 

network governance.  

Beer et al (2012) emphasise that networking agencies and private-public partnerships 

emerged to collaborate and achieve outcomes for specific community groups. Their 

governance principles are transferable and focus on ethical decision-making, democratic 

processes, and improved outputs (Beer et al, 2012). The leadership of governance in such 

organisations requires acute awareness of functional and cognitive relationships within the 

boardroom that affect governance activities, and that governance relationships are vertical as 

well as horizontal. Vertical relationships are dominated by top-down government rules and 

compliance, whilst horizontal is based on partnerships and relationships; these two 

distinctions are described as soft and hard forms of governance and are dependent on the 

ability to establish, navigate and nurture good relationships (Stoker, 2006). We see this in 
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situations such as when modern governance melds the older style governance process of 

hierarchical leadership and authoritarian structure with that of a more nurturing environment 

and horizontal networked relationships. Good governance in these structures relies on 

communication, common purpose, and less hierarchy or rules-based governance (Boston & 

Gill, 2011). 

2.4 Health Sector Governance, Reform and Competency in the New Zealand 

Context 

Since 1983, the New Zealand public health sector has undergone four structural 

transformations. With each change, there was a new set of organisations to fund and deliver 

health services: 

Table 1 

Health Board Structure 1983-2001  

1983-1993 Area Health Boards (AHBs) 

1993-1997 Regional Health Authorities (RHAs) and Crown Health Enterprises (CHEs) 

1998-2001 Health Funding Authority (HFA) and Hospital and Health Services (HHSs) 

2001 District Health Boards (DHBs)  

 

These changes were designed to improve health outcomes, increase accountability and 

efficiency, and to reduce escalating health expenditure (Parliament, 2009). Before 1983, New 

Zealand had introduced the 1938 Social Security Act to provide healthcare and welfare to the 

population, the goal being to ensure that healthcare was free and accessible to all and 

delivered to fit a broad suite of benefits to care for the population (Ministry of Culture and 

Heritage Te Manatu Taonga, 1966). Unfortunately, free healthcare did not eventuate with 

some services requiring user pays, such as primary healthcare (general practice, family 

doctor), and subsequently the provision of healthcare evolved as a dual system, albeit with 

subsidies paid to primary care from the government in the form of general medical benefits. 

These funding arrangements, which were commenced in 1941, remain and are funded 

through the government to primary healthcare organisations, but there are still challenges 

with ongoing planning and funding (Gauld & Mays, 2007) . 
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The state enforced health governance by the Health Act (1956). Control of services was 

through the Minister of Health supported by various advisory boards and statutes that 

provided mandatory powers for the government oversight of environmental and hospital 

providers. Healthcare was structured around 18 District Health Offices during this period and 

the governance occurred at a local level through 29 locally elected hospital boards. By the 

1970s, there was increasing dissatisfaction with the provision and management of healthcare 

and a health reform was signalled by the Labour government to address the concerns. This 

resulted in the establishment of elected Area Health Boards (Scott, 1994). Area Health 

Boards remained until 1993 when they were replaced by Crown Health Enterprises by the 

incumbent National government. These enterprises required healthcare to be treated as 

businesses and for profit. Also, at this time the Department of Health became the Ministry of 

Health. The provider function of hospitals was split from the purchasing process and 

purchasers were able to contract services from either public or private providers and this was 

a very competitive approach to the provision of health services. The government monitored 

the Crown Health Enterprises via a Crown Company Monitoring Unit (Ashton et al, 2005).  

It was at this point of change where private providers could be contracted to deliver health 

services that the relationship between corporate generic governance models and healthcare 

provider models collided. The impact of the New Public Management model created a 

challenging governance environment (Gauld, 2003). What was termed New Public 

Management (Hood, 1991) had been implemented in the United Kingdom and was 

subsequently introduced into the New Zealand public sector services. Introducing this reform 

in the governance of the public sector crown entities required a different skill set of 

governance directors and appointment of management focussed on accountability, 

specifically related to targets and outputs, value for money, and a market-driven health sector. 

This approach is based on the tenet that New Public Management requires managers to be 

free to manage and to be accountable for results (Schick, 2001). 

Governance reform of this magnitude introduced managerial authority that determined 

service provision and enforced targets, and subsequently had significant unintended 

consequences within the relationships and structure of clinical roles within healthcare 

provider organisations (Doolin, 2002). In many instances, clinical leadership roles were 

removed resulting in reduced overall quality of healthcare and poor organisational culture. 

The unanticipated outcomes resulted in clinical estrangement, lack of commitment, and 
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mistrust of management (Bamford & Porter-�2�¶�*�U�D�G�\�����������������'�\�H�U���H�W���D�O������������������Gilbert, 2005; 

Torfing, 2012). The lasting negative impact of the reforms on relationships, professional 

autonomy, and organisations remains today within the public and private health sector 

(Baines et al., 2011; Klikauer 2015, Moore & Joyce 2020). One of the challenges of these 

earlier reforms was the absence of clinicians at the board table, resulting in a composition of 

board directors who had little expertise in healthcare and commercial approaches to 

leadership. Qualities that are considered important in health governance include a deep 

understanding of the system and the healthcare environment (Mannion et al., 2017) and thus 

enable good governance of a health board (Chambers, 2012). The experience of the Crown 

Health Enterprise created a distance and disconnect between governance, management, and 

clinicians and relationships were very poor (Ashton et al., 2005). An attempt to remedy this 

situation occurred in 1998 when the National/ New Zealand First coalition government 

replaced Crown Health Enterprises with Hospital and Health Services centralised by a single 

overarching Health Funding Authority. The goal of this reform was to rebuild the fractured 

relationships and move away from the profit-driven focus to that of a business but not-for-

profit stance (Gauld, 2003). Three years later, a fourth reform was introduced by the Labour 

/Alliance coalition government and the District Health Board structure was introduced and 

overseen by the government through the New Zealand �0�D�Q�D�W�Ì���+�D�X�R�U�D�����0�L�Q�L�V�W�U�\���R�I���+�H�D�O�W�K. 

This structure devolved purchasing and planning to 21 District Health Boards and included 

primary health contracting. As a collective group, the District Health Boards were 

represented by a group called District Health Board New Zealand to assist with 

communication to the �0�D�Q�D�W�Ì���+�D�X�R�U�D�����0�L�Q�L�V�W�U�\���R�I���+�H�D�O�W�K, and government agencies. 

The District Health Board structure within New Zealand was legislated in the year 2000 and 

implemented in 2001 (New Zealand Public Health and Disability Act, 2000). District Health 

Boards were democratically elected by the community. The New Zealand Minister of Health 

appointed four of these directors, the remaining seven being elected (State Sector Act 1988). 

Two directors were required to identify a�V���0�—�R�U�L2, and if this did not occur during the 

democratic process, �W�K�H���0�L�Q�L�V�W�H�U���R�I���+�H�D�O�W�K���K�D�G���W�K�H���D�X�W�K�R�U�L�W�\���W�R���D�S�S�R�L�Q�W���0�—�R�U�L���U�H�S�U�H�V�H�Q�W�D�W�L�Y�H����

District Health Boards were responsible for the funding and provision of hospital and 

community services in their district including primary care services, general practitioners, 

and other health professionals and agencies. Funding for primary care is via a per capita basis 

 
2 ���‡�™�����‡�ƒ�Ž�ƒ�•�†�����¢�‘�”�‹���ƒ�”�‡���–�Š�‡���‹�•�†�‹�‰�‡�•�‘�—�•���’�‡�‘�’�Ž�‡���‘�ˆ�����‘�–�‡�ƒ�”�‘�ƒ, New Zealand. The Treaty of Waitangi (1840) is 
�–�Š�‡���ˆ�‘�—�•�†�‹�•�‰���†�‘�…�—�•�‡�•�–���‘�ˆ���–�Š�‡���’�ƒ�”�–�•�‡�”�•�Š�‹�’���ƒ�‰�”�‡�‡�•�‡�•�–���„�‡�–�™�‡�‡�•���–�Š�‡�����”�‘�™�•���ƒ�•�†�����¢�‘�”�‹�ä 
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for the provision of primary healthcare and prevention services, these services being 

administered by Primary Health Organisations. Primary Health Organisations are non-profit 

trusts, companies, or partnerships that bring together general practitioners, nurses, and other 

health professionals to provide primary healthcare services to their enrolled population 

(Gauld & Mays, 2007). District Health Boards were also responsible for contracting with 

non-government organisations such as rural community trusts (rural hospitals) �D�Q�G���L�Z�L���0�—�R�U�L��

Hauora organisations (M�—�R�U�L���K�H�D�O�W�K���S�U�R�Y�L�G�H�U�V�� and these arrangements were usually 

negotiated through service level agreements that included performance and quality indicators 

(Eyre & Gauld, 2003). The democratic community election cycle of the District Health 

Boards was every three years, and with this comes challenges related to competence to 

govern a multi-complex system as each cycle introduces new board directors, some with little 

or no real knowledge of the complexity of the health sector. Gauld (2005) found that many 

individuals who voted did so from the candidate lists that contained minimal information 

about candidates and that those elected sometimes have minimal knowledge of healthcare 

governance. They must also reconcile that they are elected to fulfil government mandate as 

opposed to the issues they sought to be elected on. 

Competence to govern is an important consideration given that healthcare is multi-faceted 

and a complex environment and therefore it is a challenging governance environment. One of 

the challenges of governing a healthcare organisation with an elected board is that 

democratically elected directors have varying levels of governance expertise, therefore they 

exhibit variable skills for governing (Gauld, 2010; Huse, 2005). In comparison, private 

companies appoint based on competency to effect good governance; these aimed toward 

achieving specific board contribution, accountability, appropriate risk management and 

competence to perform the governance role (Huse, 2005). This competence in healthcare 

governance reaches further than the usual corporate skill set such as financial, strategy, 

fiduciary, and leadership as it also requires an understanding of the healthcare environment 

and the clinical complexities. This is important if governance is able to deliberate effectively 

and effect sound governance (Chambers, 2012; Chambers et al., 2020; Conway, 2008). 

Competency to govern regularly emerges in governance articles especially related to 

significant failures (Masli et al., 2018). Critique of the process of selection and appointment 

of public sector governance boards and the success or otherwise of such appointment 

decisions, also receive discussion about competency, noting that healthcare knowledge is 
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sometimes lacking.  This is more pronounced when governance directors are elected (Gauld, 

2005, 2010; Rossignoli et al., 2021).  

The question of competence to govern is interesting because as already noted, the definition 

or concept of governance is difficult to define (Levi-Faur, 2012). If scholars struggle to 

define the term, how do ordinary citizens appointed to public sector health governance boards 

understand governing complexities? Governance in healthcare has been described as 

requiring a strategic policy framework that is combined with effective oversight, coalition 

building, regulation, and attention to system design and accountability (Bigdeli et al., 2020). 

Achieving this requires a focus on the critical relationship between policy, providers, and 

individuals involved in governance and these relationships take on significance if 

engagement is to be effective and constructive in what can be a changing environment 

(Bigdeli et al., 2020). Within the New Zealand public health sector, elected governance 

directors receive orientation and induction materials to prepare them for their governance 

responsibility outlining their roles, responsibilities, and accountabilities (State Services 

Commission, 2010). However, this information cannot prepare them to govern competently, 

become familiar with, or identify the characteristics, behaviours, or specific experiences that 

increase competency within the complexity of healthcare governance (Chambers et al., 2020).  

Huse (2005) and Van Ees et al (2009) discuss relationships and dynamics within a corporate 

board context, many of these applicable to the health board governance environment in New 

Zealand. Huse describes the complexity of the boardroom activity by the dependencies that 

exist and influence effective governance processes and how this manifests as a complex 

system of professional, interpersonal, and experiential components that affect and influence 

board outcomes (Huse, 2005; Van Ees et al., 2009). This complex set of relationships is 

difficult to understand, especially if participants in the health governance conversations are 

episodic visitors. 

Clinicians are often asked to contribute as expert agents in clinical quality matters. These 

contributions are sometimes episodic or infrequent in this complex governance environment, 

and this places them in an environment that is sometimes challenging and structured in a way 

that is not conducive to good or robust communication (Leggat & Balding, 2019). 

Additionally, some clinicians feel poorly trained or educated in the clinical governance 

concept resulting in less confidence to participate or contribute to the discussion (Gauld, 

2017; Malcolm et al., 2002). Effective participation of clinicians in governance activity 
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depends on factors that are not always evident during communication and this influences 

whether clinicians continue to participate in governance activities (Hogan et al., 2007). 

Bigdeli (2020) describes the macro level of relationships that boardroom interaction requires 

to engage the many individuals in the governance conversations. These individuals may be 

clinical, professional, lay, consumers, or policymakers. Each contributes their own 

perspective (Bigdeli et al., 2020). The challenge for those leading governance conversations 

lies in ensuring a common understanding so that governance decisions and consequences can 

be understood (Mannion et al., 2017). The consequences of governance decisions in 

healthcare governance are far-reaching and this is a significant component of the governance 

function.  

Prior to the establishment of District Health Boards, the New Zealand health sector 

experienced a significant failure in the safe provision of healthcare known as the Cartwright 

Inquiry (Ministry of Health, 1988). This event resulted in premature mortality of women and 

highlighted systemic failures within the health system. As a response to this damaging event, 

New Zealand followed the United Kingdom in introducing legislation to govern the provision 

of healthcare including health professional regulation (Allsop, 2006; Bevan, 2008; Vernon et 

al., 2011). Concurrently, the establishment of the District Health Boards provided a platform 

from which clinicians could be reintroduced into the governance environment, however, this 

was not without contention owing to existing poor relationships (Cumming & Mays, 2002). 

This reintroduction of clinicians was intended to introduce quality reporting into the 

governance architecture, but hospitals had become bereft of quality infrastructure and this 

process took time. 

In 2009 �D���P�L�Q�L�V�W�H�U�L�D�O���U�H�S�R�U�W���³�,�Q���*�R�R�G �+�D�Q�G�V�´ (The Ministerial Task Group on Clinical 

Leadership, 2009) established a formal clinical governance system that each District Health 

Board was obliged to introduce and achieve compliance. This was followed some years later 

with the establishment of a health quality and safety commission that outlined quality 

indicators and reporting expectations of governance in the form of a publication �³�*�R�Y�H�U�Q�L�Q�J��

�I�R�U���T�X�D�O�L�W�\�����$���T�X�D�O�L�W�\���D�Q�G���V�D�I�H�W�\���J�X�L�G�H���I�R�U���G�L�V�W�U�L�F�W���K�H�D�O�W�K���E�R�D�U�G�V�´ (Health Quality and Safety 

Commission, 2016). Managing and governing a District Health Board requires a skill set that 

understands healthcare governance, this being a challenge as many of the elected board 

members did not have healthcare experience and so competence and skill for governing the 

organisation varied depending on the experience of individuals, thus raising the question of 
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whether governance of health in its present form is working effectively and embracing 

clinical governance (Gauld, 2005, 2010). 

Given the complexity, political relationships, and cultural obligations, healthcare 

governance in the New Zealand public health sector remains complex as attempts 

are made to address the health inequities and related outcomes of the population 

(Health Quality and Safety Commission, 2016; Panoho, 2012). In 2020, a review of 

the New Zealand health and disability sector was conducted by the �0�D�Q�D�W�Ì���+�D�X�R�U�D����

Ministry of Health resulting in wide-reaching changes being proposed for a 

refreshed health and disability sector, in part motivated by the realisation that elected 

District Health Boards were not performing to the desired level of government and 

that health inequities were continuing to adversely affect the health and well-being 

of the population of New Zealand�����H�V�S�H�F�L�D�O�O�\���W�K�H���L�Q�G�L�J�H�Q�R�X�V���0�—�R�U�L���S�R�S�X�O�D�W�L�R�Q 

(Health and Disability Review, 2020). This review resulted in the Labour 

government confirming a fifth health sector reform for implementation in July 2022, 

in the middle of this study timeline. The fifth health sector reform is based on the 

outcomes and recommendations of the final health and disability sector report 

(2020) that examined in detail the overall well-being and provision of health services 

under the auspices of the District Health Board model. Identified within the health 

sector review were areas of opportunity to improve the overall well-being and health 

of the population. Especially noted was that New Zealanders experience 

significantly different health outcomes, this is �H�V�S�H�F�L�D�O�O�\���U�H�O�H�Y�D�Q�W���W�R���1�H�Z���=�H�D�O�D�Q�G�¶�V��

�L�Q�G�L�J�H�Q�R�X�V���0�—�R�U�L���S�R�S�X�O�D�W�L�R�Q who have very poor health outcomes compared to non-

�0�—�R�U�L��(Health Quality & Safety Commission, 2019): an ageing population, 

inadequate disability services, and a rural sector that has been disadvantaged by the 

domination of urban decision makers (Health and Disability Review, 2020). The 

review recommendations indicated a transformational system-level change that 

intends, over a protracted period of implementation, to provide better, more 

equitable outcomes for all New Zealanders and shift the balance towards health and 

well-being. This is based on evidence that within New Zealand, health inequities and 

�G�L�V�S�D�U�L�W�L�H�V���U�H�P�D�L�Q���G�L�V�S�U�R�S�R�U�W�L�R�Q�D�W�H���I�R�U���0�—�R�U�L��(Modlik, 2004; Walsh & Grey, 2019). 

�&�R�P�S�D�U�H�G���W�R���(�X�U�R�S�H�D�Q���1�H�Z���=�H�D�O�D�Q�G�H�U�V�����0�—�R�U�L���H�[�S�H�U�L�H�Q�F�H���S�R�R�U�H�U���K�H�D�O�W�K���D�Q�G���V�K�R�U�W�H�U��

life expectancies (Durie, 2000). The need for improved education and preparation of 

a culturally competent health workforce to assist with addressing the recognised 
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inequities has been highlighted, and this is now becoming more urgent (Ajwani et 

al., 2003; Hefford et al., 2005). Access to health services within New Zealand is also 

viewed as key to the success of this proposed reform, including the population living 

in rural and remote New Zealand where evidence demonstrates that social and ethnic 

inequities compound poorer health outcomes in rural New Zealand (Nixon et al., 

2021). 

To achieve this system change, new legislation, the Pae Ora Healthy Futures Bill, was passed 

into legislation to take effect in July 2022 (Pae Ora (Healthy Futures) Act 2022). The Pae Ora 

Bill disestablishes the District Health Board structure to enable the introduction of a single 

integrated system with two lead agencies reporting to the Minister of Health, New Zealand. 

These agencies are Health New Zealand, Te Whatu Ora and the �0�—�R�U�L���+�H�D�O�W�K���$�X�W�K�R�U�L�W�\, Te 

Aka Whai Ora. They are each jointly responsible for the national leadership of health service 

delivery and work closely with �0�D�Q�D�W�Ì���+�D�X�R�U�D, the Ministry of Health. Te Aka Whai Ora is 

the principal �D�G�Y�L�V�R�U���R�Q���D�O�O���K�D�X�R�U�D���0�—�R�U�L���L�V�V�X�H�V including leadership of the �0�—�R�U�L���Z�R�U�N�I�R�U�F�H��

�D�Q�G���.�D�X�S�D�S�D���0�—�R�U�L���V�H�U�Y�L�F�H�V���D�U�R�X�Q�G the country (Health and Disability Review, 2020). 

Governance of the new system is based on a co-governance model that is based on network 

governance relationships at the community level, and to give this partnership effect, the 

�+�H�D�O�W�K���1�H�Z���=�H�D�O�D�Q�G���E�R�D�U�G���K�D�Y�H���H�T�X�D�O���U�H�S�U�H�V�H�Q�W�D�W�L�R�Q���R�I���0�—�R�U�L���D�Q�G���Q�R�Q-�0�—�R�U�L���W�R��honour the 

principles of sovereignty and Chieftainship of the Tiriti O Waitangi (Treaty of Waitangi Act 

1975). 

�0�—�R�U�L���F�R�Q�W�U�L�E�X�W�L�R�Q���W�R���K�H�D�O�W�K���J�R�Y�H�U�Q�D�Q�F�H��within New Zealand has evolved since the 1980s, to 

correct the woefully inadequate representation �R�I���0�—�R�U�L in health board governance 

processes, emphasising the lack of tikanga being valued in the governance environment 

(Panoho, 2012). Tikanga is about respecting the cultural practice of connection and 

whakapapa (history of lineage and ancestry) and �0�—�R�U�L ways of doing things. Tikanga should 

be valued in the health board setting; this practice remains bereft during what continues to be 

westernised governance processes (Modlik, 2004; Panoho, 2012). The signalled reform of the 

health system within New Zealand has recognised the need to improve health services 

governance participation for �0�—�R�U�L, and this is to be achieved by the establishment of �D���0�—�R�U�L��

Health Authority. The intention of the reform is to develop locality-based co-governance 

networked health provider agencies where community providers work together to plan 

services that fit their local community needs (�0�D�Q�D�W�Ì���+�D�X�R�U�D�����0�L�Q�L�V�W�U�\���R�I���+�H�D�O�W�K, 2020). The 



34 

essence of the process lies in the requirement that this forms a co-governance relationship 

between �0�—�R�U�L���D�Q�G���Q�R�Q-�0�—�R�U�L���S�U�R�Y�L�G�H�U�V. The goal of localities is to focus on community-

based health service planning and networks to reduce inequities and improve health 

outcomes, �H�V�S�H�F�L�D�O�O�\���I�R�U���0�—�R�U�L���L�Q���E�R�W�K���X�U�E�D�Q���D�Q�G���U�X�U�D�O���V�H�W�W�L�Q�J�V�����7�K�H���U�X�U�D�O���V�H�W�W�L�Q�J���S�U�R�Y�L�G�H�V��

other challenges as we see greater inequity compounded by other factors such as rurality, 

access to hospital services, and socio-economic status (Nixon et al., 2021). However, without 

a �Z�R�U�N�I�R�U�F�H���D�E�O�H���W�R���P�H�H�W���W�K�H���Q�H�H�G�V���R�I���0�—�R�U�L���D�Q�G���Q�R�Q-�0�—�R�U�L�����W�K�H�U�H���Z�L�O�O���Q�R�W���E�H���L�P�S�U�R�Y�H�P�H�Q�W�V��

in health inequities. Preparation and workforce education is also a key focus to provide the 

necessary skills and competence to honour and address the inequities within our health 

system (Ajwani et al., 2003; Hefford et al., 2005). Part of the formation and performance of 

co-governance locality groups and central governance will require individuals to be involved 

in clinical governance discussion and therefore there will be specific cultural considerations 

that need to be reflected upon. Such considerations may be related to the different approaches 

to decision-making, and as Panoho (2012) noted, the westernised approach to governance is 

�Q�R�W���U�H�V�S�H�F�W�I�X�O���R�I���0�—�R�U�L���W�L�N�D�Q�J�D���R�U���S�U�D�F�W�L�F�H�V���Z�K�H�U�H�E�\���D�J�H�Q�G�D�V���D�U�H���I�L�[�H�G�����F�R�Q�Y�H�U�V�D�W�L�R�Q���L�V��

relatively superficial as opposed to explorative and debating, and individuals in governance 

roles generally hold roles that whilst situated in a structured governance role, are also 

accountable to their iwi (tribe) �R�U���0�—�R�U�L���F�R�P�P�X�Q�L�W�\�����7�K�L�V���S�U�H�V�H�Q�W�V���U�H�D�O���F�K�D�O�O�H�Q�J�H�V���W�K�D�W��may 

not be spoken about openly and may reduce �0�—�R�U�L��considering governance opportunities 

(Modlik, 2004). The health sector reform relies on non-�0�—�R�U�L���D�Q�G���0�—�R�U�L���J�R�Y�H�U�Q�L�Q�J��together 

and so is an important piece of the equation of the intended reform (Bassett, 1999) 

2.5 External Influences on Governance 

District Health Boards are legally responsible for oversight of quality processes within their 

provider services by the Public Health and Disability Act (2000). The quality of health 

services is a significant focus of public interest and purchaser compliance. Consumer 

participation in evaluating health boards systems and performance ensures the stakeholder's 

voice at the clinical and governance level providing an opportunity to refine quality processes 

from a consumer perspective. The genesis of enhanced consumer engagement in health sector 

services emerged owing to failings within the public health and disability sector. The United 

�.�L�Q�J�G�R�P�¶�V���1ational Health Service experienced significant loss of public trust following 

enquiries into serious healthcare errors and harmful patient events, for example, Harold 

Shipman, a solo general practitioner found guilty of multiple murders of his elderly patients 
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(Knox, 2002). The Bristol Royal Infirmary Cardiac Inquiry found incompetence and a lack of 

mechanisms to report upward areas of concern (Alaszewski, 2002) and then the Mid 

Staffordshire National Health Service Foundation Trust Inquiry (Francis, 2010) identified 

hundreds of unnecessary deaths due to poor care and inadequate, negligent responses by 

governance to clinical concerns. These are but a few examples of governance failure in 

healthcare. 

�1�H�Z���=�H�D�O�D�Q�G�¶�V���P�R�V�W���Q�R�W�D�E�O�H���L�Q�T�X�L�U�\�����7�K�H���&�D�U�W�Z�U�L�J�K�W��Inquiry (Ministry of Health, 1988) 

examined governance system failures to monitor ethics and quality of practice, as did the 

Gisborne pathology inquiry (Richardson, 2001). The outcome of these inquiries resulted in 

the establishment of a Health and Disability Commissioner (Paterson, 2010). The Health and 

Disability Commissioner legislation (Health and Disability Commissioner Act 1994) was 

introduced to promote and protect patients' and consumers' rights. The supporting Health and 

Disability Code of Patient Rights provided a mechanism for consumers to understand how to 

make complaints when things go wrong or harmful events result from errors or sub-optimal 

standards of care (Health and Disability Commission, 2020). Perhaps of interest concerning 

the Office of the Health and Disability Commissioner is the ability of the Commissioner to 

initiate inquiries of healthcare providers if they experience significant concern about 

standards and outcomes of patient services. This situation occurred after the initiation of an 

independent inquiry by the office of the Health and Disability Commissioner into standards 

of care at Canterbury District Health Board, Christchurch, New Zealand in 1998 (Health and 

Disability Commissioner, 1998). Known as the Stent Report, it differed from other inquiries 

in that there was no specific complainant. The decision by the commissioner to investigate 

standards of care was due to an increasing concern at the frequency and nature of complaints 

emerging from within the district healthcare facilities.  

One of the significant and far-reaching policy changes involved the regulation of health 

professionals. The National Health Service (NHS) was the first to introduce regulation of 

health practitioners (Bevan, 2008) with other countries following as did New Zealand and 

Australia (Elkin, 2014). Regulation occurs at a distance but is mandated by the state in the 

form of the Health Practitioner Competence Assurance Act (2003). The Health Practitioner 

Competence Assurance Act standardised the regulation process for several health 

professions, subsuming existing legislation such as the Medical Practitioner Act (1867) and 

the Nurses Act (1977). The regulation of health professionals created dissent, especially 
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among medical practitioners, given their historical autonomy and authority, with many 

holding opposing views on the intrusion into personal autonomy. Many health practitioners 

reacted with disbelief that regulation and audit would be imposed (Smith, 1998).  

The purpose of the Health Practitioner Competence Assurance Act (2003) is to protect the 

health and safety of members of the public by providing mechanisms to ensure the lifelong 

competence of health practitioners. The Health Practitioner Competence Assurance Act 

(Parliamentary Council Office, 2003) also sets the requirements for independent regulatory 

authorities, such as the Medical Council of New Zealand and the Nursing Council of New 

Zealand, each responsible for regulating different health professions. Within New Zealand, 

the introduction of the Health Practitioners Competence Assurance Act required 

demonstration and evidence of competence and had the power to initiate processes leading to 

potential sanction in situations of poor practice. This was received negatively by healthcare 

professionals, especially medical practitioners, and described by Paterson as a �³full -frontal 

challenge to the medical establishment�  ́(Paterson, 2010), in that the legislation directly 

challenged the professional autonomy and self-regulation that had prevailed in New Zealand.  

During the 2000s, the impact of past public enquiries within New Zealand drove systemic 

policy changes (Paterson, 2008, 2010; Walshe, 2003); quality became a priority within 

�K�H�D�O�W�K�F�D�U�H���Z�L�W�K���W�K�H���U�H�O�H�D�V�H���R�I���D���G�R�F�X�P�H�Q�W���F�D�O�O�H�G���³�,�Q���*�R�R�G���+�D�Q�G�V�´���G�L�U�H�F�W�L�Q�J���K�H�D�O�W�K���S�U�R�Y�L�G�H�U�V��

to focus on safety and quality (The Ministerial Task Group on Clinical Leadership, 2009). 

In this report, quality and safety responsibility and monitoring were devolved to District 

Health Board governance following a commitment to the Minister of Health from the District 

Health Boards that they would increase clinical engagement in quality of care. This was 

�D�Q�Q�R�X�Q�F�H�G���L�Q���W�K�H���U�H�S�R�U�W���³�,�Q���*�R�R�G���+�D�Q�G�V�´, a document compiled by a task force of clinical 

leaders that was formed to address the increasing disengagement of clinicians from quality 

activities (The Ministerial Task Group on Clinical Leadership, 2009). Significantly, this 

report required District Health Boards to establish governance structures that were a 

partnership of clinical and corporate management. Also required were mechanisms that 

reported on clinical outcomes and effectiveness feeding into a national framework. Quality 

and safety were expected to be at the top of every agenda of every Board meeting. Such 

requirements mirrored the quality improvement processes introduced within the National 

Health Service (Donaldson, 1998). This increased commitment to quality care was influenced 

by the United States health sector that in 2000 produced a compelling picture of patient harm 
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�H�U�U�R�U�V���D�Q�G���V�X�E�V�H�T�X�H�Q�W���K�X�P�D�Q���D�Q�G���I�L�V�F�D�O���F�R�V�W�����W�K�L�V���Z�D�V���S�X�E�O�L�V�K�H�G���L�Q���W�K�H���V�H�P�L�Q�D�O���U�H�S�R�U�W���³�7�R���(�U�U��

�L�V���+�X�P�D�Q�´��(Institute of Medicine & Committee on Quality of Health Care in America, 2000). 

This report was crucial in highlighting why quality systems matter in healthcare 

environments.  

The New Zealand government required a watchdog for quality to provide oversight of the 

quality initiatives and outcomes within health provider organisations and subsequently 

established the Health, Quality and Safety Commission New Zealand (Health Quality & 

Safety Commission, 2023). This commission remains responsible for the monitoring of 

healthcare quality since 2010, introducing the terminology and expected infrastructure to 

effect clinical governance in 2009 with the already noted �U�H�O�H�D�V�H���R�I���W�K�H���³�,�Q���*�R�R�G���+�D�Q�G�V�´��

report (The Ministerial Task Group on Clinical Leadership, 2009), and following up in 2017 

in the form of �³�&�O�L�Q�L�F�D�O���*�R�Y�H�U�Q�D�Q�F�H���*uidelines for Health and Disability Service Providers�  ́

(Health Quality & Safety Commission New Zealand, 2017) to educate staff more about 

clinical governance as a quality concept.  

The impact of increasing awareness of patient error and harmful events when receiving 

healthcare, and their subsequent consequences resulted in significant infrastructure 

development within New Zealand and overseas in the form of government-initiated 

monitoring agencies. Examples of such agencies include the United Kingdom, National 

Institute of Clinical Excellence (NICE- UK), the Australian Commission on Safety and 

Quality in Health Care (ACSQHC), and as noted in New Zealand the Health Quality and 

Safety Commission New Zealand (HQSCNZ). 

Concurrently, New Zealand all health providers in New Zealand are expected to comply with 

the new code of rights for patients, achieving successful audit of health and disability 

standards and demonstrating compliance with accreditation standards. Such compliance was 

driven by the Ministry of Health (Parliamentary Council Office, 1994; New Zealand Health 

And Disability Commissioner, 1996; Reportable Events Guidelines, 2001) such activities 

placing quality firmly on the governance agenda. Clinical Governance had quite quickly 

become a common term within the healthcare environment, but its genesis was not always 

understood and continues to be a challenging concept even after years of implementation 

(Balding, 2008; Churchill, 2008; Murray et al., 2004). 
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2.6 Clinical Governance as a Concept 

The initial inception of clinical governance occurred in the NHS as part of its quality drive to 

modernise services and provide safe, quality services to patients (Scally & Donaldson, 1998). 

There are now multiple definitions of clinical governance, this one composed twenty-five 

years ago and still frequently used: 

A framework through which NHS organisations are accountable for continually 

improving the quality of their services and safeguarding high standards of care by 

creating an environment in which excellence in clinical care will flourish. 

(Scally & Donaldson, 1998 p.61-65) 

A more contemporary definition from Australia, and used within the New Zealand context: 

the system by which the governing body, managers, clinicians and staff share 

responsibility and accountability for the quality of care, continuously improving, 

minimising risks and fostering an environment of excellence in care for 

consumers/patients/residents (Australian Council on Healthcare Standards, 2004) 

Clinical governance is enhanced if it is introduced as a collaborative venture within 

�K�H�D�O�W�K�F�D�U�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���Z�K�H�U�H���T�X�D�O�L�W�\���D�Q�G���V�D�I�H�W�\���L�V���H�Y�H�U�\�E�R�G�\�¶�V���S�U�L�P�D�U�\���J�R�D�O��(Flynn et al., 

2015). Clinical governance is considered an essential contribution to health board governance 

in the healthcare sector, however, the successful integration and maintenance of clinical 

governance continues to present challenges to organisations (Gauld & Horsburgh, 2020; 

Leggat & Balding, 2019). Structurally, clinical governance defines its purpose as supporting 

health outcomes and providing adequate data and intelligence to those that govern the 

delivery of services (Joshi & Hines, 2006; Mannion et al., 2015).  

Clinical governance is reliant on infrastructure and systems that support its function and is a 

multifactorial concept relying on engagement by clinicians, management, and health board 

governance. It is also dependent on a healthy organisational culture to nurture its adoption 

(Dickinson et al., 2021). Specific organisational activities have been identified as enablers of 

successful implementation of clinical governance. These include education, audit, risk 

management training, and an openness of staff to engage in this process (Nicholls et al., 

2000). Additional components for successful adoption and ownership of quality include 
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systems awareness, teamwork, communication, ownership, and leadership. Of note is that 

where staff reflect shared beliefs, attitudes, values, and behaviours, clinical governance is 

more likely to succeed as communication is improved in aligned teams (Davies et al., 2000).  

Communication between individuals in the healthcare team is a significant aspect of clinical 

governance. Staff support enables them to share concerns and worries about quality or 

behaviours that negatively impacts patients and staff alike. Key to this is the organisational 

culture that enables staff to feel safe to speak up at any level of the organisation, be it the 

ward or governance board level (Edmondson, 2003). Failure to communicate effectively 

freely and openly within healthcare institutions is known to contribute to significant harm 

events. How organisations encourage and support staff to speak up is important to patient 

well-being (Edmondson, 1996). 

Clinical governance functions well when it is aligned with corporate governance structures 

that foster clinical quality performance and safety oversight. This means that governance 

boards need to be engaged in clinical governance as part of their regular health board 

governance activity (Chambers et al., 2020). The attitude of governance boards towards 

clinical issues of quality does influence success or failure of implementing clinical 

governance. Health Boards that embrace clinical governance promote a culture of sharing 

intelligence about risk or harmful event situations. This is essential if the boards want staff to 

engage in conversations regarding error and risk. The climate in which these conversations 

occur may influence whether individuals participate or disengage in conversations that 

address risk or failure (Frankel et al., 2006). Based on the public sector corporate normative 

structure, most healthcare boards tend to focus on fiduciary and strategic issues, with clinical 

governance discussion the least important. This is evident when we read literature that 

highlights a continuing challenge with getting �³boards on board�  ́with clinical governance 

(Chenoy & Carlow, 1993; Joshi & Hines, 2006). Ironically, the cost of harmful events adds a 

financial burden to healthcare systems, adding stress to the system (Braille et al., 2013; 

Leendertse et al.). 

The foundation of clinical governance as a quality system draws together five components 

that create an integrated concept, these are systems awareness, teamwork, communication, 

ownership, and leadership (Nicholls et al., 2000). Other components are required, however, if 

clinical governance is to be successfully integrated into an organisation. Factors that support 

the adoption or integration of clinical governance within the workplace include a good 



40 

organisational culture that is open to learning, leadership from the top that encourages and 

supports the alignment of values and principles, effective systems and a structure that 

recognises the importance of quality (Drew & Kendrick, 2005). 

For clinical governance to function effectively, many mechanisms, processes, structures, and 

connections need to align. The core system components of clinical governance identified in 

the above paragraph have a high dependence on practical and workable systems. Failure or 

harm events in healthcare nearly always involve system failure (Wiedemann, 2013). This is 

important in the context of healthcare and its concurrent complexity, especially when we 

consider that patients can interact with up to 20 hospital professionals during an episode of 

care (Moss et al., 1998). The variety and nature of human interactions, especially when 

dealing with complexity, inherently increase the possibility of error (Reason, 2000). How 

healthcare teams communicate with each other is vital to ensuring that significant information 

is shared in an effort to reduce harm or increase risks to patients (Tait, 2004). 

2.7 Engagement, Organisational Culture, and Leadership 

Engagement can be described as the ability or motivation of an individual who is ready to act 

upon their intention to perform a task or participate in a conversation in their work role 

(Meyer et al., 2004). To help us understand engagement in the context of this study, it can be 

considered as work engagement or employee engagement (Bakker et al., 2002).  

Work engagement is a positive psychological state that creates feelings of vigour, mental 

resiliency, dedication, enthusiasm, and absorption. These states can be assessed using 

resource models such as the job demands resource model, where autonomy, self-efficacy, and 

meaningfulness contribute to the overall experience (Bakker et al., 2008; Schaufeli, 2013). 

Employee engagement is the conditions whereby individuals can express themselves 

physically, cognitively, and emotionally during their role performance (May et al., 2004). 

Where employees do not experience ideal conditions for engagement such as austerity, 

burnout, lack of supervisory support, or poor teamwork, vigour and vigilance are reduced 

with subsequent disengagement. This effect is undesirable in healthcare environments and 

reduces the willingness of staff to speak out or maintain high levels of vigilance in their work 

(Daugherty Biddison et al., 2016). 

Engagement also requires individuals to be cognitively and emotionally engaged within their 

environment. Three conditions directly affect individuals' ability to engage fully when at 
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work: psychological meaningfulness, psychological availability, and psychological safety. 

�%�D�V�H�G���R�Q���.�D�K�Q�¶�V���Z�R�U�N, these conditions are critical in whether employees can fully engage in 

their work environment (Kahn, 1990). The significance in the context of clinical governance 

discourse is that of understanding any barriers that affect optimal health board governance or 

clinical engagement (Chambers, 2012; Maslach, 2003).  

Frontline clinician engagement as explored by Lock et al, (2017) describes the impact of 

structure, institution, policy, and how clinicians feel about their engagement with governance 

within their organisation. They recognise that clinicians have a choice in participation in 

clinical governance activities driven by an individual's perceptions of health board 

governance and the connection between frontline staff and executive health board relations. 

Relations and ways of communicating between the different structures within organisations 

are also relevant to the context of engagement and health board communication (Lock et al., 

2017). Millar , et al, (2015) highlight that board governance relies on sound intelligence and 

that trust plays a vital role in enabling this to occur. Without trust, engagement does not 

happen, resulting in increased risk and reduced quality of health outcomes (Millar et al., 

2015). An organisation's culture plays a significant role in whether health professionals 

participate in clinical governance activity. A healthy organisational culture helps to achieve 

participation and functional relationships between clinicians, management, and health board 

governance (Freeman, 2003; Hogan et al., 2007; Mitchell et al., 2008). Leadership is vital in 

fostering a no-blame error-reporting culture that supports the disclosure of mistakes and 

promotes openness and trust (Edmondson, 1996)  

Leadership style and approach can influence readiness to engage (Nembhard & Edmondson, 

2006). The effect of experienced leadership in moderating how teams relate to one another as 

well as work together suggests that individuals feel safer when they have experienced 

leadership, especially in teams that are familiar and have an interactive level of sharing 

weaknesses and strengths (Hood et al., 2016; Schermuly & Meyer, 2016; Sieweke & Zhao, 

2015). Organisations that demonstrate a culture of support and a no-blame approach to error 

are more likely to encourage professionals to be willing to engage in a professional quality 

activity. Furthermore, staff are more likely to effectively communicate risk, work on 

strategies to reduce risk, and continue to engage in conversations when they are supported by 

their team and leaders (Denis & Usher, 2017). 
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Leadership influences organisational culture as it sets the tone and climate of expected values 

and behaviours. This requires consistent and focussed leadership to sustain a staff focus on 

quality patient outcomes (West et al., 2015). Organisational culture is a key aspect of whether 

employees choose to engage in activities such as clinical governance that may require extra 

effort over and above the usual practices of daily work. Schneider (1987) highlights the 

complexities of an organisation�¶�V social relations and that collectively, the dominant 

behaviour within an organisation becomes the way an organisation is judged by others. He 

proposes that individuals remain with an organisation because their personal characteristics 

suit the organisation. As time passes, those with similar characteristics increase, thus 

becoming the organisation's behaviour and culture. Importantly, he also suggests that 

attraction draws certain characters towards organisations, just as attrition forces individuals 

who feel they do not fit in with the dominant cultural behaviours to leave (Schneider, 1987). 

This matters because these propositions suggest that organisations become the character of 

those employed, whether good traits of conduct or negative characteristics, and as such, the 

organisation is a self-perpetuating success or failure, which may impact participation in 

clinical governance or quality activities. How organisational support for those that participate 

in clinical governance activity is provided requires a commitment of time and resource to be 

effective in achieving outcomes, this being a point of contention in New Zealand where time 

is not always specifically allocated to clinical governance activity (Gauld 2014). 

The act of engagement between clinicians and governance directors is important if we 

consider the impact of errors on individuals within the healthcare system. Boards that lack 

curiosity about clinical issues and choose not to engage and inquire deeply about the 

organisational responses to clinical concerns, increase clinical risk and poor governance 

outcomes (Denis & Usher, 2017). Errors in healthcare result in significant psychological 

stress for those involved (Department of Health London, 2000). A well-supported workforce 

is more likely to actively engage towards improving patient processes (Jorm et al., 2019). 

Understanding the underlying factors that optimise clinicians' ability to become involved in 

quality improvement processes requires an environment that allows individuals to engage in 

meaningful interaction with all colleagues (Jorm et al., 2019). This aspect is complex in that 

to become fully engaged it is necessary to provide the environment that enables individuals to 

perform at their best. To do so requires an environment that allows three psychological 

conditions to occur; these are psychological meaningfulness, psychological availability, and 

psychological safety. Based on �.�D�K�Q�¶�V���V�H�P�L�Q�D�O���Z�R�U�N��(Kahn, 1990) he found three 
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psychological factors are crucial in how employees approach and engage in their work 

environment. Perhaps the most relevant example of full engagement in work emerged as a 

response to the Covid-19 pandemic which will be explained further in this chapter. 

Involving clinicians in health board governance conversations matters if they are to feel heard 

and understood by governance boards. Feedback to clinicians on clinical issues signifies that 

governance directors take an interest in what they are sharing, and that the governance board 

understand what has been presented. This feedback matters to clinicians because they are 

otherwise not confident that information has been read or understood by health board 

governance (Bradfield, 2019). Communication and engagement are key features of daily 

healthcare practice that affect how staff feel about their place of work. It is increasingly 

evident that this does impact how individuals approach their work and why they choose to 

leave an organisation or disengage (Maslach et al., 2009; May et al., 2004). One of the less 

explored consequences of disengagement is related to managerialism. This term emerged as 

part of the neo-liberal healthcare reforms that became the dominant system of management in 

healthcare in the 1990s (Klikauer, 2015). The impact of managerialism relating to 

engagement of clinicians within the United Kingdom National Health Service and New 

Zealand public health sector have indicated significant dysfunctional relationships between 

management and clinical staff resulting in reluctance of clinical staff to engage in clinical 

quality governance activity (Carlisle, 2011; Flynn, 2002; Gilbert, 2005).  

If we consider engagement as an affective state, we can begin to appreciate some of the 

influences on clinician readiness to engage fully in clinical governance. Before the 1990s, 

engagement as a general psychological effect was not well researched, however, more recent 

work has explored the antecedents to employee engagement (Bakker & Demerouti, 2008; 

Saks, 2019). Engagement or lack of engagement of employees in healthcare has demonstrated 

several areas that are directly impacted such as staff turnover, productivity, and patient safety 

error�² thus level of engagement matters (Daugherty Biddison et al., 2016). Clinician 

engagement of any health discipline often straddles two domains of practice; that of self-

governance and clinical reasoning (Flynn, 2002). Health governance boards also straddle two 

dimensions, generic governance deliberation and clinical reasoning, but this presents 

complexities as not all governance directors can contribute to both clinical and governance 

aspects resulting in those without a clinical background potentially experiencing a knowledge 

deficit (Gauld, 2010). Sometimes, this is further complicated by the lack of knowledge or 
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familiarity with clinical governance as a concept and affects individual willingness to 

contribute to discussion or activities (Gauld & Horsburgh, 2014). 

Engagement within the clinical governance environment may be facilitated by an 

understanding of an organisation's culture, its subculture, and importantly, what it is that 

motivates individuals who work in the organisation (Bismark et al., 2013; Clark, 2014; 

�2�¶�'�R�Q�Q�H�O�O���	���%�R�\�O�H��������������. The health governance environment is complex and elicits 

affective, cognitive, �D�Q�G���H�P�R�W�L�R�Q�D�O���U�H�V�S�R�Q�V�H�V���W�K�D�W���P�D�\���L�Q�I�O�X�H�Q�F�H���D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V���Z�L�O�O�L�Q�J�Q�H�V�V��

to participate meaningfully (Jacobs et al., 2013). Such understandings are not unique to 

clinical governance; the applicability in appreciating what motivators exist within the variety 

of staff matters if staff are to be able to become engaged effectively ���2�¶�'�R�Q�Q�H�O�O���	���%�R�\�O�H����

2008). The ability to recognise and respond to entropic and damaging organisational cultural 

behaviour is important. It is easy for poor cultures to form where there is an acceptance of 

lack of participation or meaningful interaction which over time becomes the normative 

behaviour and is not questioned, the people essentially become the place (Schneider, 1987). 

Thus, it is important to understand and identify barriers to engagement in order to create a 

more responsive healthcare system that attends to both policy application and the patients 

(Bigdeli et al., 2020). 

2.8 Disengagement 

Disengagement as the autonym for engagement is worthy of some thought in the context of 

this study. Disengagement from a work role can be described as when an individual 

withdraws from a situation to defend themselves emotionally, cognitively, and physically as 

they perform their work role (Kahn, 1990). Disengagement also manifests as personal 

negativity and cynicism, whereby over time, individuals replace their energy in their role 

with exhaustion, their work involvement with cynicism, and their work efficacy to a state of 

ineffectiveness (Demerouti & Bakker, 2008). Disengagement is closely associated with the 

term burnout, although there is continued debate as to whether engagement and burnout are 

each end of a continuum, and represent the opposite states of engagement (Saks & Gruman, 

2014). Burnout is a term that describes the pathway of environmental and societal changes 

�W�K�D�W���P�D�\���K�D�U�P���D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V���D�E�L�O�L�W�\���W�R���S�H�U�I�R�U�P���W�R���W�K�H�L�U���I�X�O�O���S�R�W�H�Q�W�L�D�O. It can be measured, the 

most recognised measurement scale being the Maslach Burnout Scale (Maslach et al., 2009). 

The Maslach Scale was the result of working with healthcare staff to research the 

psychological impact of high arousal on stress levels in their work environment. The term 
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�³burnout�  ́is metaphorical, originally used to describe the smothering of a flame, putting out 

the fire; a term used by drug users receiving psychological services in the 1970s to cope with 

their psychological distress (Schaufeli et al., 2009). Whilst the Maslach burnout scale is most 

commonly used to assess burnout, other models for measuring burnout also exist such as the 

Copenhagen Burnout Inventory (Kristensen et al., 2005) and the Oldenburg Burnout 

Inventory (Demerouti & Bakker, 2008). 

Within the context of this study, whilst the intention is to explore the factors that optimise 

engagement within the clinical governance environment, it is relevant to consider what may 

have created disengagement of health professionals throughout the past decades. It is likely 

that the impact of multiple health reforms, and more recently, a global pandemic, has affected 

engagement within the health sector.  

Disengagement of clinicians and management within the New Zealand public health sector 

emerged after government health reform introduced the Neo-Liberal, market-driven, new 

public management ideology known as managerialism (Beaglehole & Davis, 1992). 

Following the inception of market-driven healthcare during the 1990s, managerialism harmed 

clinical and management relationships (Huws, 2000). Reduced clinical autonomy of 

clinicians, increased management control, budgetary constraints, and reduced health board 

governance conversations impacted relationships and trust in the public health sector (Gilbert, 

2005). Varied perspectives on managerialism exist, with some scholars suggesting healthcare 

embraced the administration successfully, and others, a fragmenting and silo-inducing 

process (Christensen & Lægreid, 2007; Halligan, 2007). Unintended consequences of this 

health reform on the organisational culture and engagement of healthcare staff resulted in 

clinical estrangement, lack of commitment, and mistrust of management (Bamford & Porter-

�2�¶�*�U�D�G�\�����������������'�\�H�U���H�W���D�O�������������������*�L�O�E�H�U�W�����������������7�R�U�I�L�Q�J��������������. Active disengagement from 

team participation and extra-curricular activities was also documented (Bevir, 2010; Hodge & 

Harris, 2012; Lemke, 2010; Lorenzini, 2018).  

2.9 Covid-19 and Clinical Governance  

The Covid-19 pandemic that emerged in 2020 created a transformation in workforce 

engagement and connection between clinical and health board governance whereby the 

clinical governance domain emerged as crucial to managing the response (Staines et al., 

2021).  



46 

The pandemic also changed the dynamic in the healthcare boardrooms. This occurred at 

international, national, and regional levels as health board governance conversations in 

healthcare systems throughout the world sought clinical expertise. This response significantly 

changed and challenged the normative governance processes that usually hinder efficient and 

adequate decision-making in the health boardroom (Berwick, 2020). The pandemic sharpened 

the conversations as the imperative to preserve life, reduce mortality, and control the rapid 

transmission of the Covid-19 corona-virus became the focus (Staines et al., 2021).  

The immediate observable impact of this pandemic response indicates that engagement in 

managing the reaction has shifted the usual barriers of bureaucracy to a pro-active model of 

solution and rapid response to the escalating situation (Staines et al., 2021) and it has also 

raised the impact of inequity in access to healthcare and subsequent mortality (Berwick, 

2020). Scientific expertise dominated the health sector governance conversation as clinicians 

became key informants to government and healthcare sectors (Anders, 2021; Mather, 2020; 

Sharma et al., 2021). There was a ubiquitous welcoming of expertise and revised protocols of 

health interventions evolving with frontline clinicians as well as academics who became 

seminal in providing leadership and strategies for managing this ongoing crisis (Thornton, 

2020). The �³new norm�  ́in healthcare improved responsive ways of working providing 

opportunities for future transformation (Berwick, 2020). New Zealand reacted swiftly by 

engaging expert advice and following this by imposing quarantine legislation to reduce public 

travel and socialising aiming to reduce the spread of the contagion. The government also 

began to prepare the health workforce and social support systems for the impact of the Covid-

19 virus reaching our shores (Ministry of Health New Zealand, 2020). 

The Covid-19 pandemic has influenced healthcare providers to become rapidly adaptable to 

changing their usual way of working. Staff engagement was exceptionally high as clinical 

teams took the lead in transforming the clinical environment to one of collective action and 

collaboration (Thornton, 2020). As the pandemic evolves, engagement has moved beyond the 

immediate clinical domain to that of national and global engagement in managing future 

pandemics (Brousselle et al., 2020; Lavazza & Farina, 2020). The Covid-19 pandemic, 

however, has demonstrated that pre-pandemic health board governance processes and 

systems hindered rapid change, the pandemic initiating ability to change rapidly, and how 

quickly governance authority evolves in the face of existential threat (Ahern & Loh, 2021; 

Lavazza & Farina, 2020). Although rapid change has engaged individuals fully in challenging 
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the way decisions and systems function, the question of whether such rapid change is 

sustainable once things settle back to a sense of normality is not yet clear (Berwick, 2020). 

What is clear is that the continuance of the pandemic and subsequent impact on frontline 

health workers of adverse psychological effects may become more evident in the face of this 

relentless pandemic, and it would be imprudent to not consider the possibility that clinicians 

may disengage from their work as a form of self-protection (El-Hage et al., 2020).  

2.10 Strengths and Weaknesses in the Literature 

The review of the literature provides a platform for exploring the breadth of papers available. 

Also, from the practitioner perspective, it provoked my curiosity to search more widely and 

deeply for articles that provide a more nuanced spectrum of information. This was facilitated 

by accessing references in a range of papers that enabled me to appreciate the evolution and 

significance of seminal articles and research and the impact early researchers had �R�Q���W�R�G�D�\�¶�V��

current contemporary clinical governance and engagement environment. 

Strengths in clinical governance literature relate to the quantity and breadth of publications. 

This volume and depth are indicative of the significant amount of collaborative work between 

academics and practitioners across the globe. Understanding the genesis of clinical 

governance provides the foundation of a conceptual framework from which many areas of 

research and policy emerge, and thus it is important that this literature emphasises the history 

and evolution of clinical governance for those who are not so familiar with this topic. Hence 

early publications do matter in this review in positioning this study within the contemporary 

healthcare environment. Recent literature explores the adoption of clinical governance, how 

well, or otherwise it is embedded within organisations. This is evident in the amount of 

comparison across and within different countries exploring how well clinical staff and 

administrators understand clinical governance and why it matters to the provision of quality 

health outcomes. Closely associated with this focus is the need to reduce patient harm, and 

the literature provides examples of harmful patient events that result from significant 

systemic failures. Subsequently clinical governance systems are questioned and critiqued. 

Closely aligned with harmful events and failures is the available literature that focusses on 

communication and the significant role effective and safe communication within clinical 

governance plays in reducing error. At this nexus, the healthcare governance literature in 

more recent years has focussed on governance responsibility, government oversight and 

policy, monitoring and subsequent intention and impact of professional regulation. Clinical 
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governance literature provides a rich source of information that extends beyond the 

constraints of a quality system�² it encompasses the whole health system as well as 

government and governance responsibility. 

Weakness in the literature I have identified relates to publications about the experience of 

engagement between clinicians and governance directors specifically within the clinical 

governance environment. Engagement as a construct is well documented in the literature, 

especially in areas of organisational structure such as management relationships and why it is 

important to a health organisational climate. Engagement is cited in many publications about 

governance and clinical governance within guidelines and within policy. Engagement in 

clinical governance is mostly focussed on assessing how and if individuals and organisations 

engage in the process and application of clinical governance in their daily practices. These 

studies are both qualitative and mixed methods, and depending on the focus of the 

publication, are used to inform policy or initiate improved activity in clinical governance 

activities amongst staff. The literature in clinical governance, operational management, or 

governance boards does not generally define engagement or how it is to be achieved, instead 

being presented as an expected behaviour or activity. Publications that focus on voice and 

psychological safety take a more nuanced approach and these tend to be produced from 

psychology or clinician-based studies. Engagement within health governance boards is 

focussed on why health boards should engage in clinical governance and whether the 

governance directors understand what clinical governance is in the context of their 

governance responsibilities. Others focus on competency to govern and governance structure 

generally from a generic governance perspective. What is not obvious in the literature is how 

individual governors and clinicians describe their accounts of the personal experience of 

interaction in the health boardroom environment as they propose or discuss clinical issues 

and the subsequent effect of this experience. There is minimal information about the residual 

effects of these interactions and the impact on the relationship when clinical staff and 

governance directors connect. It is this gap that I aim to begin to understand in completing 

this study.  

2.11 Summary 

In this chapter, clinical governance is supported by a significant amount of published 

literature, this having proliferated since its inception in the 1990s and describes the purpose 

and impetus for improved quality in healthcare environments. Clinical governance intended 
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to promote an environment where organisations can flourish and focus on safe patient 

outcomes are foremost in the delivery of safe healthcare services. Patient harm events and 

errors feature strongly as drivers for successful implementation and engagement in clinical 

governance in modern healthcare environments. Also noted is that in response to providing 

improved safety and quality, other government and health board governance processes have 

become part of modern healthcare monitoring of the provision of services directly linked to 

the governance responsibilities of the providers and institutions of healthcare. Closely 

associated with good oversight of clinical governance is how clinicians that represent the 

clinical domain interact and relate to the corporate governance models and architecture within 

the public sector, and how this directly influences the interactions, connections, and 

engagement between health board governors and clinicians. This relationship is complex and 

influenced by historical health reform, government ideology, and competency. As the 

literature has shown there is an enduring memory of the damage caused in past decades by 

significant and repeated reform and political influences, and that residual damage remains 

within the healthcare systems that experienced this culture. This effect on organisational and 

individual culture is linked to the discussion on disengagement; what disengagement is, the 

history, what it looks like, and how it manifests within individuals and its impact. Finally, to 

conclude Chapter 2, I have briefly presented the unexpected arrival of the Covid-19 pandemic 

during this study. Covid-19 has, it seems, interrupted the trajectory of clinical governance 

relationships by unexpectedly providing a refreshed literature perspective on how effective 

relationships between clinicians and health board governance can flourish, this becoming 

evident in this time of significant crisis and global catastrophe. This recent literature, whilst 

still emergent in nature, does invite the question as to whether the improved connectedness 

and engagement we have experienced during the response phase of the pandemic will be 

sustained after the crisis passes, but it also presents a more ominous picture of burnout and 

psychological damage.  

The following Chapter 3 presents detailed information about the research methodology, 

design, and method chosen to conduct this study. I elaborate further on my positionality 

within this study, this section provides a more in-depth discussion following the brief 

introduction I provided in Chapter 1 on my positionality as an insider researcher. I then 

provide the rationale for the qualitative paradigm I have chosen for this study and introduce 

the qualitative descriptive analysis and selected grounded theory methods I apply to this 

study. This is followed by details on the research design, aims and questions, participants 
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selection process and ethical considerations, followed by the research method and details of 

the interview process.  

  



51 

Research Methodology, Design and Method 

In this chapter, I begin with an in-depth discussion of my positionality as a practitioner within 

this study. This section follows on from the brief introduction I provided in Chapter One on 

my positionality as an insider researcher. I then provide the rationale for my choice of a 

qualitative paradigm and introduce the qualitative descriptive analysis and the selected 

grounded theory methods that are used within this study. This is followed by the research 

design, aims, and questions. I then describe the participant sample decisions, the participant 

selection process, the eligibility criteria, and explore ethical considerations that influenced 

my approach to this study and �W�K�H���0�—�R�U�L���F�R�Q�V�X�O�W�D�W�L�R�Q���S�U�R�F�H�V�V�����7�K�H���F�K�Rice of the semi-

structured interview is explained along with detail of the interview process. This chapter is 

followed by the coding and analytical process in Chapter 4. Positioning Myself Within This 

Professional Practice Study  

Prior to determining the most appropriate methodology and method for this study, I 

considered my positionality within this study. I have briefly introduced positionality in 

Chapter 1 to enable my role and the practitioner considerations to be acknowledged early in 

this study. This section provided a more detailed description and understanding of why this is 

an important consideration for me throughout this study. Positionality is usually determined 

in three areas 1) the subject under investigation, 2) the research participants, and 3) the 

research context and process (Holmes, 2020).  

1) My practitioner background within the health sector in New Zealand situates me as a 

practitioner with specific knowledge of my research subject. This subject knowledge was 

acquired within my professional roles and enhanced by the completion of post-graduate 

study. Consequently, I position myself within the constructivist paradigm whereby my 

ontology and epistemology directly contribute to the research process as a co-constructor 

of the research outcomes. This constructivist approach positions me as an involved 

researcher aiming to achieve authentic reflections of a participant's reality (Costley et al., 

2010) 

2) My professional background increases the likelihood that some participants will be 

familiar with me in the context of past relationships which have since diminished. For 

some, this may have involved working as a peer, a direct report, or they may have been 

senior to me. I have reflected upon the ethics of care and potential risk to ongoing 
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relationships in the context of this study and these are addressed in the ethical 

considerations section. 

3) The context of this study is situated within the environment of rural, urban, and primary 

healthcare and their health board governance. This study does not involve patients or 

require access to clinical information. Participant recruitment is aimed at health 

professionals, governance directors and policy implementors with specific experiences in 

the clinical governance environment. This study is being conducted during the Covid-19 

pandemic which has influenced my study trajectory. This includes a decision to re-enter 

clinical practice in the community in response to the pandemic workforce demand. 

In the context of this practitioner study, I consider myself an insider researcher, but I also 

reflect upon whether my time spent away from practice during full-time study changed that 

status. This creates a slight dilemma for me as I consider myself to be positioned as an 

intermediate, half in and half out, with the distant past not necessarily a reflection of the now. 

I see this as a blend of the emic and etic (Holmes, 2020). This can also be classified as hybrid 

whereby I am somewhere within the continuum of insider and outsider (Jootun et al., 2009). 

This is based on the stance that insiders are researching their individual knowledge and 

known colleagues�¶ practice, as opposed to the outsider who has no knowledge of the area or 

individuals being in the study. Understanding this dilemma presents me with an opportunity 

to be more reflexive as I will be operating from a knowledgeable base but a more distant 

position and will not be familiar to everyone involved in this study.  

The question is whether being an insider researcher is an advantage or disadvantage in the 

process of conducting this study. Merton (1972) suggests that outsiders may be unschooled in 

the language and incompetent to represent the findings, and may not be told the social and 

cultural truth, whereas he describes insiders as having penetrating discernment and special 

insight (Merton, 1972). In this study, some participants may consider me an outsider, whilst 

others consider me an insider. This is influenced by their role and knowledge of me as a 

practitioner, so my positionality is not fixed. This aspect of positionality is known as duality 

in positionality (Hammersley, 1993). My positionality, therefore, may shift and change as the 

study progresses from insider to hybrid, but it cannot be an outsider perspective because of 

my practitioner knowledge and background explained in Chapter 1 (Jootun et al., 2009). 

According to Holmes (2020), there is no guarantee of good research, but insider research 

enables the researcher to be in a unique position to study an issue in depth and to connect 
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with their community of practice (Holmes, 2020). Ideally this results in influencing practice 

or policy as an outcome of study (Costley et al., 2010). This �V�W�X�G�\�¶�V purpose is to understand 

what optimises engagement in the clinical governance environment, an area that is unique, 

political, sensitive, and not commonly explored.  

Being considered an insider researcher may be through personal connection or specialist 

knowledge, but it can mean that individuals will be known to each other and have established 

social relations. This familiarity may create a sense of closeness but also possibly anxiety as 

the participant and the researcher work together in what can be a sensitive dynamic. The 

researcher needs to take care to maintain integrity and authenticity which requires a 

continuous awareness to ensure the interviewer respondent relationship is maintained 

(McConnell-Henry et al., 2010; McEvoy, 2001). This element is what I consider taking care 

of the participants and myself throughout the research process so that any possibility of harm 

is reduced within the relationship as well as after the study is complete. This position is based 

on the belief that research is a process, not just a product (Bourke, 2014). The effect of the 

research process does not end with findings; it continues to shape the researcher and 

potentially the participants long after it may be completed as part of reflection and 

confronting the realities and consequences of discovering insights (Kezar, 2002). 

Positionality changes over time and context; our professional and personal identity, possible 

change in social structures and the changing dynamics of professional and social boundaries 

add complexity to the researcher /participant relationship that remains long after the research 

has ended (Bourke, 2014).  

Reflexivity, the self-scrutiny of the researcher, is an essential element of positionality within 

the research process (Pillow, 2010). Without reflexivity, there is a lack of awareness of the 

relationship influences or biases between the researcher and participant. The scrutiny of the 

self enables an ongoing self-analysis to maintain a conscious element of awareness of 

individuals and context within the interactions and relationships in the research process 

(Merton, 1972). It is this act of reflexivity that eventually will contribute to the voice 

projected by the researcher, and forms a significant contribution to the overall research shape 

and findings of the research, which is constructed by the researcher (Merriam et al., 2001).  
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3.2 Positioning This Study Within the Qualitative Constructivist Paradigm  

This study is situated within the qualitative, constructivist paradigm (Costley et al., 2010; 

Rehman & Alharthi, 2016). Constructivism is based on the belief that social reality is derived 

from our experiences which are influenced by our personal situation, actions and beliefs or 

ideology (Costley et al., 2010). My practitioner experience is dominantly in the social setting 

based on the social sciences, subsequently, my ontology, or way of experiencing the world, is 

fundamentally based on the interactions I have with individuals. A large part of my practice 

involves gathering information that assists with constructing my relationship with others; it is 

sometimes complex, relying on more than words to convey what is being communicated 

between us. This way of connecting involves a thoughtful balance of meeting two sets of 

what can sometimes be divergent needs or clarifying information that enables individuals to 

be able to contribute to the interaction and express their position without feeling concerned 

that their needs will be overridden. I experience this as co-construction in my professional 

world, one of working toward mutually beneficial communication. My values of respect, 

inclusivity, autonomy, and partnership provide my ontological foundations for the 

constructivist paradigm chosen for this study (Lincoln et al., 2011). My epistemological 

approach is one of discovery. I cannot know what another is seeing or thinking, but I blend 

this social reality with my experience and knowledge that I use to form my approach to 

situations. Being aware of the way I interact with a friend is very different from how I would 

interact with a colleague or a client; my knowledge is situated in the ability to adapt to 

different ways to approach situations and contexts. The context of this study requires me to 

recognise my area of knowledge but also to remain open to discovering another �L�Q�G�L�Y�L�G�X�D�O�¶�V 

perspective or understanding of the topic. This involves my becoming a co-constructor of the 

emergent knowledge as I attempt to make sense of the participants�¶ experiences (Corbin, 

2016; Rehman & Alharthi, 2016).  

3.3 Qualitative Descriptive Analysis Using Selected Grounded Theory 

Methods. 

My choice of methodology is based on assessing how best I can acquire the knowledge of 

others to inform my research. The choice I have made reflects my aim to remain in the 

constructivist paradigm, recognise that my knowledge is based on many years of experience 

and empirical knowledge, but also enables me to consider other data such as literature to 
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inform and validate my thinking about emergent information and what it represents within 

this study outcomes (Lincoln et al., 2011; Rehman & Alharthi, 2016). 

Methodology is the way in which theory and epistemology are utilised in a specific study 

(Fontana, 2004). Qualitative descriptive analysis enables me to offer a comprehensive 

summary of the data and requires the researcher to stay close to the data digging deeply into 

it in order to convey their meaning and achieve a rich and descriptive product that conveys 

the participants�¶ experience (Sandelowski, 2000). 

Qualitative descriptive analysis is intended to describe the rich, truthful experiences of 

individuals with a specific experience. Often used within the health sciences, this 

methodology provides understandable and richly informed data that can enhance knowledge 

of a specific topic. Based on the naturalistic inquiry paradigm, it is described as a 

constructivist perspective that provides an insider view of the world being explored (Sullivan-

Bolyai & Bova, 2021) Hence, such inquiries require participants or informants to be 

experienced in the topic under study, and to be contextually informed. 

Studies using qualitative descriptive analysis may use similar data collection methods and 

analysis seen in other qualitative approaches, three of these being phenomenology, grounded 

theory, and ethnography. As example, in qualitative descriptive analysis, the grounded theory 

process of memos may be used to inform future data collection during interviews and recall 

of information or events. Qualitative descriptive analysis is applicable in a variety of 

environments such as individual interviews, focus groups, and workplace settings, and is 

therefore adaptable to facilitating qualitative research (Sullivan-Bolyai & Bova, 2021) 

Sandelowski (2000) describes qualitative descriptive analysis as an approach whereby 

researchers stay close to their data and the surface of words and events; the research approach 

provides an eclectic combination of sampling, data collection, analysis, and re-presentation of 

findings (Sandelowski, 2000). 

As a practitioner with significant insider knowledge of the topic being studied, I consider 

myself to be an active agent in the co-construction of knowledge as an outcome of this study, 

thus, being able to integrate specifically selected aspects of grounded theory such as initial 

and intermediate coding and use of memos throughout the analysis enriches the analysis 

process, final description, and identification of themes in this study. The literature review to 
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ground research findings assists with rigour and with clarifying the importance of new 

knowledge to the field of study (Charmaz, 2014; Mills et al., 2006).  

When considering why I have used some specifically selected methods of analysis that are 

not strictly necessary to achieve qualitative descriptive analysis studies, it is accepted that 

occasionally qualitative researchers do add other selected methodological approaches to the 

analysis, examples being from phenomenology, grounded theory, and ethnography, the goal 

to provide additional procedural and analytical processes during the assessment of data 

(Sandelowski, 2000; Sullivan-Bolyai & Bova, 2021). I chose to approach my analysis of the 

data by selecting specific grounded theory methods (Charmaz, 2014; Glaser & Strauss, 

1967), these being initial and intermediate coding, theoretical sensitisation and use of memos 

to enable co-construction of the data. This approach complimented my qualitative descriptive 

analysis which is epistemologically positioned within the constructivist, naturalistic and 

interpretivist  paradigm and is deductive in the process of developing theory ���2�¶�&�R�Q�Q�R�U�����H�W��

al., 2018).  

My choice to use qualitative descriptive analysis acknowledges the role of the researcher as a 

co-constructor of the new knowledge generated from the study and is within the 

constructivist qualitative paradigm. Co-construction acknowledges the process of developing 

theory as both participant and researcher discover new knowledge as they interact ���2�¶�&�R�Q�Q�R�U��

et al., 2018). Crucial to this process is accepting that prior knowledge of the topic may, with a 

reflexive approach by the researcher, strengthen the overall research and data collection 

(Sebastian, 2019). Charmaz and Thornberg (2021) concur that the most important aspect of 

both approaches to the approach is to ensure that the participant's voice is represented 

(Charmaz & Thornberg, 2021).  

The specific grounded theory method I have selected in this qualitative descriptive analysis 

study are initial and intermediate coding of data, theoretical sensitisation, and the use of 

memos. Themes identified form the outcome of the analysis and generate new theory as an 

outcome derived from the participants as informants. Findings are grounded in both 

participant data and by co-construction of the researcher (Birks & Mills, 2015; Sebastian, 

2019, Sandelowski, 2000).  

The following section discusses the research aims. 
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3.4 Research Aim  

This qualitative practitioner study aims to discover insights into the factors that optimise 

engagement readiness in the clinical governance environment. This study specifically 

focusses on seeking recall of an �L�Q�G�L�Y�L�G�X�D�O�¶�V memories associated with the act of engagement 

when clinicians and governance directors interact in clinical governance conversation. Based 

on the qualitative paradigm, the research question studies a specific phenomenon that can 

only be answered by individuals who have specific experiences. The participants are the 

instrument of the research because they are the source of rich data (Bourke, 2014) and 

therefore chosen with a specific purposeful approach (Patton, 2015; Sandelowski, 2000).  

3.5 Research Design 

This qualitative research study will be completed by applying a qualitative descriptive 

analysis (Sandelowski, 2000) utilising selected grounded theory methods (Charmaz & 

Thornberg, 2021; Corbin, 2016). Analysis of data in this approach is guided by concurrent 

data analysis and identification of the emerging themes, patterns, and relationships within the 

data. This data enables the researcher to approach further inquiry by becoming sensitised to 

the themes identified in the data. Theoretical saturation is the process that will assist with 

determining when sufficient data is available to achieve interpretation of the data 

characteristics and emerging theory, and this assessment determines the final participant 

numbers (Patton, 2015). 

The designed approach to achieving the data collection in this study is twofold; the first is 

based on semi-structured interviews that capture personal memorable experiences and 

provide data to illuminate meaning (Fontana. & Frey, 1994), and the second is my 

professional experience in this area of study as a contribution to understanding the area of 

enquiry (Patton, 2015, p 46).  

Finally, I recognise that as the researcher I am the instrument of authenticity. I can achieve 

authenticity by remaining reflexive during my approach to the data-gathering process. In 

being aware of this, I can give voice to the data as well as concurrently remain politically and 

analytically aware of the complexity of this process (Patton, 2015).  
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3.6 Research Question 

This practitioner enquiry aims to answer the research question: 

�³What factors optimise the effectiveness of engagement between health clinicians and 

governance directors within the clinical governance environment?�  ́

3.7 Selection and Recruitment of Participants 

The process of participant recruitment was intentional to provide information-rich data 

sources. Professional roles were identified as likely to provide an informed source of 

experience of the phenomena being studied; these include governance directors in healthcare 

and clinicians such as medical, nursing, and allied health individuals who had experience in 

clinical governance interactions. Also included are individuals with experience in 

implementing policy such as chief executives or senior policy implementors (Khan, 2014; 

Patton, 2015).  

The sample group consisted of purposive and convenience samples. Two approaches to 

recruiting was used. Participation was voluntary. 

1) Organisations invited to participate included rural hospitals and primary health care 

providers based primarily in the South Island of New Zealand. I requested the person (usually 

a chief executive or senior manager) receiving the invitation to share the information widely 

with their senior clinicians and governance directors. This approach fulfilled two 

requirements: it attended to the permission-based requirement that organisations usually 

expect when researchers wish to access employed staff, and it recognised the authority of the 

chief executive or senior manager to decline access to researchers without explanation. This 

recruitment approach may be considered a snowball recruitment process reliant on individual 

control and power-based sharing (Noy, 2008). As a sample group, it would be described as 

convenience sampling (Ilker et al., 2016) based on the rationale that elements of self-

selection by individuals who respond may be considered a random selection. Random 

because I have not initially specifically selected them, instead relying on them utilising the 

participant information criteria as a tool (see appendix 1.3) from which individuals can self-

determine their relevance as a participant in the study. Potential participants were invited to 

directly email their interest to me. Direct contact with me enabled the protection of 

anonymity that had been assured in the participant information. This also reduced the 
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opportunity for coercion at either an organisational or researcher level (Field-Springer, 2017; 

Sieber & Tolich, 2013). 

2) The other approach I used was to approach individuals whom I had previously worked 

with and knew to be experienced in this study topic. This sample I would describe as a 

purposeful, or purposive sample group (Ilker et al., 2016). I was confident they could 

contribute to the subject matter as key informants owing to my prior professional 

relationship, and knowledge of their qualification. Invitations were via email with an RSVP 

process. This group included governance directors, clinicians (multi-disciplinary including 

medicine, nursing, and allied health), and policy implementors, some who were known to me 

through professional and previous work-based relationships (these professional relationships 

more than 13 years ago). These invites were accompanied by participant information (see 

Appendix 1.1 and 1.2).  

I invited potential participants to contact me if they required additional information, or they 

could contact my professional mentor identified in the participant information should they not 

wish to connect with me.  

Context related to recruitment process is important. At the time of commencing this research 

study, the Covid-19 pandemic response planning was active in rural, primary, and urban 

healthcare settings creating a significant additional workload and was a priority for health 

care professionals and provider organisations. Remaining cognisant of the pressures likely to 

be experienced by the target participant groups, a reminder invitation was sent following a 

pause of at least three weeks, even though I had indicated a 10-day follow-up in my invitation 

letter. Non-responders following the reminder were removed from the potential participant 

list. Of note, one organisation requested additional information to fulfil their internal research 

participation policy process. This I achieved by sending a copy of the associated learning 

agreement as background information. 

3.8 Participants Eligibility: Purposive and Convenience Sample 

This study aimed to discover information-rich insights into the phenomena I was studying. To 

achieve this, I used both purposive and convenience sampling, this decision was influenced 

by the effect of Covid-19 on the healthcare personnel's availability to participate in research. 
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Purposive Sample: By selecting a specific group of individuals who could provide 

illumination of the area being studied, the questions can be explored creating thick 

descriptions and rich information; this is recognised as purposeful sampling (Patton, 2014). 

Purposeful sampling aims to select those individuals who may know something about the 

phenomena being studied. Whilst this purposeful focus provides a process of selection, it can 

also be viewed as a political decision as the researcher chooses who best fits the eligibility for 

the study (Diefenbach, 2009). Inherently when purposive sampling is the chosen method, 

there is an element of bias of both the researcher and the participants. This adds to the 

complexity and necessity of careful application of reflexivity throughout the research process. 

Reflexivity is discussed later in this document. The research question is important in selecting 

the sample method as it helps define the type of knowledge and qualification participants 

would need to demonstrate eligibility.  

Convenience sample: Convenience sample is somewhat more random, but in this instance 

enabled a necessary link to access rural hospitals and primary health organisations to gain 

access to potential participants who were not known to me, and who might well be able to 

add insights to the research question thus providing a different perspective that may not have 

emerged in the purposive sample group. Also, this reduces the potential bias that is 

experienced in purposive sample interaction which could be considered useful from a validity 

perspective (Ilker et al., 2016). This approach also enabled individuals to self-select during 

the Covid-19 preparation and public health response without pressure from colleagues or 

superiors, or prior professional relationships. Because of the nature and focus of the research, 

I felt there was a good chance of securing suitably qualified participants who might otherwise 

not have an opportunity if only purposive sampling was used. 

In this study health clinicians could be of any health discipline, but they must have 

contributed to the clinical governance conversations at a governance board level. 

Policy implementors (those in charge of introducing and monitoring clinical governance and 

policy such as chief executive and operational manager) required experience in applying or 

sustaining clinical governance activity. 

Governance directors require specific health governance experience.  

I accepted participants who had recently retired from their organisational responsibilities. 
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In the demographics section, I share the role, skills and characteristics of the participant 

qualifications to provide a synopsis of the breadth and depth of experience of those who 

participated. As you will see, each met or exceeded the essential element of the purposive 

sample group (as they did for the convenience sample process) in that they identify as having 

experiences of engagement within a clinical governance and health board governance 

environment. My practitioner background and subject knowledge, and my familiarity with 

the majority of participants in past professional roles, gave me confidence that my judgment 

in selecting the final participants would provide a sample from which I could deduct reliable 

information that informs the study (Khan, 2014; Mills et al., 2006).  

Participant information, sent with the initial invitation, provided the study details to assist 

individuals with decision-making. This information outlined the reason for the study, the 

aims of the study, and the eligibility criteria. Also outlined were the processes regarding data 

safety and ethical approval. I provided the option for participants who may have experienced 

ambivalence to discuss the research study with the academic supervisor/mentor (see 

Appendix 1.1, 1.2 and 1.3). 

The purposive sample secured nine participants (all individuals were known to me) and the 

convenience sample (individuals whom I did not meet until the interview, but I was familiar 

with their roles) had two participants. 

3.9  Defining Eligibility of the Sample Group 

As part of defining the eligibility of the sample group, I considered four criteria that would be 

acceptable for participation in this study. I did not specify tenure in the role as tenure is not 

necessarily indicative of depth experience, but I did specify qualification; this ensured that 

individuals who felt they met the criteria were able to volunteer for participation and ensured 

that tenure did not exclude those who felt able to effectively contribute to the study. I was 

aware that I would potentially exclude the ability to achieve insights should I restrict the 

ability of participation based on tenure. 

The first group identified were clinicians. Clinician is a generic term for individuals who 

conduct a clinical role and are certified by a health professional regulatory authority. They 

may be from any regulated clinical discipline but must have had experience in interacting in 

clinical governance activities and conversations within the health board governance 
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environment (current or past) and must have experience in urban, rural, or primary healthcare 

within New Zealand. 

The second group were individuals with experience (current or past) in healthcare governance 

directorship. Experience in health board governance directorship must be within the urban, 

rural, or primary healthcare within New Zealand.  

The third group represented those individuals that held dual roles of health board directorship 

as well as a clinical role within the organisation they governed (current or past) within urban, 

rural, or primary healthcare within New Zealand. 

The fourth group included individuals with policy implementation experience of clinical 

governance such as senior leaders, chief executives, operational managers, and policy 

producers (current or past). These could be based in urban, rural, primary healthcare.  

An exclusion factor was that individuals could not be current employees of the District 

Health Board where I was working (as discussed in the section on ethical considerations in 

this chapter). I did not exclude individuals from participating who were recently retired or 

currently residing outside of New Zealand based on the rationale of achieving rich and 

insightful information (Patton, 2015)  

The final sample group represented individuals all of whom were based in the South Island of 

New Zealand, apart from one participant recently domiciled in the UK who had worked in 

New Zealand as chief executive of a District Health Board. The career history of most 

participants was pre-dominantly New Zealand-wide experience, and some had international 

experience in health board governance and clinical governance. Further discussion of the 

demographics of the participant group are described in section 4.1 providing further context 

and informing the intersectionality discussion later in this document. 

3.10 Research Location 

This study is situated within the New Zealand Health Sector. The study location is the South 

Island of New Zealand. This study involves governance directors, clinicians and 

organisational leaders with experience in health governance and clinical governance. It is 

situated within the primary health sector, rural hospital provider setting, and the health board 

governance environment.  
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New Zealand is located geographically in the South-western Pacific Ocean with an estimated 

resident population of �����������������������1�H�Z���=�H�D�O�D�Q�G���0�—�R�U�L���D�U�H���1�H�Z���=�H�D�O�D�Q�G�¶�V��Indigenous people, 

Tangata Whenua, the original inhabitants of New Zealand. The population of New Zealand is 

measured by the government in a census every three years, and it is during this process that a 

profile of New Zealand's population and urban-rural spread is recorded. The 2018 census 

statistics (Bedford et al., 2020) provides the following information about the New Zealand 

ethnicity profile:  

 

�x 70.2% European   (3,297,860 people) 

�x �������������0�—�R�U�L��   (775,840 people) 

�x 15.1% Asian    (707,600 people) 

�x 8.1% Pacific peoples   (381,640 people) 

Rural distribution indicates that the majority of New Zealanders mostly live in urban areas 

and that �0�—�R�U�L���K�D�Y�H���D���K�L�J�K�H�U���S�U�R�S�R�U�W�L�R�Q���R�I���W�K�H���S�R�S�X�O�D�W�L�R�Q���O�L�Y�L�Q�J���L�Q���V�P�D�O�O���X�U�E�D�Q���D�U�H�D�V����������������

�R�I���W�K�H���0�—�R�U�L��population) and rural areas (18.0%), compared with the total population (10.0% 

and 16.3% respectively) (Bedford et al., 2020). 

The health services within New Zealand prior to 2022 were geographically distributed into 20 

districts. These districts formed the public sector health governance entities called District 

Health Boards. In July 2022, the District Health Boards were disestablished and replaced 

with four Te Whatu Ora (Health New Zealand) regions of which the South Island (Te-

Waipounamu) of New Zealand became one geographical health region. Before the reform, 

each District Health Board provided health services to both urban and rural districts by way 

of funding rural hospitals, community trusts and general practices. �1�H�Z���=�H�D�O�D�Q�G�¶�V��rural 

hospitals are distributed across the more remote areas of the country and rely on first 

responders and advanced service networks to ensure adequate outreach response from urban 

centres for the very ill or injured that live in their region. Across New Zealand, 24 rural 

hospitals provide a broad scope of services to diverse rural communities at a geographical 

distance from urban centres and specialist services. Of the 24 rural hospitals, nine are owned 

by community trusts and have their own health governance board, the remaining 15 by 

District Health Boards that function under the District Health Board governance model 

(Blattner, Katharina et al., 2022).  
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General practitioner services are distributed across New Zealand, these primary healthcare 

services commonly being the link between the community and rural or specialist hospital 

providers. General practices are contracted by District Health Boards (pre-2022) to provide 

essential primary and preventative healthcare, usually working from established private 

practices. These private practices work independently and receive co-payment from patients, 

and a general medical subsidy from the government on a population basis. To aid 

coordination of the multiple practices, most align with a Primary Health Organisation to 

facilitate centrally coordinated administration such as contract negotiation, payment 

facilitation, and centralised monitoring of service specifications by a Primary Health 

Organisation. Throughout New Zealand there are now 30 Primary Health Organisations, 

some very large and many small. Primary Health Organisations employ or connect with a 

variety of health professionals and community service providers to meet their �F�R�P�P�X�Q�L�W�\�¶�V 

healthcare needs (Gauld & Mays, 2007). The health reform 2022 has signalled that primary 

health organisations will network within the anticipated localities groups that are yet to be 

finalised (Hercus, 2022). 

To assist with orientation to New Zealand and see the changes made by the health reform 

process, the left map indicates the now disestablished geographic boundaries of District 

Health Boards in New Zealand pre-July 2022, and the map on the right represents post July 

2022 Health New Zealand Te Whata Ora boundaries.  



65 

Source:( https://www.buddlefindlay.com) 

3.11 Ethical Considerations During This Study 

Ethical approval for this study was issued on August 4th, 2021, by the Otago Polytechnic 

Ethics Committee (see Appendix 2). 

I initially entered this study as an independent full -time learner without affiliations with an 

employer. My background is in nursing, management, and professional leadership. As part of 

the Otago Polytechnic ethical approval process, any research that involves the District Health 

Board requires a separate application to the respective ethics committee of the District Health 

Board. This additional application (Locality Authorisation) had commenced concurrent to the 

Otago Polytechnic process as it is necessary to get permission from the health research office 

for access to staff who are considered a resource for the purposes of research. The process 

includes communication with the Ngai Tahu Community Research Committee as all research 

�L�Q���K�H�D�O�W�K�F�D�U�H���L�V���U�H�O�H�Y�D�Q�W���W�R���0�—�R�U�L (see Appendix 3).  

The emergence of the Covid-19 pandemic in 2020 changed my approach to this study as I 

responded to the need to establish a professional workforce to assist with the public health 

response. I made a professional call to become part of the pandemic workforce in a part-time 

capacity as I felt morally compelled to assist with the pandemic response. The impact of this 
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decision meant I was not considered independent of any employer. In discussion with my 

academic mentors, we concurred I would seek to revise my Otago Polytechnic Ethics 

Committee approval declaring a potential conflict of interest as I would be employed by the 

organisation that I had included in my participant recruitment group. I determined that to 

preserve my ethical integrity and remove any conflict of interest, I would need to exclude my 

place of employment from the potential participant list. To formalise this a revision of my 

ethics application was completed and issued in August 2021 (see Appendix 2). The revised 

application removed approaching any current employee of the District Health Board from 

becoming a participant in this study. I, therefore, focussed on recruitment from the rural 

health service sector (community trusts, non-District Health Board owned), primary 

healthcare environment (private practitioners, primary health organisations), and individual 

governors, clinicians or policy implementors who were not currently employed by a District 

Health Board. Given that I no longer requested access to staff within the District Health 

Board I no longer required the locality approval of the District Health Board to access their 

staff. I therefore halted this additional approval process, but not before I had connected with 

�W�K�H���1�J�—�L���7�D�K�X���5�H�V�H�D�U�F�K���&�R�Q�V�X�O�W�D�W�L�R�Q���&�R�P�P�L�W�W�H�H at the University of Otago, New Zealand to 

introduce my practitioner inquiry (see appendix 3).  

Having been granted my revised ethical approval from the Otago Polytechnic Ethics 

Committee (appendix 2), I considered my approach to this study especially because the topic 

of this inquiry may be sensitive for some participants. I considered this in relation to risks 

associated with data and participant safety (Ghooi, 2011; Sieber & Tolich, 2015). In 

particular, I was aware that ethical issues can emerge unexpectedly, as this is a potential with 

insider research, and especially so if prior relationships exist that had a degree of power 

relations within the work context (Brewis, 2014; Costley et al., 2014; Sieber & Tolich, 2015; 

Taylor, 2011). I was also acutely aware that the information that may be shared in this study 

could be considered high risk if confidentiality is breached (Sieber & Tolich, 2013, 2015) and 

also that cultural considerations as part of the research process were significant given that 

governance is the topic of the study (Hudson & Russell, 2009). Complexities related to 

ethical considerations were a priority that involved specific decisions prior to commencing 

the interviews. These were, for instance, not conducting focus groups and conducting 

personal transcription of data. I considered the transcription process as a point of potential 

weakness in maintaining the integrity of information. This was experienced as an intuitive 

level of discomfort with having transcription performed by an external transcriber, and thus I 
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transcribed each interview to assure myself of the integrity of the promise of maintaining 

�F�R�Q�I�L�G�H�Q�W�L�D�O�L�W�\�����7�K�L�V���L�V���V�X�S�S�R�U�W�H�G���E�\���6�L�H�E�H�U�¶�V���³Hired Hands�  ́position which emphasises that 

involving a second person to transcribe shares possibly sensitive information not intended to 

be heard by another (Sieber & Tolich, 2015). The information subsequently remains safe and 

secure, and I can therefore assure the participants of my focus on maintaining my promise of 

anonymity. Of course, regardless of the integrity and rigour in applying good principles and 

ethics, I cannot control what happens outside of the study environment, requiring ongoing 

reflexivity to respect relationships. 

I intended to maintain an overall ethic of care and apply constant attention to vigilance and 

reflexivity as the study progressed (Hiller & Vears, 2016; Jootun et al., 2009; Neill, 2006).  

Insider research requires careful consideration of the positive or negative aspects of being 

known to participants and how this may impact aspects of the research process from an 

ethical and reflexivity perspective (Merriam et al., 2001). The benefits of insider and outsider 

knowledge present opportunities and challenges to the research process. These aspects 

require consideration before and during the research stages (Holmes, 2020; Merriam et al., 

2001; Merton, 1972). Whilst there are positives of being an insider researcher, such as access 

to participants, this also presents the researcher with challenges in maintaining ethical 

mindfulness to ensure no power relationship influences the decision to participate. Power 

influence on relationships can be managed, but forethought and awareness of the subtleties of 

relationships, even if they are historical, should be considered by the researcher to assist with 

changing the participant perspectives of the role of the researcher and past roles (Finefter-

Rosenbluh, 2017; Merriam et al., 2001). Familiarity may also raise concerns of 

confidentiality and trust with a risk of information being shared, especially if individuals, 

because of familiarity, disclose secrets or intimate stories that may not be shared during 

normal communication outside of the research environment. Mitigating the potential for this 

requires framing the interview process and acknowledging relationships (DiCicco-Bloom & 

Crabtree, 2006). Insider knowledge may also lead to assumptions about what participants 

know, but it can also impact how participants share their responses to the questions. Lack of 

awareness of bias or assumption may reduce the opportunity for the researcher to gain 

insightful information and reduce the opportunity to be open and curious during the 

interview. Thus. how language is used during interviews can be instrumental in securing 

thick descriptions that benefit the experiences of both researcher and participant and enable 
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the voice of the participant to emerge (Holmes, 2020). The complexity of conducting 

research as an insider presents a continuous challenge to remain aware and conscious of the 

many elements that affect the overall quality of the data, and how this challenge can be met to 

represent the voice of the participants (Etherington, 2004; Hertz, 1996).  

I took particular care not to do harm to participants by inadvertently disclosing identifiable 

information. Tolich (2004) identifies two types of organisational confidentiality, internal and 

external. External confidentiality represents the small part of the promise of confidentiality 

that sits above the horizon �³external�  ́to an organisation. The internal component, the one in 

this instance most likely to become challenging due to place, size, and relationships, relates to 

how easily participants could be identifiable within an organisation. Tolich suggests that 

colleagues could potentially recognise our turn of phrase, therefore quickly aligning quotes 

with an individual (Tolich 2004). For example, if only one position carries a dual role within 

an organisation, identity becomes evident to those who may read the final report. Awareness 

of this as a researcher is essential if trust is to be honoured (Norstedt & Breimo, 2016). 

Other considerations emerged as I considered my positionality in this study. One aspect 

related to the redaction of information collected during the interview. As a practitioner, I have 

�D�O�Z�D�\�V���E�H�H�Q���V�H�Q�V�L�W�L�Y�H���D�E�R�X�W���P�\���S�U�L�Y�L�O�H�J�H�G���D�F�F�H�V�V���W�R���D�Q�R�W�K�H�U�¶�V���S�H�U�V�R�Q�D�O���D�Q�G���R�I�W�H�Q���L�Q�W�L�P�D�W�H��

information. Redaction was requested by a small number of individuals specifically related to 

information that in retrospect they chose not to share. Attending to this was straightforward, 

deleting is easy. The ethical burden I believe sits with me as the researcher to ensure that the 

redaction is also bracketed as part of my reflexivity. In this case, my ability to respect the 

redaction by a conscious exclusion of the information from the overall context of the 

�W�U�D�Q�V�F�U�L�S�W�����7�K�H���Z�R�U�G�V���,���X�V�H�G���Z�L�W�K���D�Q���D�F�D�G�H�P�L�F���P�H�Q�W�R�U���µ�X�Q�N�Q�R�Z�L�Q�J���Z�K�D�W���\�R�X���Q�R�Z���N�Q�R�Z�¶����

perhaps a contradictory statement but an important component of how I consider my ethical 

responsibilities as a researcher, but also as a practitioner in health.  

3.12 �0�—�R�U�L��Consultation 

Prior to commencing my research, I met with Otago Polytechnic Kaitohutohu office to 

introduce my area of study. As part of the initial District Health Board ethical approval 

process, I �D�O�V�R���L�Q�W�U�R�G�X�F�H�G���W�K�L�V���L�Q�W�H�Q�G�H�G���V�W�X�G�\���W�R���W�K�H���1�J�—�L���7�D�K�X���5�H�V�H�D�U�F�K���&�R�Q�V�X�O�W�D�W�L�R�Q��

Committee. A positive response was received (see Appendix 3)  
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At the commencement of this study, I was acutely aware of being pakeha (non-�0�—�R�U�L��. 

Governance is central to our �V�R�Y�H�U�H�L�J�Q���U�H�O�D�W�L�R�Q�V�K�L�S���Z�L�W�K���0�—�R�U�L�����V�F�U�L�E�H�G���L�Q���W�K�H���7�H���7�L�U�L�W�L���R��

Waitangi (Treaty of Waitangi- Te Tiriti O Waitangi, 1840). I have reflected upon the ethical 

accountabilities as a pakeha researcher exploring health board governance and engagement, 

and in particular my positionality as seeing governance through my lens of a westernised 

�J�R�Y�H�U�Q�D�Q�F�H���V�\�V�W�H�P�����,���V�H�H���P�\���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���W�R���K�R�Q�R�X�U���P�\���U�H�O�D�W�L�R�Q�V�K�L�S���Z�L�W�K���0�—�R�U�L���E�\���K�R�Z���,��

have considered my obligations as a practitioner researcher and reflected upon the principles 

of partnership, participation, and protection (Hudson & Russell, 2009). I hope that there will 

�E�H���D�V�S�H�F�W�V���R�I���W�K�L�V���V�W�X�G�\���W�K�D�W���U�H�V�R�Q�D�W�H���Z�L�W�K���0�—�R�U�L���Z�K�R���D�U�H���L�Q�Y�R�O�Y�H�G���L�Q���F�O�L�Q�L�F�D�O���J�R�Y�H�U�Q�D�Q�F�H��

engagement. As it evolved, I did not interview any participants who �L�G�H�Q�W�L�I�L�H�G���D�V���0�—�R�U�L����

however, I will share this document with �1�J�—�L���7�D�K�X���5�H�V�H�D�U�F�K���&�R�Q�V�X�O�W�D�W�L�R�Q���&�R�P�P�L�W�W�H�H���D�V��

recognition of reciprocity within the research community. 

Throughout the study, I have maintained an awareness of cultural considerations related to 

Manaakitanga (respect) throughout the research process. Manaakitanga is concerned with 

upholding respect for persons and cultural and social responsibility. This includes 

maintaining privacy and confidentiality and protecting and demonstrating care and aroha 

during the research process (Maui; et al., 2010). I have integrated into Chapters 1 and 2, 

literature that reflects the significance of the relationship that is formed as part of the 

governance experience. I recognise the special relationships formed during the research 

process which are �H�V�S�H�F�L�D�O�O�\���V�H�Q�V�L�W�L�Y�H���W�R���W�K�H���S�U�D�F�W�L�F�H���R�I���W�L�N�D�Q�J�D�����W�K�H���0�—�R�U�L��custom and 

practices that are deeply embedded in the social context (Modlik, 2004). As I have reflected 

upon my learnings as part of this process, I am acutely aware of the lack of sensitivity to 

tikanga that is demonstrated as healthcare governance processes occur within the westernised 

lens of governance processes. This causes me to pause and reconsider my future approach to 

the relationship in the clinical governance environment and how I will position myself 

relative to the findings of this study. 

3.13 Method of Choice -Semi-structured Interviews 

Having established my methodology to guide this study, I considered the most appropriate 

method of data collection. My inquiry is focussed on understanding the experiences of 

individuals as they connect within the clinical governance environment. When considering 

the suitability of a chosen method, I considered the context and sensitivity of the data 

discovery and �S�D�U�W�L�F�L�S�D�Q�W�V�¶ likely ethical concerns that may emerge as part of this process of 
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sharing past experiences. Data collection in qualitative research is achieved in three ways; 

listening to what people say, observing what they do, or conducting a historical inquiry 

(Fontana & Frey, 2008). My chosen methodology guided me as I considered my goal of 

achieving insights and experiences that participants may remember or want to share. To 

facilitate this method of data collection, I aimed to achieve relational rapport and a degree of 

reciprocity. I also considered the possibility that participants may be uncomfortable 

discussing this topic in the presence of others, and because of this, I excluded the option of a 

focus group (Tolich, 2009). The use of a structured or standardised interview process was not 

considered an option as these restrict free conversation and therefore limit facilitated 

knowledge exchange during phenomenological interviewing (van Manen, 2017). The method 

of data collection I eventually chose is semi-structured interviews. Semi-structured interviews 

provide the opportunity to facilitate the direction of the interview and provide versatility 

therefore yielding multi-dimensional streams of information (Galletta, 2013). A hybrid 

method, semi-structured interviews can alternate between open-ended questions to 

theoretically helpful questions, thus enabling a deeper exploration of the phenomena under 

study. This ability to adapt is particularly helpful to the researcher when exploring or probing 

�S�D�U�W�L�F�L�S�D�Q�W�¶�V���U�H�V�S�R�Q�V�H�V���W�R���L�O�O�L�F�L�W���G�H�H�S�H�U���P�H�D�Q�L�Q�J���D�Q�G���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���R�I���W�K�H���W�R�S�L�F���E�H�L�Q�J���V�W�X�G�L�H�G��

(Rabionet, 2011). 

The interview questions were as follows:  

�x Tell me about any experience in clinical governance interaction that you recall as 

memorable. 

�x What, if anything, makes this a memorable experience, and why does this matter to 

you? 

�x Are you able to share the impact this experience had on you in your practice? 

�x Did you recall changing anything you usually do due to this experience, and can you 

describe this change? 

�x Covid-19 is still with us. Has Covid-19 impacted your experience of engaging in 

clinical governance conversations? 

�x What changes, if any, have you noted during this time, and why might this matter to 

you? 

�x How has Covid-19 impacted your health board discussions and decision-making? 
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�x The future NZ health reform is confirmed�² how have you experienced this process, 

and how does this matter to you? 

�x What else, if anything, would you like to discuss today? 

�x What else should I have asked you about today, and what should I think about when I 

read your interview 

3.14 The Interview Experience. 

This study is conducted in the qualitative paradigm using qualitative descriptive analysis and 

selected grounded theory methods. I aim to explore with participants their experience relative 

to area of study (Diefenbach, 2009; Khan, 2014; Sandelowski, 2000). Using semi-structured 

interviews enabled me as the researcher to explore memories that participants choose to 

share; this process is one of co-discovery guided by a more fluid relationship during the 

interview, the role of researcher being able to be a little directive during the interview 

(Fontana. & Frey, 1994). The constructivist approach acknowledges the ethnographic 

position of the researcher leading to a more natural and social relationship during interviews 

(Corbin, 2016).  

Semi-structured interviews were the chosen method for data collection in this study as they 

provided privacy therefore facilitating a safe level of engagement with participants. As a 

professional practitioner partaking in the research process, I felt this method acknowledged 

the participants' opinions and views, their attitudes, and provided opportunities to enable 

probing and discovery from my researcher position, thus achieving a sociable way of 

interacting (Gilgun, 2005). The ability to connect with participants, and how participants 

experience this connection, influences the quality and depth of data shared, but this 

interaction comes with the researcher's responsibility to maintain reflexivity (Jootun et al., 

2009). 

3.15 The Interview Process 

In total, eleven interviews were completed. I aimed to interview a minimum of eight 

participants but had anticipated up to twelve interviews, this being determined by theoretical 

sensitivity to emergent data from each interview and sampling until I felt that I had achieved 

data that identified data threads and achieved saturation (Hoare et al., 2012). The mode of 

interviewing was determined by the Covid-19 pandemic lockdown status with social 
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distancing rules resulting in six interviews being by video conference. The remaining five 

interviews were conducted in person. Most interviews occurred over a 60�±90-minute 

conversation. This scenario was not ideal as I had a preference for face-to-face interviews, 

however, it is not uncommon for qualitative interviews to be conducted via technological 

means (Nehls et al., 2015). Interviews were recorded on a private voice recorder used for the 

sole purpose of this research study; the �S�D�U�W�L�F�L�S�D�Q�W�¶�V permission was sought before recording, 

and notes were made during the interview to act as prompts for memos later. 

Following introductions, I opened the interview by asking an open-ended, semi-structured 

question. The question was �E�D�V�H�G���R�Q���V�H�H�N�L�Q�J���D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V���H�[�S�H�U�L�H�Q�F�H�����L�I��they had one, that 

was memorable about engaging in clinical governance conversation. This approach allowed 

participants to be free to choose how they responded, how much information they chose to 

convey and the context of their response (Dempsey et al., 2016; Fontana. & Frey, 1994; 

Rabionet, 2011). Constructivist approaches focusses on emergent theory enabling each 

interview to explore themes that emerge in concurrent data analysis. Co-construction requires 

an in-depth, conversational interview that requires telling and listening; the outcome is to be 

able to make meaning of what is shared between both the interviewee and the interviewer 

(Patti & Ellis, 2017). This approach meant that as interviews progressed there was variation 

in the interview format, especially after the initial opening question to capture �S�D�U�W�L�F�L�S�D�Q�W�V�¶��

views on data discovered in prior interviews (Sandelowski, 2000; Themelis et al., 2022). 

Over the course of the interview, as participants shared their experiences, I was attentive to 

their verbal and non-verbal responses (as far as possible with video link) to seek further 

information as the conversation progressed. This interaction between me as the researcher 

and the participant became central to the discovery of relationships and themes during the 

interview and also served to add depth to the interview (Corbin, 2016). The participant 

conversations evolved in a manner that relaxed as time passed and contributions became 

more fluid and candid. This created a rich conversation and concurrently contributed to 

sensitisation to new data.  

After each interview, I thanked the participant and explained the follow-up process. The 

follow-up process involved an email to participants inviting them to read their transcripts and 

make any changes, with a response timeline of two weeks. Some participants requested a 

redaction of information. Once I had completed this, I emailed the revised transcript to them. 

Once analysis began, all identification was removed from transcripts and an alphabetical code 
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was given to each transcript, to de-identify and provide anonymity of information as I had 

described in the participant information sheets (see Appendix 1.1, 1.2 and 1.3). 

3.16 Reflexivity during the Co-Construction Interview Experience 

I found co-construction to be an intimate, challenging, and sometimes confronting experience 

because of the requirement to self-�U�H�Y�L�H�Z���R�Q�H�¶�V��psychological response during interactions 

such as the interviews in this study. I approached co-construction as a partnership as I 

planned my study�² the realisation that those participating know much more about their 

experience than I can know�² and my contribution as a researcher is to acknowledge my 

�H�[�S�H�U�W�L�V�H���D�Q�G���U�H�P�D�L�Q���R�S�H�Q���W�R���D�Q�R�W�K�H�U�¶�V���Y�L�H�Z��as the conversation become discursive (Patti & 

Ellis, 2017). I initially thought of this relationship as a partnership which was an equal, 

beneficial, and mutual collaboration between us. I intended to stay distinctly in role, with me 

as the researcher and them as the participant because that is what I had understood to be the 

preferred way to conduct qualitative interviews to reduce forms of bias and collusion. I 

confess that this approach felt very unnatural, and for me, it made the very first few 

interviews seem less personal. I appreciate that being personal is also frowned upon by many 

researchers who see separation as necessary to maintain objectivity, and the question I 

continually asked throughout the interviews is whether I should maintain objectivity, or 

simply accept that I desired the process and encounter to be a meaningful experience for both 

of us as co-constructors. Intuitively, I acquiesced to the latter.  I found no intrinsic purpose in 

simply using these precious interviews as a means to an end. I accept that structure is 

important, and having semi-structured questions helps direct the conversation, but the actual 

experience of an interview is somewhat less predictable than a scripted process. Therefore, 

for the majority of interviews, the roles of participant and researcher became less separate as 

our conversation became focussed on the content being shared rather than the roles that 

brought us together. I was used to interviewing during my career, however, what became 

apparent to me as I prepared and entered each interview, was that these interviews felt and 

behaved quite differently from those that I had conducted in my past roles. I thought about 

this and realised that the context of my history with some participants changed how I felt 

about the significance of the interaction. I realised that my relationship with past colleagues, 

whether close or distant, did change the way I psychologically approached and responded in 

each interview. What I discovered as a consequence of the interview is that the process is not 

linear, it is at times surprising, confronting, and created a deep sense of self-awareness that I 
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had not expected. It is, I feel, a deeply personal experience, and to my surprise, provided 

insights into the research topic as well as myself. A realisation is that although we each have 

our own experiences, these are unique to the individual and even as we use familiar language, 

the meaning of that language does differ for each individual and is context and situation 

specific. It is a very interactive experience on many levels, often evoking parallel thoughts 

and memories as the conversation occurs. These possibly subtly influenced the conversation 

in variable directions.  I was acutely wary and anxious about deviating wildly from the 

expected practice of some distance between researcher and participant. However, to connect 

means to share - and at times sharing was an important segue into new conversational areas. I 

do not think I was a perfect interviewer and when I was less familiar with the participants, I 

found I reverted to a more formal structured approach.  

Preparing for interviews created a sense of anxiety and vulnerability.  These feelings I came to 

recognise because of a seismic shift between the mantle of authority I had been privileged 

with in my past roles and my choice to now be labelled a �³learner� .́ The label of learner I 

discovered I did not like�² I preferred candidate, for reasons that I still debate internally. 

Learner feels junior, not adult, back at school. I felt that learner positioned me as a novice, 

inexperienced, uneducated, and confronting my sense of self, particularly whether my past 

competence was real or imagined. This feeling was more pronounced as I encountered 

individuals with significantly higher educational achievement than me, creating a feeling of 

vulnerability. The interviews where there was prior knowledge and familiarity with the 

participant were experienced differently from those interviews where I did not know the 

individual professionally or previously had little contact with them. I experienced less self-

confidence during the interviews of those I did not know - the rapport during the interview 

was different - I felt and behaved more tentatively, was less expressive and I was left with a 

feeling of a more formal and less connected interaction. This became important as I read 

these transcripts because there was less �³chatter� ,́ more pauses, and these interviews were 

shorter. I remember thinking that �³�W�K�L�V���S�H�U�V�R�Q���G�R�H�V�Q�¶�W���N�Q�R�Z���P�H� ,́ and wondered, does that 

matter? As I read these transcripts, there is distinctly less disclosure of emotional response to 

the things that mattered to the participant. This was very different from the majority of other 

interviews where there was increasingly open and deep sharing of emotion and reaction to 

their experiences. So, to answer the question as to whether familiarity improves the interview 

experience when you are conducting qualitative descriptive analysis as an insider researcher, 

I conclude it does matter when you are known to the other person as a practitioner because 
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that is the relationship that allows co-construction to be effective, more meaningful, and 

searching. Co-construction when in action is not a one-way process. I considered this as I 

became increasingly aware of both the participant's and my context in interviews where I was 

relatively unknown to the informant. I used to be a senior practitioner but am now a learner, 

in a role whereby I am asking others to contribute their time and effort for my benefit as I 

conduct this study. From a power perspective, I present a choice to the participants as to what 

and how much they choose to share in the interview. This interview felt more objective, less 

close and focussed on the system and processes more than the relationships. Interestingly, 

even with this awareness and tone, the interview content was not incongruent with many of 

the themes that emerged in the other interviews, but they were expressed in a less passionate, 

more detached style. This resulted in me working harder when I was transcribing to 

remember the feeling and consider how this influenced my memories and subsequent writing 

up. As an outcome of the interviewing process over many months, I experienced what I 

describe as an evolution of self-awareness in how I had viewed interviewees I had known in a 

work relationship, and how completing and listening to their experiences changed that 

perspective. I would describe this evolution as transformational in the realisation of how 

easily one becomes immune to what is going on around them because it is normal in that 

cultural context. By confronting this realisation, I had to �³re-calibrate�  ́what I thought I knew 

compared to what I now understood conveyed through the experiences of another. I spent 

many hours, considering my response to the interviews. The experience in interviews of 

setting aside feelings of surprise or shock at the point of disclosure sometimes left me 

wondering if I had colluded, or had I been passive at this point. I think it is impossible to 

interview individuals with whom you have sat in the same room, heard the same 

conversations, the same rhetoric, and not comprehend the scene they are painting in front of 

you. Yet, with your �³other voice� ,́ you conduct the role of the interviewer by attempting not 

to collude, to agree to something that is slightly contentious, and to keep a distance so that 

you follow the rules of not getting too close so that data is corrupted by confusion and 

�F�R�O�O�X�V�L�R�Q�����6�R���W�K�D�W�¶�V���Z�K�D�W���,���Z�R�U�U�L�H�G���D�E�R�X�W���L�Q���W�K�H���L�Q�W�H�U�Y�L�H�Z�V���D�Q�G��when reading through them 

afterwards. The worry was good. Complacency and apathy are my worst fears - not worrying 

creates sloppiness and things get missed, or mistakes happen. That is something I have 

become familiar with in my professional practice. �,���K�D�G�Q�¶�W���H�[�S�H�F�W�H�G���L�W���W�R���F�D�U�U�\���W�K�U�R�X�J�K���L�Q�W�R��

my research role, so I welcome that feeling as it keeps me safe and honours my responsibility 

to those I work with. Other factors contributed to my experiences during the interviews. I was 

surprised to feel an unexpected response of anxiety, and nervousness about how I would 
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navigate the complexities of conducting interviews that involved a sensitive and complex 

topic I know well. This was especially heightened as I prefer to conduct what I consider 

crucial conversations in person, and so I experienced a strong sense of disappointment that 

for many interviews I would not be able to be physically present. I realised that I really enjoy 

and engage well when I can experience the whole event and connection, the body language, 

the nuances, the gesticulation, the things that sometimes I see that we lose as part of the 

technological approach. As I thought about this, I reflected on the act of interviewing and 

considered why the approach to these interactions mattered to me so much, especially in the 

context of research and qualitative inquiry. Mezirow (1990) provided an answer to the 

question as to the discursive nature of interviews: �³�Whe process of making a new or revised 

interpretation of the meaning of an experience, which guides subsequent understanding, 

appreciation and action�  ́(Mezirow, 1990, p 1). This perhaps highlights my worry that I 

would fail in my ability to gain an understanding and appreciation of what matters to the 

participants, and subsequently, I would not be able to do justice to their experiences. My 

critical self, the hidden part of my personality that is not shown to others (Saxena, 2015), 

featured prominently in the emotional preparation for interviews, particularly as I was known 

to some participants. I felt somewhat protected by the passing of time. I felt it provided me 

with a period of ignorance of their activities and political issues with fewer overt 

�R�S�S�R�U�W�X�Q�L�W�L�H�V���W�R���I�R�U�P���D���E�L�D�V���W�R�Z�D�U�G�V���S�D�U�W�L�F�L�S�D�Q�W�V�¶���Y�L�H�Z�V�����H�V�S�H�F�L�D�O�O�\���D�V���,���F�R�Q�V�L�G�H�U�H�G���W�K�H���V�W�D�W�X�V��

and roles of those interviewed and the reality they would have of their own perspectives of 

their experiences. I was alert to potential data integrity issues when interviewing individuals 

with whom we have a familiarity (McConnell-Henry et al., 2010). Familiarity, I felt, is an 

interesting term�² to be familiar with someone is to know them in a specific context, but 

familiarity is also key to insider research. By definition, insider research requires some 

understanding and familiarity with the topic being researched, but this also presents the 

researcher with important ethical considerations (Costley et al., 2010). My approach to 

familiarity is to embrace it�² be prepared to acknowledge the relationship, reciprocate, and 

share the conversation but also to remain authentic and focus on the purpose without 

becoming distracted or leading the participant. My experience of interviewing is that some 

participants very occasionally would refer to me, as they knew of me in past roles. These 

comments were applied as they used their memories to describe their thoughts. It is, in my 

view, impossible to bracket every aspect of an interview that in many ways depends on the 

very familiarity that enables me as the researcher to have access to what I consider privileged 

informant information. Privilege in the sense that, without former relationships, there is little 
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or no basis for trust and reciprocity; reciprocity being such a crucial aspect of co-

construction. I think of co-construction as being bilingual in some ways - the fluidity of 

interaction between two individuals, each having unknown thoughts but being able to 

intuitively connect and search each interaction to help create links and make sense of each 

�R�W�K�H�U�¶�V���S�H�U�V�S�H�F�W�L�Y�H or experiences. When one can move fluidly within a subject, easily, and 

without awareness of transition between differing environments, or perhaps that is how I see 

the essential aspect of co-construction in this relationship and what makes me able to be 

present and useful during the interview. I had to work hard to achieve the cognitive challenge 

of being present and contemporaneously aware of roles during interviews. I found myself 

scribbling keywords, fearful that I would forget why these words mattered, and then realising 

that for many participants, this was their opportunity to share their experiences because they 

felt comfortable and safe to do so. Post-interview, I would do a very personal debrief. Partly, 

this personal internal debrief enables me to consider how I have attended to the ethical and 

personal aspects of the interview and whether I have been overly familiar or distant. Kahuna 

(2000) suggests that researchers have a responsibility to find a balance between nearness and 

remoteness to avoid the risk of going native, which should always be the front of mind for the 

researcher (Kanuha, 2000). I then questioned my understanding of �³going native�  ́and what 

that means for me. I found it quite tricky to know when one has �³gone native�  ́because I 

�G�L�G�Q�¶�W���W�K�L�Q�N���E�H�L�Q�J���G�L�V�W�D�Q�W���Z�D�V���X�V�H�I�X�O�����D�Q�G���W�K�R�V�H���S�D�U�W�L�F�Lpants who knew me would find this 

discordant with how they had experienced me prior to this study, and I would find it 

uncomfortable trying to change my approach during such a significant conversation. I saw 

this as the power of co-construction�² all participants, including myself, move between being 

the researcher and at times a contributor. We each spoke the same language and whilst we 

had very different experiences and roles, we were working within the context of our 

background and practice environment. Distance would have changed the rapport, the flow, 

and the experience of being in �R�Q�H�¶�V element, or as I often say, in the moment. I eventually 

embraced my pre-interview anxiety and I achieved some insight by considering my career 

and how I have used anxiety as an indicator of my self-confidence and also as a safety net. 

Anxiety is my messenger and I listen carefully. Why anxiety and not excitement I have 

wondered? Some say anxiety and excitement are the same neural pathways, but for me, 

anxiety is the shadow aspect of myself. The part that keeps me alert to my active imposter 

syndrome. 
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Such doubts kept me company throughout the period of conducting interviews. The personal 

transcribing of interviews is an experience that provides an opportunity for further reflexive 

thinking - post-interview reflexivity. It provides some self-insight listening to how I navigate 

interviews. �,���K�D�G�Q�¶�W���I�D�F�W�R�U�H�G���L�Q���K�R�Z���V�L�J�Q�L�I�L�F�D�Q�W���W�K�H���L�G�H�D���R�I���I�U�H�H���W�H�[�W���L�V���I�R�U���W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V��and 

I compare this to answering a satisfaction questionnaire. The boxes get ticked but the free text 

part is where the real issues or opportunities are mentioned. I had over the years of my career 

always asked, �³Anything else?�  ́at the end of interviews. It signalled the interview was ending 

and enabled the participant to ask their questions - a straightforward interaction. In this study, 

I changed the question to, �³What else should I have asked you about today, and what should I 

think about when I read your interview?�  ́This question I found to be transformational. The 

learning for me as a practitioner by asking that question is that freedom to speak is 

profoundly liberating. In some transcripts, this component of the narrative became key to 

understanding the real issues that were on the minds of participants. The impact changed the 

interaction and added real depth to the content of the interviews; it was metamorphic. My 

practice has changed as an immediate effect of this realisation as the interview became about 

what mattered to the participant, my role was to capture this as part of the co-construction 

process. In some ways, I feel this shifted my sense of where I was positioned relative to the 

participant contribution�² it felt respectful, safe, and authentic. I spent time reflecting on 

whether being authentic means something different in an academic sense and my conclusion 

is that this is a paradoxical question. Authenticity is fundamental in establishing open and 

sharing relations based on trust and reciprocity. There was no question in my mind that I was 

placed in a position of trust and I remained very aware of this privilege. When they provided 

feedback on some of their transcripts, some participants expressed surprise, and some, 

embarrassment that they talked so much and had shared their experiences so openly, 

however, no one withdrew from the study. Co-construction created the environment for me to 

achieve, for the participants to share, and for us to converse from mutually constructed 

dialogue. I became aware that the interview experience was a change agent for some 

participants.  The dialogue was as important to them as it was to me as we both experienced 

new-found insight. Ultimately, I experienced this as an act of reciprocity, sharing, and 

remaining open to others�¶ perspectives as we co-constructed our conversation. (Bryan, 2016). 

What was the relationship and the influence of my past in this co-construction of my 

interviews? in this study, I felt less qualified than many of those interviewed because perhaps 

�P�\���G�H�J�U�H�H���Z�D�V�Q�¶�W���D�V���K�L�J�K���D�V���W�K�H�L�U�V�� however, qualification does not mean I was not an 
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experienced professional with influence, power, and agency, and for the majority of 

participants, they would have worked with me when I was a senior practitioner, albeit in 

different contexts. For some, it was a peer relationship. Others were executive colleagues, 

and some were professional colleagues, collegial without any direct formal authority or 

structural power between us. Our spheres of influence were vast, and so I recognise that it is 

by virtue of the professional relationship I was able to conduct this study. Did the past 

relationship influence my co-�F�R�Q�V�W�U�X�F�W�L�R�Q���R�I���G�D�W�D�"���,�W�¶�V���D���J�R�R�G���T�X�H�V�W�L�R�Q���± one that requires a 

deep and retrospective reflection of how I experienced the past relationships (if there was 

one). One of my realisations, as I commenced this study, is that I never imagined a future 

whereby I interviewed past colleagues about sensitive, personal accounts of their experiences 

as they interacted within their areas of expertise. My relationships were very work-focussed, 

and I knew very littl�H���D�E�R�X�W���W�K�H�P���D�W���D���S�H�U�V�R�Q�D�O���O�H�Y�H�O�����,���K�D�G���P�\���R�S�L�Q�L�R�Q�V�����D�Q�G���,�¶�P���V�X�U�H���W�K�H�\��

had theirs, as to whether I respected them, or whether I agreed with their political perspective, 

or whether we differed. I saw that as a necessary skill set for working at the executive and 

board level, but I now see that I never actually considered whether that swayed or influenced 

my action or omission as a consequence. I was what I describe as consequence-focussed, and 

I know I was considered an individual with a strong professional focus. I worked hard to 

understand all aspects of a situation and could be challenging, if need be, �E�X�W���,���Z�D�V�Q�¶�W��

untrustworthy and I was open to debate and I hope that is what participants recalled when 

they said yes to my study. As I reflect on the interviews, each had its tone and sensitivity 

relative to the past work relationship. I noted earlier that I was surprised at the candidness of 

the conversations. I see this willingness to meet on equal terms as a reflection of a good and 

mutually respectful relationship. Did I become influenced by aspects of particular interviews? 

Certainly, there were aspects of some interviews that were surprising, but this enriched the 

conversation and added to the depth, and it alerted me to less overt aspects of other 

interviews that may have been slightly oblique or more nuanced but essentially carried the 

same trait or behaviour I had been alerted to. What �,���K�D�G�Q�¶�W���D�Q�W�L�F�L�S�D�W�H�G���Z�D�V���W�K�D�W���H�Y�H�Q���W�K�R�X�J�K��

candid and unexpected information arose, there was a declared need for safety that 

accompanied these disclosures, and so it felt almost like a confessional in those moments. 

That is what I felt was most influential on my interview co-construction. I realised that our 

professional relationship was viewed as a past event and the current research relationship was 

a different lens of being safe and anonymous, which I think meant that I was trusted.  
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3.17 Summary 

In this chapter, I have discussed my positionality as an insider researcher. I have considered 

the impact of my relationship with participants and how I attended to the ethical 

considerations that insider research creates. Understanding the complexities associated with 

insider research has enabled me to be prepared to assess and mitigate concerns should any 

arise during the study. I have discussed my choice of Qualitative Descriptive Analysis using 

selected grounded theory methods, my rationale for the use of semi-structured interview 

questions and justified my choice not to use focus groups. I have explained the participant 

recruitment process. I have outlined the eligibility criteria for the participants. Reflexivity and 

co-construction during the interviews are the final section of this chapter. 

In the following chapter, I describe the demographics of the participant group. This is 

followed by the analytical and coding process, the theoretical sensitisation and sampling 

aspects of the process. I then introduce a discussion about rigour and validity of the analysis 

�R�I���W�K�L�V���V�W�X�G�\�¶�V���G�D�W�D�� 
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Demographics, Coding and Analytical Process 

In this chapter, I introduce the demographic information and process of analysis applied in 

this study. The following areas will be discussed beginning with the participant 

demographics. This is followed by information about the transcription coding process and 

subsequent coding with relevant examples. I then follow with theoretical sensitisation, 

theoretical saturation, and then discuss how I determined the themes and findings as an 

outcome of the analysis. This is supported by a commentary on credibility, transferability, 

dependability, and confirmability, followed by a summary. 

I approached eight organisations within the rural and primary healthcare environment in the 

South Island of New Zealand. This initial approach via the chief executive of each 

organisation achieved a response from six interested participants. An additional five 

participants were recruited by individual invitation. In total, eleven participants took part in 

the research study.  

Three additional interested participants who declared an interest in participating were 

eventually unable to commit to the research owing to the interruption of the Covid-19 

pandemic response. This did not impact the overall research study as I determined that 

sufficient data had been collected before considering further recruitment of participants to 

achieve the required rigour in research justification. 

I was known professionally to nine of the eleven participants.  
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4.1 Participant Demographics 

Table 1 Participant Demographics. 

Gender Age Ethnicity  Placement Discipline Years 

Experience 

Dual role 

Governance 

Male  60+ NZ 

European 

Urban Medicine 20+ No 

Male 60+ Other 

European 

Rural Medicine 

/Governance  

20+ Yes 

Male 60+ NZ 

European 

Rural Governance 10-15 No 

Male 60+ NZ 

European 

Rural Governance 20+ No 

Male 60+ NZ 

European 

Urban  Medicine 20+ No 

Male 40+ NZ 

European 

Urban 

Rural 

Governance 10-15 No 

Male 60+ NZ 

European 

Rural Medicine 20+  No 

Male 60+ NZ 

European 

Urban Governance 20+ No 

Female 50+ NZ 

European 

Urban/ 

rural 

Management 

Nursing 

20+ No 

Female 60+ Other 

European 

Rural Management 10-15 No 

Female 50+ Other 

European 

Urban Nursing  20+ No 

 

Participants were aged 40 years or older, three females and eight males. 

Three participants identified as Other European and eight as New Zealand European.  
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Three participants had ten to fifteen years of subject experience, and eight participants had 

greater than twenty years of subject experience. Five participants were rurally based, four 

urban and two worked in both urban and rural practice. Not all participants were actively 

engaged in employment as some had recently retired. 

Professionally, four aligned with medical (general and rural practice,), one as nursing (senior 

nursing leadership), two as management, CEO level, with a nursing background, and four as 

governance (PHO, ex DHB, Rural Hospital Community Trust). One participant declared a 

dual role of health board governance directorship and medicine. All had significant career 

backgrounds and demonstrated a working knowledge of health board governance, clinical 

expertise, leadership within healthcare organisations, including experience and understanding 

of the clinical governance environment. I therefore considered them eligible participants.  

Elaborating further on eligibility to participate the following provides a brief synopsis of each 

participant's experience and practice context: 

Participant A: Chief Executive of a large primary provider service that employs/contracts 

multi-disciplinary health providers to deliver primary health services. Allied health 

background. Active engagement in health governance board and clinical governance 

leadership. C�R�Q�W�U�D�F�W�V���Z�L�W�K���P�D�L�Q�V�W�U�H�D�P���D�Q�G���0�—�R�U�L���R�U�J�D�Q�L�V�D�W�L�R�Q�V�����$�F�W�L�Y�H�O�\���H�Q�J�D�J�H�G���L�Q���O�H�D�G�L�Q�J��

the Covid-19 community pandemic response. Career 15 years plus. 

Participant B: Governance Director. Allied health background. Career dominated by 

governance directorship in healthcare and commercial organisations. Chairman of a large 

District Health Board. Experienced in governance of primary health sector organisations and 

governance of rural trust hospitals. Career 30 years plus.  

Participant C: Medical practitioner. Primary health care, based in a rural trust hospital that is 

community owned. Expertise as a joint clinical staff member as well as a governance board 

director of a rural trust hospital. Governance director on a large District Health Board 

Academic clinical teaching role at a tertiary institution in general practice. Actively engaged 

in responding to Covid-19 in the rural sector. Has experience internationally in other health 

systems. Career 40 years plus. 

Participant D: Governance Director. Non-clinical background, PhD. Governance experience 

in the primary health sector, rural hospital sector, education sector, and the health 
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professional regulatory authority sector of New Zealand. Actively engaged in continued 

governance roles. Career 20 years plus. 

Participant E: Chief Executive of Rural Trust Hospital. Quality systems expert in healthcare 

within New Zealand and internationally. Active participant in governance directorship in 

private healthcare. Responsible for clinical governance leadership. Recognised leader within 

the rural sector and primary healthcare sector of New Zealand. Internationally experienced in 

quality systems. Actively engaged in Covid-19 response. Career 30 years plus. 

Participant F: Specialist medical practitioner. Public and private practice. Past senior 

academic at a tertiary institution, including deanship. Past Chairman of a health professional 

regulatory authority. Experience of governance directorship in private healthcare institutions. 

Not involved in Covid-19 response. Career 35 years plus. 

Participant G: General Practitioner rural/urban. Senior teaching academic with a specialty 

focus on primary and rural medical and nursing research. Familiar with the primary health 

sector and primary health organisation processes. Actively engaged in responding to Covid-

19 in the primary sector. Career span 30 plus years. 

Participant H: Nursing leadership at two district health boards, one rural, and one tertiary. 

Expertise in clinical governance implementation and managing major projects related to 

quality outcomes and systems. Nursing representative at national leadership forums. 

Experienced health governance board participant. Active role during Covid-19 response. 

Career span 20 plus years. Retired. 

Participant I: Nursing background. PhD. Chief Executive of Rural Trust Hospital. Prior 

experience in leadership of District Health Board satellite services in a rural areas of New 

Zealand. Experienced in both provider/purchaser functions of district health boards. 

International experience in healthcare and education. Active engagement in response to 

Covid-19. Career span 30 plus years. 

Participant J: Specialist rural medical practitioner. Rural Trust Hospital. Clinical governance, 

Leadership responsibility. Joint clinical teaching and research position with tertiary 

institution. Active engagement in response to Covid-19. Career span 30 plus years. 
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Participant K: Nursing background. Former Chief Executive of National Health Service 

Foundation Trust (UK). Past Chief Executive of a regional district health board in New 

Zealand. Prior governance directorship experience. Clinical governance advocate and past 

leader of quality initiatives within New Zealand and the UK. Career span 30 years plus. 

Retired.  

4.2 Data Analysis 

Qualitative Descriptive Analysis (Sandelowski, 2000) and selected grounded theory methods 

(Charmaz, 2014; Glaser & Strauss, 1967) guide the analysis of this study. The constructivist 

approach  analyses the participant data and incorporates aspects of the researcher as a co-

constructor of the data. Co-construction requires the researcher to develop questions about 

the data as it emerges, thus guiding the direction of future research questions to obtain rich 

and insightful information (Charmaz, 2017; Sandelowski, 2000)). Achieving this requires 

adherence to the fundamental concept of initial purposeful sampling and systematic 

concurrent analysis of data to inform future sampling questions. The key activity is to analyse 

the data as soon as possible after collection and before moving to the next data source (Birks 

et al., 2019; Sebastian, 2019). The constructivist approach acknowledges that the 

epistemology and ethnography of the researcher are active in identifying areas of 

relationships within the data for future exploration and that the final theory is a co-

construction of knowledge formed between the researcher and the data ���2�¶�&�R�Q�Q�R�U���H�W���D�O������

2018).  

4.3 Analysis of Participant Position on Co-construction of Data 

The majority of the participants were what may be described as a homogenous group of key 

informants recruited by purposive sampling (Ilker et al., 2016; Patton, 2015). Key informants 

provide the specific area of expertise required to answer the research question; however, this 

may reduce the possibility of outlier or variable sources of information that would add a 

unique perspective and experience of the phenomena being studied. Patton (2015) suggests 

that though there is bias involved in purposive sampling, it is likely that views or experiences 

will emerge that provide a comprehensive understanding of the phenomena under study. This 

is an intended consequence of selecting individuals with specific knowledge. In some 

instances, their views may also be known to the researcher which can create an element of 

collusion, closeness, and lack of objectivity (Kanuha, 2000). In this study, as part of the 
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recruitment process, I also recruited two participants that I considered convenience sampling, 

and this was based on my intention to recruit individuals with sector knowledge that I did not 

know in previous work relationships. This provided an opportunity to select participants with 

potentially different experiences of the phenomena studied and therefore reduce potential bias 

in the sample group owing to the random nature of selection (Ilker et al., 2016).Reflection on 

whether my sample group of participants influenced my co-construction of the data 

highlighted both the aspects of closeness and distance discussed by Ilker (2016). My purpose 

was to explore the experiences of health board governance directors, clinicians, and policy 

staff as they engaged in clinical governance activities. Thus, because of the specific topics I 

was researching I required a specific audience to participate in the study. One of the 

challenges with purposive sampling is that this requires judgement by the researcher as to 

whether individuals selected are qualified or competent to contribute to the data (Godambe, 

1982). Competency of participants in this study is described earlier in the demographics 

section proving professional attributes and qualifications that fit the key informant 

requirements. What is not able to be described, or could be known until the actual interview, 

is whether participants were reliable as key informants, meaning are they able to provide 

honest and truthful insights, this being dependant on their level of comfort with the topic and 

how it is explored (Godambe, 1982). This aspect is where the relationship between 

participant and researcher brings together their respective contribution to the interview - the 

participant sharing their experiences (which the researcher cannot know or predict), and the 

researcher using their connection to make sense of what has been shared by engaging in 

clarifying and exploring the narrative with the participant.  

The section on my experience of co-construction (see pp 75-82) provides my insights related 

to interviewing participants that were known to me, albeit in a different role and some years 

earlier. My experience of these interactions are shaped in a variety of ways, and as I 

described, there are advantages and disadvantages to former relationships and familiarity. 

Achieving rich and deep data in qualitative enquiries relies signficantly on the ability to 

create rapport and ease in conversation, without which the experience is less satisfying and 

somewhat superficial; I described shades of this in the reflexivity discussion when 

interviewing those I did not know professionally (see pp75-82). What is not overt within the 

interview scenario is the role that power and authority play, whether that be positional status 

or expert knowledge during prior relationships, in both participation and interaction. All of 

the participants in this study, myself included, had various experiences within highly 
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influential and powerful positions. Not just hierarchical power within an organisational 

structure, but for some, political power and statutory power in some instances, and relational 

power within the spheres of influence that each of us held. These factors were mainly silent 

in the interviews. It was not overtly discussed, nor did it need to be. With hindsight, and since 

I have acquired insight considering the unique and candid sharing of information from this 

participant group, I have reflected on the hidden aspects of our professional lives; what we 

�G�R�Q�¶�W���V�K�D�U�H�����Z�K�D�W���Z�H���F�K�R�R�V�H���W�R���Z�L�W�K�K�R�O�G, and why we do so. This realisation has enabled me 

to reconsider how positionality during professional relationships influences what is shared 

and what is withheld, and with the insights gained from this study, why this matters in our 

professional relationships. From a political perspective, I was very aware of these sensitivities 

and also that if I had been in a working relationship as opposed to a researcher role, probably 

these interviews may not have occurred. It is this shift in roles that afforded access to the 

participants as there is distance created by the passing of time that removes the anxiety of 

sharing truths. Perhaps it is a safer environment when there is physical distance and a low 

likelihood of working relationships being reformed. I am not sure I would have achieved the 

same depth in interviews had I been a current colleague and so the reframing that we each 

processed at the commencement of interviews enabled a degree of separation. A question that 

I have touched on in my reflexivity commentary is whether there were critical influences that 

occurred as part of past relationships. Is my research influenced by these relationships 

therefore biasing my focus and results? Did I favour some interviewees over others? Did I 

treat all data equally? What did I ignore, or not acknowledge, and were these exclusions 

biased? Should I have used a different approach to reduce the opportunity for bias? I have 

attempted to address these questions candidly in the co-construction reflexivity discussion 

and the strengths and weakness section of this study, however, I am certain there are missed 

opportunities to improve or reconsider aspects of this study from a different perspective, 

opportunities that have only become apparent with the passing of time and the conclusions 

reached.  

4.4 Coding the Transcription Data 

Transcriptions were produced in the days following each interview. This enabled an 

improved recall of the interview and provided me with an initial perspective on the data. A 

pause occurred whilst participants took time to check their transcriptions. Confirmed 
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transcriptions were de-identified, and an alphabetical code was applied before coding began 

(see Appendix 1.7). 

I chose to use selected methods from grounded theory (initial coding and intermediate 

coding, memos) and apply concurrent analysis of the data assisted by the use of memos. 

Theoretical sensitivity to the data, as it emerged, enabled the comparison of relationships and 

themes and subsequent coding. To add rigour to the research, I supported my analysis and 

subsequent findings by accessing academic literature to support or challenge the data that I 

co-constructed (Birks & Mills,  2015; Bruscaglioni, 2016, Sebastian, 2019). 

Initial coding was the first phase of analysis. This involved reading each line, sentence, or 

paragraph to identify what was emerging in the data. I chose to use coloured highlighters to 

ensure that I used a systematic approach. 

Figure 1: Example of transcript analysis. 
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In Figure 1, as shown in the example above, a purple highlighter was used to highlight an 

early code of people-related narrative. I then transferred the code of people to my notebook 

coding page and highlighted it purple. (See Appendix 4.1 as an example of transcript coding). 

Next, I re-considered the narratives highlighted in the transcripts to identify what aspect or 

activity or event occurred in the transcript. This formed my initial coding, providing deeper 

detail to the analysis. 

Figure 2: An example of initial coding. 

  

Figure 2 demonstrates the completed phase of initial coding enabling me to identify what I 

saw as the nature or topic of what was being described. This process involved looking beyond 

the initial preliminary code to identify what the data represented. So, where the initial code 

indicated P/ Rel, (people/relationship), the next code as an example could be �³integrity� ,́ thus 

P/Rel-Integrity (people/relationship/integrity). This process was repeated for each subsequent 

interview, building on the emergent data.  
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Figure 3: An example of intermediate coding. 

 

 

Selected methods of the grounded theory approach I chose include the production of memos 

and the application of theoretical sensitisation, the aim being to note patterns and 

relationships, or differences, and to identify areas to probe in future interviews to aid data 

sampling decisions (Birks & Mills, 2015). I achieved this in a variety of ways, some I 

consider messy and unstructured (yellow stickies, faded, and lists of notes shown in 

Appendix 4.6). I also mapped the narratives as mind maps, and these were an essential 

component of the intermediate analysis that I conducted (see Appendix 5.1 �± 5.19). This is 

not to say memos are unhelpful, but I found there is a degree of abstraction necessary in 

looking at this data, and mind maps helped me conceptually to achieve this phase of 

intermediate coding. Overlap in the data concepts provided some complexity, but it also 

clarified how significant the identification of relationships and patterns is to qualitative 

descriptive analysis process. To elaborate on the process of transcript analysis as described in 

figure 1, example of transcript analysis (see p 88) and figure 2, example of initial coding (see 

p 89), the mind maps I created were representative of an individual interview transcript. The 

transcript analysis process example in Figure 1, example of transcript analysis (page 88) 

contained 14 pages of narrative. The mind map created for this interview consists of the 

following two pages of my mind map of the transcript analysis in Figure 4, an example of 
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mind mapping (see p 91). Mind maps assisted with refining the intermediate coding in Figure 

3, example of intermediate coding. (see p 90). 

Figure 4: An example of mind mapping  
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This process informed my thinking about patterns and relationships and enabled access to the 

data in a variety of ways, which I found helpful when drawing together the emergent 

concepts and themes. Also, this process, supported by my intimate relationship with the 

transcript data, assisted with establishing theoretical sensitivity to the data. 

Theoretical sensitivity is the ability to recognise elements that have relevance to emerging 

theory (Birks et al., 2019) and played an important part as I navigated the data. However, the 

data identified areas that were unexpected which added to the depth of data and posed new 

perspectives throughout the analysis. For example, early interrogation of the data (figure 5, 

example of early interrogation of the data, p 93) created questions as shown in Figure 5; this 

process enabled a deeper focus during future interviews.  
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Figure 5: An example of early interrogation of the data.

 

As a final stage of comparison and analysis of the data following the initial and intermediate 

coding process, I re-aggregated aspects of the data to connect codes and form themes and 

sub-themes. The purpose of this intermediate coding was to identify the when, where, why, 

who, how, and with what consequences (Charmaz, 2006). Initially , I grouped data within four 

themes (see Appendix 4.4) but reconsidered whether these themes' �³labels�  ́were 

representative of the essence of the data. I went back to the data sources again, eventually 

deducting that to describe the consequences of the data, the themes needed to deeply describe 

the data, and this re-look evolved as three core themes informed by many sub-themes that 
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when viewed together described the essence of the data captured. These themes are 

demonstrated below in figure 6, core themes following revision of data with sub-theme 

codes. 

Figure 6:Core themes following revision of data with sub-theme codes. 

 

The data in its entirety represented much more than three sets of themes This was emphasised 

by the overlapping codes and my need to untangle these relationships through the process of 

deduction and abduction. This was lengthy and involved a good deal of thinking and 

interrogating the data, but it was experienced as compelling because I needed to look across 

and into the data, immersed would describe this experience. This was how I used the coding 

and my co-construction to make sense of the whole picture of what I had discovered. At this 

point, I created a hand-drawn diagram representing the essence of the analysis process as 

shown in Figure 7, my big-picture mind map (see p 95 and also Appendix 6). 
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Figure 7: The big picture mind-map. 
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4.5 Theoretical Sensitivity and Memos 

My intention was to use theoretical sampling, however, I did not achieve this due to 

constraints as a consequence of Covid-19.Theoretical sampling aims to fulfil the process of 

pursuing �³specific information that arises during analysis in a grounded theory study�  ́(Birks 

& Mills, 2015, p.181). Thus, my application to theoretical sensitivity became important as I 

reviewed and analysed data to identify areas for further inquiry. I supported this process by 

the use of memos (see Appendix 4.6). I did not need to recruit additional participants as part 

of this process. I also returned to the existing data repeatedly to compare what had occurred 

earlier, and in what context to assess relationships and patterns, thus enabling concurrent 

analysis of the data.  

4.6 Theoretical Saturation  

Saturation is associated with rigour in research (Morse, 2015b). Theoretical saturation is 

satisfied when additional data does not provide additional insights, or add to the emergent 

theory (Charmaz, 2006). Meaningful saturation occurs as the researcher interprets the data as 

not only the regularity of occurrence but also the context and conceptual interpretation that it 

represents (Hennink et al., 2017). In this study, as themes emerged, they were iteratively 

incorporated into future interviews as demonstrated in the individual mind maps that were 

produced as each interview was considered (see Appendix 5.1 �± 5.19). The mind maps 

provided a picture of the emergent patterns but also provoked questions of relationships and 

behaviours as events became apparent within the narrative analysis. I considered these mind 

maps an essential component of my analysis process. This process enabled deeper inquiry 

and exploration of the concepts to assist with constructing a view of what the relationships 

and concepts within the data were revealing (Sandelowski, 1995). The mind maps assisted 

me in seeing the characteristics of the data relative to the context of where and when specific 

characteristics emerged. This clarified the relationship and effect, but it also showed me 

patterns of behaviours in different contexts. This aided my understanding of the data from 

different perspectives, which became helpful owing to the breadth of data emerging.  

One of the challenges in this study, which I have since considered more deeply by reading 

Morse (2015b), was to know when information describing the events that led to the category 

formation had become saturated, and it was this question that mattered to me especially when 

I looked at those aspects of the data that were not so evident in the majority of interviews. 
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The question I asked myself was how would these change the context of what I was seeing in 

the main essence of the data, and should I include these, and if I did, would that change the 

data substantively that stood out in its various patterns? I concluded that no two events or 

situations were the same, but those that had characteristics that drew the data towards or into 

the emerging theme are what I experienced as sufficiency or saturation of the data (Morse, 

2015a).  

Reflecting on immersion in the data, I found it to be an interesting personal experience. The 

�S�U�R�F�H�V�V���R�I���K�H�D�U�L�Q�J���D�Q�R�W�K�H�U�¶�V���Y�R�L�F�H�����W�K�H���L�Q�I�O�H�F�W�L�R�Q���D�Q�G���H�[�S�U�H�V�V�L�R�Q�V, the connection, and then 

the rational typing and reading of transcripts along with the bracketing of information that is 

outside of the research inquiry. The reading and coding of what represents the essence of a 

�S�D�U�W�L�F�L�S�D�Q�W�¶�V experience, the standing back from the data, interrogating the obvious, looking 

for the less obvious, creating sense out of multiple experiences that mattered to the 

participants. Finally drawing it together into a structured set of codes and themes is quite an 

extraordinary experience. I have considered whether I have done justice to the contribution of 

the participants. Was I fair and accurate, able to be present within the interaction, recognise 

my biases and deal with them? Have I attended to my responsibilities as the researcher, and 

used the data to authentically represent what I constructed from the whole? Have I conveyed 

the participant's voice in a way that is representative of the multiple experiences conveyed, 

and if I have, does it resonate with others?  

I determined, after considering what saturation represents in this study, that I had analysed 

and considered characteristics and events that cumulated sufficient information to provide 

validity to my categories (Morse, 2015a; Sandelowski, 1995).  

4.7 Identification of Themes and Emergent Theory 

Initial and intermediate coding, theoretical sensitivity, memos, and identification of final 

themes enabled distinct stages in the coding process to work with the emerging information. 

The process of concurrent comparison provided a back-and-forth process to enable an 

improved conceptual understanding of the emerging data. The coding stages provided a very 

broad set of data with an overlap of concepts and codes between themes. This overlap of 

concepts was an essential characteristic that eventually enabled me to connect the emergent 

patterns as themes. The themes tell the evolving experience of the factors that in this study 

decrease the ability to optimise engagement. The emergent theory in this case becomes 
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apparent when the question of why this is happening is asked of the data in its entirety. The 

answer to this is discussed in Chapter 8.  

4.8 Credibility, Transferability, Dependability and Confirmability 

Rigour in qualitative research requires me to demonstrate criteria of trustworthiness in how 

the research process and analysis were applied, and conclusions reached. Trustworthiness of 

qualitative research equates to rigour described as truth value, applicability, consistency and 

neutrality (Lincoln & Guba, 1986). Rigour in qualitative research is required to demonstrate 

credibility, transferability, dependability, and confirmability if it is to be judged trustworthy 

(Guba & Lincoln, 1994, p.114). The overall aim is to demonstrate dependability, meaning 

that a systematic process has been followed, and authenticity that demonstrates the researcher 

has applied a reflexive approach to their perspective and to that of others in a way that is 

considered fair (Patton, 2015).  

In this study, credibility is demonstrated by assessing whether inferences are �³accurate and 

well-founded�´��(Polit & Beck, 2012, p.745). The question is whether the phenomena as it is 

presented can be recognised by others, whether the research appears truthful, and whether the 

research findings are plausible based on the analysis processes (Sandelowski, 2000). Also, is 

the research expressed in ways that make sense to those who may have experienced the 

phenomena? Assessing qualitative research is challenging as it is subjective and represents an 

�L�Q�G�L�Y�L�G�X�D�O�¶�V���V�S�H�F�L�I�L�F���H�[�S�H�U�L�H�Q�F�H���W�K�D�W���F�D�Q�Q�R�W���E�H���U�H�S�O�L�F�D�W�H�G���E�\���D�Q�R�W�K�H�U (Sandelowski, 1986, 

1993), and so the issue of credibility is about describing and demonstrating the process of 

analysis and how the research outcomes are described and written. 

Dependability and confirmability focus on whether the research is reliable. Can the research 

be repeated and produce the same results? This is of course challenging when qualitative 

research is conducted and often elicits commentary that it is not possible to repeat the 

findings because of the inductive phase of data analysis. Morse (2015a) posits that replication 

of a project is unnecessary and undesirable in qualitative research. This presents a dilemma as 

to the assessor being able to determine the worth of the qualitative research as the 

relationship between those contributing to the research and the researcher is subjective which 

is considered a threat to validity (Sandelowski, 1993). This can be addressed by ensuring rich 

and thick data is accessed, this being dependent on thoughtful and theoretical selection of 

participants and sample size (Morse, 2015b). In this study sample size was determined by 
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constantly comparing data and application of theoretical sensitivity, the sample size is 

directly linked to the substance and quality of the emergent data (Patton, 2015). Furthermore, 

this study provided a complex picture of the phenomena studied as evidenced by the process 

of coding and memos collated throughout the research process. My ability to engage with the 

participants because of our common understanding of the over-arching topic enabled the 

sharing of rich information. This information was able to be expressed descriptively in the 

data findings and supported by the multiple codes and themes documented during the 

analysis process.  

Transferability applies to the degree that the results of this study can be transferred to other 

contexts or settings, or similar groups, and elicit a similar outcome (Tobin & Begley, 2004). 

My research design utilised purposeful sampling to enable access to the thick descriptions to 

inform my study (Morse, 2015a). The additional application of theoretical sensitisation and 

key informant selection contributed to the quality of the data collected (Patton, 2015). Given 

the distinct, but related disciplines of the participants involved in this qualitative research, 

transferability of the research findings is possible but would not be able to be replicated 

owing to the co-construction nature of the research outcomes (Anney, 2014). 

4.9 Summary 

This chapter has introduced the demographic data and the analytical process applied within 

this qualitative descriptive analysis study. I have described the approach I took to access 

information-rich data sources, described the process of transcription and coding of that data, 

and how I arrived at my construction of themes. I have followed this by discussing the rigour 

applied to conducting this study and I have provided data examples to support my process. 

Additional comprehensive data is available within Appendix 4, 5 and 6 to elaborate on the 

processes applied. 

This study identified three themes that represent the findings of this study. In Chapter 5 you 

will read about the role of Trust and Receptiveness and why this is important to the 

participants in this study. Chapter 6 introduces the role of Power and Voice within the clinical 

governance environment, and Chapter 7 provides a variety of perspectives that represent the 

findings of the Clinical and Governance theme. 

I have presented the following chapters in two sections, the findings based on the participant 

narrative, followed by a discussion section. The discussion section incorporates scholarly 
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literature of relevance to the defined themes to assist with understanding the connection 

between the data and current theory.  
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Theme: Trust  and Receptiveness 

This chapter presents the first theme, Trust and Receptiveness. Presented in two sections, I 

provide the findings of the study, followed by a discussion section that explores the concepts 

of trust and receptiveness. The study findings are then explored in the context of current 

scholarly literature to assist in elaborating why this category is significant within the study 

context. In this chapter, I find that trust, and receptiveness are entwined, both dependent upon 

each other to enable the formation of a trusting relationship within the health board 

governance environment. Whilst this study focusses on identifying factors that optimise 

engagement, the findings indicate that receptiveness is the initial determinant in whether one 

chooses to engage. Thus, you will read that participants�¶ prior experiences influence their 

willingness and openness to engage in the clinical governance relationship. Where I have 

quoted from an individual narrative, I have used the allocated anonymous alphabetical 

identifier at the end of the quote in brackets. 

5.1 Findings 

Participants in this study conveyed a strong sense of how relationships influence clinical 

governance interaction, whether around a board table or other forums. Relationships matter to 

everyone; good relationships foster a sense of belonging and pride, whereas poor 

relationships leave feelings of resentment and mistrust. Individuals sounded warm and proud 

as they conveyed a shared sense of belonging to their community. Participants described the 

great qualities of their colleagues and a deep respect for their community. Respect and 

valuing emerged strongly when related to their place with relationships described as open, 

transparent, and sharing. Engagement within their environment was described as a regular 

activity with information sharing being easy, especially in small organisations. The personal 

connection between their team was important. It was clear that they understood their 

environment intimately. All were keen to discuss their clinical governance experience and 

were mostly passionate about sharing their views and opinions. However, there were some 

anxieties about how to safely share their past experiences with these concerns posing a 

potential risk to participants as they made clear to me �³I wouldn't want this in the public 

�D�U�H�Q�D�´����Participant B), and so almost immediately trust entered the conversation.  
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5.1.1 Trust 

Trust within relationships emerged strongly. Trust in the context of the interviews signified 

safety, freedom to speak plainly, freedom to share openly, to be able to debate, to deal 

�F�D�Q�G�L�G�O�\���Z�L�W�K���K�R�V�W�L�O�L�W�\�����D�Q�G���W�R���F�R�Y�H�U���H�D�F�K���R�W�K�H�U�¶�V���E�D�F�N�V�� Participants described trust as 

intrinsic to engagement, �³If trust is lacking, you just can't have engagement. �,�W�¶�V just not 

possible�  ́(Participant B). Intrinsically embedded, sometimes overt, but often hidden, was the 

effect of power on trust in the clinical and governance board relationship. Appearing mainly 

in described behaviours, recalled relationships, and conversations, it was clear that power and 

how it is used impact trust.  

Trust enabled consensus and understanding by talking plainly and dealing with the issues in a 

safe environment. Trust was not just about governance; it applied �³right down the �O�L�Q�H�´��

(Participant F). Trust also signified that another's opinion was of value�² that what they had to 

say mattered and deserved the time to work through the issue. Teamwork requires trust, 

especially where teams are diverse, �³not homogenous�  ́(Participant F). Different skills were 

to be valued and open communication meant that �³we can talk about the things that matter�  ́

(Participant F). Being able to discuss the things that mattered emerged as important to 

participants, and it is here that the participants shared a different perspective of their 

engagement experience when working with agencies external to their immediate work 

environment or within the health boardroom.  

Relations between governance directors and clinicians emerged as a sometimes complex and 

fraught dynamic. This was countered by described positive relationships between governance 

directors and clinical within smaller community-based settings. However, the role of 

clinicians advising governance directors remained a challenge due to the need for incumbent 

lay governance directors to �³be educated�  ́Participant E), creating concern that clinical issues 

of significance may not be well understood. Governors and clinicians experienced this from 

their individual or organisational perspectives and the differing perspectives created 

difficulties that emerged as tension and disconnect.  

Governance directors sometimes felt dominated by clinicians. Clinicians were described as 

powerful�² they had the professional expertise that governors could not legitimately 

challenge, and they were able to cite patient safety as a reason to gain the upper hand known 

as �³�Whe clinician's �F�D�U�G�´����Participant H). Governance directors felt caught in the middle as 
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they faced having to make a choice based on being reliant on the knowledge of clinicians as 

evidenced in this quote:  

�,���P�H�D�Q���L�I���W�K�H���G�R�F�V���V�D�\�����L�I���\�R�X���G�R���W�K�L�V�����R�U���\�R�X���G�R�Q�¶�W���G�R���W�K�D�W���V�R�P�H�R�Q�H���L�V���J�R�Q�Q�D���G�L�H�����Z�H�O�O��

�\�R�X���P�L�J�K�W���L�Q�W�X�L�W�L�Y�H�O�\���W�K�L�Q�N���D�V���D���J�R�Y�H�U�Q�R�U�����\�H�D�K�����E�X�W���L�I���,���G�R���R�U���G�R�Q�¶�W���G�R���W�K�D�W���V�R�P�H�E�R�G�\��

else is gonna die�² it's really hard to argue with that because if you ignore the advice 

and something happens you are responsible, so the power dynamic is quite different to 

a normal commercial organisation (Participant B)  

Clinicians, on the other hand, felt dominated by the governance board. Clinicians saw 

governance directors as powerful, especially related to financial control. Clinicians felt 

frustrated resulting in feelings of the patient not being the priority, and therefore quality of 

patient care or access being affected. It also signalled disrespect for the experienced clinicians 

who deeply understood the services provided and had a strong knowledge of their community 

needs. This resulted in organisations feeling distant from the urban areas and �³on the outer�  ́

(Participant 1). These feelings and experiences emerged when decisions were challenged and 

led to some participants describing the benefit of joint governance and clinical roles. Some 

described joint roles as an advantage as they could understand both perspectives. However, 

what also emerged was their view of the importance of clinical knowledge at the board 

governance table �³What I bring to the table is my clinical �W�L�P�H�´����participant C). Clinical 

representation and behaviour in the boardroom were not always viewed positively, especially 

as so much of the board governance activity is reported by the media with public perception 

strongly influencing the governance decisions. This affected all participants' trust in the 

governance process.  

Public media was described by some as a powerful tool to create further division and mistrust 

between governance directors and clinical, particularly when access or reduced services were 

the subject. Media articles and how they are nuanced were felt to split the public perception 

of hospital governance and clinicians thus reinforcing a perception of split relationships. 

Participant commentary suggests that governors usually get the least support in media with 

clinicians securing the �³nobler and holier�  ́(Participant B) label by the public. Essentially, 

there was a sense of unfairness because the support for medical practitioners from the public 

was very high. In turn, this feeds the sense of separateness and that governance directors and 

clinicians are divided. Language such as �³health �E�R�V�V�H�V�´����Participant B) or �³health 

�E�X�U�H�D�X�F�U�D�W�V���D�U�H���W�K�H���U�H�D�V�R�Q���Z�K�\���W�K�H�U�H�¶�V���Q�R�W���H�Q�R�X�J�K���P�R�Q�H�\���W�R���G�R���K�L�S�V���D�Q�G���N�Q�H�H�V�´����Participant 
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B) were said to create a divisive public view of the system. Trust-based relationships 

appeared harder to achieve in such an environment of uncertainty and this was nicely 

captured �³You are never gonna get trust because one side is trying to maximise their position 

and the other side is trying to defend a position�  ́(Participant B). Therefore, the issue of trust 

and trust being a necessary attribute to encourage engagement became increasingly 

significant within the context of forming supportive and cohesive relationships between 

clinicians and governance directors. Most importantly, exposure to these experiences appears 

to have primed some individuals to respond in certain ways, and this subsequently changed 

their receptiveness to the possibility of forming trust-based relationships.  

5.1.2 Receptiveness 

Receptiveness, or the factors that influence and shape receptiveness, emerged as participants 

described experiences that influenced their engagement choices.  

Participants spoke freely of their past organisational culture experiences, many citing 

experiences that they wish to avoid�²  conflicts with management, governance boards, 

clinicians, and external agencies. Every example involved people and the effect the 

interactions had on the participants. Intra and inter-disciplinary mistrust and disrespect 

emerged during the interviews, this related to all layers of management and committees and 

highlighted the tensions between primary and hospital practitioners, management, and 

clinicians. There was a lot of emotion and feeling during these interviews. Hierarchy in larger 

urban hospitals in towns and cities that provide emergency and specialised services is 

commonly experienced as dismissive of general practice. Professional knowledge of general 

practitioners was dismissed by more junior medical individuals with less experience. 

Participants experienced this as disrespectful based on the advanced ability of primary 

healthcare clinicians to rapidly assess and know when referral to acute care was required. 

Disregarding the competency of senior general practitioners was felt to be insulting. �³You 

know a general practitioner will call up a registrar and the registrar will diss an experienced 

general practitioner�  ́(Participant F). The rural providers felt that they were treated less 

inclusively in communication from larger providers �³Because �Z�H�¶�U�H���D�Q���1�*�2, �Z�H���G�R�Q�¶�W���J�H�W��

the same level of information as DHBs�  ́(Participant 1) resulting in less opportunity to 

connect effectively with leaders in larger institutions. This aspect was important in relation to 

each area providing for their community as part of a wider region provider network. 
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Leadership and organisational culture conversation identified the inability within the current 

system structure and skill set to think about the whole way organisational functions instead of 

viewing it as individual parts during clinical and governance board deliberation. The split of 

roles and authority, such as management and clinical division of responsibilities, created 

tensions as both roles attempted to respond to their competing priorities. Competency and 

skill in being able to navigate these competing imperatives were lacking in some instances. 

Less pronounced within smaller healthcare services, clinical and management appeared to be 

closer, literally, and metaphorically, with ease of access for communication, �³�,�¶�P���J�R�Q�Q�D��

wander down the corridor�  ́(Participant 1). This was a positive aspect of organisational size 

and made a positive difference in connection. Small organisations seemed to connect more 

informally which is described as a benefit when dealing with concerns and items that require 

cross-service communication. The rural services appreciated the impact on their service 

delivery if they are not working well as a team noting that if staff resign, the results can be 

dire for the community, or �³one step away from �G�L�V�D�V�W�H�U�´����Participant C). However, what also 

emerged was that when issues arise in smaller organisations, this appears to have a negative 

impact on relationships and trust, especially so when the issue is at the health board level. 

This creates tension during future relationships as it appears to change the relationship 

permanently, especially if this occurs between direct reports to the board.  

Lack of time featured within many comments mainly related to lack of time to sit, talk, and 

openly engage on issues that matter. 

�W�K�H���S�U�H�V�V�X�U�H�V���D�U�H���R�Q�����\�R�X���V�H�H���Z�H�¶�Y�H���J�R�W���W�R���G�R���W�K�L�V�����Z�H�¶�Y�H���J�R�W���W�R���G�R���W�K�D�W�����R�K���P�\���J�R�G��

�Z�H�¶�Y�H got to go to see a patient, oh my god, you know there is no time to do this 

(Participant F). 

Time emerged related to the system's pressure and the unintended consequences of lack of 

time to connect with colleagues, especially when issues needed addressing. Constant crisis 

management was said to take up all the �O�H�D�G�H�U�V�¶ time and hindered opportunities to engage 

authentically, build trusting relationships and gain organisational insight. Leaders who work 

to make time to connect with staff were felt to be �³special �S�H�R�S�O�H�´����Participant B). They were 

perceived as working toward an improved understanding of an issue and identifying 

individuals who are ready to engage in a quality activity, although these individual leaders 

were described as �³�U�D�U�H�´����Participant B). Linked directly to the relationship outcomes, lack of 

time prevented attention to complex, sometimes hostile situations.  
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Time also impacted overall willingness to participate in clinical governance activities, �³�,�¶�O�O��

�Z�R�U�U�\���D�E�R�X�W���L�W���D�J�D�L�Q���Z�K�H�Q���,�¶�P���Q�R�W���V�R���E�X�V�\�´����Participant J), creating barriers to building good 

trust in board interactions�²  it simply seemed to make it harder to hold safe discussions and 

deal with hostility and issues. Hostility also emerged as affecting receptiveness and was 

linked to the inability to engage well on essential issues, instead becoming defensive 

�³Everybody turns �L�Q�Z�D�U�G�V�´����Participant F), blaming others, �³The trouble lies in those people 

over there�  ́(Participant F), and individuals losing sight of the case they need to resolve, 

�³�:�H�¶�Y�H been here so many times before�  ́(Participant B). Such responses appeared to lead 

towards undermining opportunities to be receptive. Participants shared past experiences of a 

variety of organisations and how their experiences changed the way they feel now; stories of 

how �³culture gets into the �Z�D�O�O�V�´����Participant F) and how strongly that culture, especially the 

negative aspects, remains over time, sometimes emerging when things do not go so well 

�³boom, and it's right �W�K�H�U�H�´����Participant F) reflected these less than happy memories. 

Memories of experiences that were not positive reminded some participants of what mattered 

about their experiences and how they would not conduct themselves in future roles as they 

experienced a poor organisational culture.  

�,�¶�Y�H seen different things, and I think the most important thing is the relationship 

between the board and the company, the people in there. It can be antagonistic, and 

some organisations are an absolute disaster. They hate the board and things don't go 

well (Participant C). 

The impressions left from past experiences emerged as particularly powerful during 

reflection upon past situations that resulted in negative memories; these memories provided a 

comparison for some of the better relationships which were valued.  

5.1.3 Summary of Findings 

To summarise this section, I have described what I have interpreted from the data that 

informs the category of trust and receptiveness. I see that for many, the most significant 

influencer in establishing meaningful authentic relationships is the notion of trust within the 

inter and intra-disciplinary relationship. Past and current environments where trust has not 

manifested positively appear to change an �L�Q�G�L�Y�L�G�X�D�O�¶s approach to the governance board 

conversation. Consequently, I see behaviours such as conscious withdrawal from board 

governance conversations as a powerful way of demonstrating dissatisfaction. For others, 
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deflecting and externalising their frustration results in further estrangement and results in a 

broader impact on an organisation�¶s internal culture.  

5.2 Discussion 

This discussion considers the relevant literature in the context of the category of trust and 

receptiveness and explores this theme of optimising engagement opportunities in the clinical 

governance environment.  

5.2.1 Trust  

Trust within relationships mattered to all participants, many describing their experiences with 

passion, and many described the impact of damaged or desired trust within their practice. 

Trust is a term that emerged frequently and was applied throughout the multiple contexts of 

the conversations individually and organisationally. As a construct, trust may be considered 

within an individual or organisational context, but regardless, trust is said to be based on 

relationships (Mayer et al., 1995) and this is certainly consistent with what participants in this 

study expressed. 

Definitions of trust are cited in contemporary literature, yet the original definitions began as 

early as the 1950s (Mellinger, 1956) increasing since the 1980s when the concept and 

exploration of trust became more prevalent as a feature of organisational culture and structure 

(Mayer et al., 1995). Defining trust is about expectation, potential disappointment, and the 

choice to be vulnerable, whereby individuals rely on the openness and reliability of others 

that they will perform the task they promised to do, and be sincere and honest in their 

intentions and motives (Evans & Krueger, 2009; Robbins, 2016).  

Trust fulfilment requires two individuals, or parties, that are willing to risk the vulnerability 

of trusting another�² the trustee and the trustor (Mayer et al., 1995). The notion of trust is 

rooted in the premise or expectation that the other person will have concern for your interests 

and therefore be authentic in fulfilling the trust relationship (Gilson, 2006). This was not 

experienced by some participants in this study. 

Trust consists of two components, the cognitive and the affective (Erdem & Ozen, 2003). 

Cognitive trust emerges early within team relationships where teamwork, values, and 

cooperation are the focus. Sometimes this is described as the hygiene factors in forming 

relationships, whereas the affective component of trust is related to emotions and responses to 



108 

situations that create concern or worry. The affective responses change the way individuals 

feel about a situation and the psychological impact of the event (Jarvenpaa et al., 1998). 

Sometimes confidence is confused with trust. Trust is described as the faith that others will 

commit to what they have agreed. Confidence should not be confused with trust as the two 

constructs are different. The rationale is that trust is based on the motivations of others that 

cannot be known until they are fulfilled and trustworthiness then becomes evident, whereas 

confidence comes from experiencing trust fulfilled (Harrison & Smith, 2004). The experience 

of fulfilled trust leads to the concept that someone is trustworthy (Mayer et al., 1995). 

Trustworthiness in relationships is founded and grows when trust becomes established. The 

traits that indicate trustworthiness in others include characteristics such as discreetness, 

availability, competence, openness, promise, loyalty, receptivity, fulfilment, altruism, 

reliability, shared values, feedback, expertise, judgement, benevolence, caring, and reputation 

(Mayer et al., 1995). Thus, many factors come into play when assessing whether to trust 

another and this is determined based on assessment of characteristics and actions. It can be 

situation-specific and rely on individual factors of integrity, ability, and benevolence (Mayer 

et al., 1995). For example, integrity is important in relation to being judged trustworthy and 

relates specifically to past actions and morality, the congruence of past behaviours and acts 

that remain consistent over time. Perception of integrity features is important in how we 

determine whether someone has integrity�² integrity is considered an antecedent to trust. An 

�L�Q�G�L�Y�L�G�X�D�O�¶�V perception of another �S�H�U�V�R�Q�¶�V integrity affects choice in building relationships 

(Mayer et al., 1995). Maintaining integrity within a trust-based relationship requires 

motivation, and how motivation influences trustworthiness is context-sensitive.  

Whitener et al. (1998) apply theories of motivation to examining organisational, relational, 

and interpersonal behaviours that either encourage or constrain relationship formation based 

on trustworthiness. Social exchanges take the form of providing benefits to each party as a 

form of reciprocity and therefore building a foundation of trust in one another. Whitener 

notes that social exchanges attend to either intrinsic or extrinsic motivations that drive 

individual behaviour. The key element here is that social exchange fosters the exchange of 

advice or encouragement to others. This enables the beginning formation of trust-based 

relations. Aspects of the benefit of this approach emerged in the narrative of this study related 

to lay directorship on health governance boards and the benefits of clinicians connecting and 

supporting lay individuals in a supportive and non-confronting way to build trust in their 
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relationship. Fundamentally, trust is relational (Davis et al., 1997). Understanding what it is 

within a relationship that makes behaviour trustworthy requires thoughtful and consistent key 

behaviours and congruence between action and words (Whitener et al., 1998). 

Whitener�¶s model of trustworthy behaviours promotes five core components. These are: 

1) Behavioural consistency; representing reliability and predictability. Consistency is 

viewed as a predictor of behaviour and helps to build trust in future interactions and 

relationship (Lewicki & Bunker, 2012; Shockley-Zalabak & Morreale, 2011). 

2) Behavioural integrity: representing consistency between words and actions including 

demonstrated attributions such as integrity, honesty, and morality. This includes 

telling the truth and keeping promises (Mayer et al., 1995). 

3) Sharing: involving employees and subordinates during discussions and debates 

indicates a level of trust in the �H�P�S�O�R�\�H�H�¶�V intention to trust their manager. This 

perception of trust increases when employees are asked to participate in decision-

making and invited to influence some control over their work role as well as voice 

their opinions (Tyler & Lind, 1992). 

4) Delegation; delegation is experienced as a social reward for staff and indicates respect 

and approval, which increases trust in the relationship (Rosen & Jerdee, 1977; Tyler 

& Lind, 1992). 

5) Demonstration of concern; often called benevolence (Mayer et al., 1995). This 

attribute recognises that caring and concern for those within the social structure of an 

organisation promotes trusting relationships, especially when this is perceived as the 

other showing genuine interest in the welfare of the other (Lewicki & Bunker 2012; 

Whitener et al, 1998). 

The combination of the components of trustworthiness is supported as a social exchange 

model to improve trust-based relationship formation within organisational structures. 

Maintaining trust-based relationships does require commitment and repeated engagement and 

communication to ensure willingness to engage in trusting relationships grows (Lewicki & 

Bunker, 2012; Whitener et al., 1998). Trust as a construct is important in all relationships and 

is particularly significant in organisations of complexity where multiple relationships and 

activities rely on each other (Erdem & Ozen, 2003). All organisations have a form of 

hierarchy, even though some promote self-organising teams and social relations based on 

peer status and profession (Fuchs, 2003; Whitener et al., 1998).  



110 

In this study, inter-professional relationships emerged as complex and at times oppositional. 

The oppositional experiences appeared related to differing drivers and values of �H�Y�H�U�\�R�Q�H�¶�V 

position, for instance, those of clinical imperatives versus fiscal constraints or clinical 

autonomy as opposed to government policy. Within this context, the trust-based relationship 

is directly challenged, and relationships sometimes become fractured and may result in 

distrust.  

Distrust, mistrust or violation of trust presents a significant challenge to professional 

relationships as it is almost impossible to repair or re-construct trust meaningfully once it has 

been violated (Lewicki et al., 1998). There is debate as to the notion of polarity between trust 

and distrust with some suggesting that within interpersonal relations there is a continuum of 

trust to distrust (Schoorman et al., 2007). Others see trust and distrust as rational choices that 

can be applied in conflicting situations, and that the states of trust or distrust can fluctuate, 

situation-dependent (Lewicki & Bunker, 2012). There is also discussion regarding low trust 

not being the same as high trust, and high distrust not being low trust, and these conditions 

represent distinct differences in the way individuals behave. To help clarify, an individual 

may have low trust in a colleague arriving on time for a meeting, but high trust in the 

individual performing a surgical procedure well�² and so these facets of the continuum enable 

fluctuation of the expectations of trust-based relationships. Different facets of relationships 

that change depending on the situation rely on the relationship history and the common 

experiences of individuals (Lewicki et al., 1998). Therefore, trust can move between trust and 

distrust depending on the situation in which it is experienced. 

This is relevant within the formation and sustaining of relationships within complex systems 

such as healthcare, specifically because high trust in areas of expertise is desirable where 

only a few individuals can perform a specific procedure or task. Mistrust, distrust, and 

violation of trust are a major challenge associated with inter-professional relationships which 

have a large effect on the �R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V performance and culture. Such violation of trust 

negatively affects communication and reciprocity and can be damaging to organisational and 

interpersonal health (Lewicki et al., 1998). How distrust manifests can be disastrous for 

future professional relationships and understanding that impact provides some insight into the 

challenges faced by organisations with a history of trust breakdown (Fulmer & Gelfand, 

2012). This study demonstrated these dualities throughout the narratives as health board 

governance directors and clinicians described the tension between their two areas of practice 
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and the reliance, therefore risk, each carried as part of their roles. The risk of not trusting 

placed governance boards in an impossible situation, whereby bad things may happen to 

patients, and the risk of trusting meant others may be impacted or receive lesser services that 

placed them in an impossible quandary leading to a situation of distrust.  

Distrust presents in a variety of behaviours including wariness, scepticism, defensiveness, 

watchfulness and vigilance with many of these affective states being hidden and not obvious 

(Lewicki et al., 1998). Whilst sometimes not overt, these affective states create barriers to the 

formation of constructive relationships. These affective states may have been reinforced over 

years of repeated encounters that strengthen and re-enforce the negative feelings and build 

further distrust (Barrett & Russell, 1999).  

This relationship where distrust exists is tense as often everyone relies on each other to 

achieve certain outcomes or outputs as part of their performance. Performance outputs or 

outcomes are usually addressed and monitored by implementing institutional controls or 

reporting processes to monitor compliance and performance. A problem with compliance-

based monitoring, especially when working with clever people (Goffee & Jones, 2007) is that 

determining �W�U�X�V�W�Z�R�U�W�K�L�Q�H�V�V���F�D�Q���E�H���H�[�S�H�U�L�H�Q�F�H�G���D�V���F�D�O�O�L�Q�J���L�Q�W�R���T�X�H�V�W�L�R�Q���R�Q�H�¶�V���L�Q�W�H�J�U�L�W�\ or 

competence resulting in further suspicion about whether one is trusted or not (Mayer et al., 

1995). This situation engenders more defensiveness in responses to other requests or 

communication, especially by those who are perceived to be powerful or have authority. 

Eventually, this spiralling system of control leads to the deterioration of the cultural climate 

in which trust is required for the effective delivery or management of services or 

organisations (Zand, 1972). Within the context of this study, I found that increased 

defensiveness and mistrust reduce the willingness or ability to participate in problem-solving 

activities and lead towards a lasting decrease in effectiveness or participation. This effect 

rendered the relational aspect of trust meaningless and resulted in withdrawal from social 

exchanges (Schoorman et al., 2007). 

Withdrawal of participation or interaction emerges from the past relationship and experience 

that directly influences the �L�Q�G�L�Y�L�G�X�D�O�¶�V decision as to whether to engage in the act of trusting. 

It is a conscious choice based on prior experience as to whether to risk disappointment or take 

the chance at a positive outcome. Such choices involve personal risk and therefore have an 

emotional effect on the individual because of their vulnerability (Skinner et al., 2013).  
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Hall et al. (2001) reflect that we are shaped by our experiences and our responses to those 

experiences. Such experiences change the way we approach and interpret future encounters. 

He also notes that trust is resilient but able to be eroded by betrayal which makes it almost 

impossible to restore. Essentially, our past experiences change us sub-consciously�² they 

shape our approach to future encounters or interactions, and often we are unaware of our 

level of receptiveness when we attempt to engage in social exchanges, especially those that 

have been experienced as distrusting (Barrett & Russell, 1999). Participants in this study 

shared their experiences of encounters that they described as lacking in trust, and this 

influenced their subsequent receptiveness towards re-engaging with the person or group. This 

effect resulted in them feeling it was impossible to form a trust-based relationship within the 

institutional settings of both clinical and health board governance. 

5.2.2 Receptiveness 

Receptiveness is described as an inter-personal social construct dependent on the relationship 

that individuals form (Minson & Chen, 2022). Barriers to being receptive to others' 

perspectives or points of view were evident in the narrative, with examples of intimidation, 

bullying and dismissive behaviours. Receptiveness is characterised by the willingness of an 

individual to consider and assess contradictory opinions from an impartial viewpoint (Minson 

et al., 2020). This communication is described as conversational receptiveness whereby we 

use our language to communicate our willingness to thoughtfully engage with others, even if 

they hold opposing views to ours (Yeomans et al., 2020). One of the challenges faced in 

complex healthcare system relationships is the ability of individuals to navigate relationships 

thoughtfully, even though there are opposing views. Thus, the ability to lead individuals 

through difficult conversations is important within the healthcare context.  

The benefits of receptiveness to other views are an improved and balanced source of 

information exchange thus enabling different perspectives to improve debate. This exchange 

can be a challenging conversation requiring a courageous approach, which it seems, is a rare 

ability in many situations where opposition is being debated (Minson et al., 2020). Ultimately 

this contributes toward the purpose of governance oversight�² to deliberate well for the well-

being of the organisation (Bird, 2001). Receptiveness does not necessarily lead to agreement, 

simply it encourages quality interaction, civility and the ability for both parties to participate 

(Minson & Chen, 2022). Civility during participation emerged as a challenging behaviour in 
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�W�K�L�V���V�W�X�G�\�¶�V���Q�D�U�U�D�W�L�Y�H�V���Z�K�H�U�H���H�P�R�W�L�R�Q�D�O���F�R�Q�W�U�R�O���Z�D�V���G�H�V�F�U�L�E�H�G���D�V���O�D�F�N�L�Q�J���L�Q���V�R�P�H��participants' 

experiences. 

�$���F�K�D�O�O�H�Q�J�H���R�I���E�H�L�Q�J���D�E�O�H���W�R���E�H���U�H�F�H�S�W�L�Y�H���L�V���W�K�D�W���R�I���F�R�Q�W�D�L�Q�L�Q�J���R�U���U�H�J�X�O�D�W�L�Q�J���R�Q�H�¶�V���H�P�R�W�L�R�Q�D�O��

response to subjects or activities that invoke negative memories from the past. These 

emotional or affective responses hinder the ability to remain �³open�  ́or receptive to �D�Q�R�W�K�H�U�¶�V 

viewpoint, thus creating a complex conflict situation requiring careful negotiation (Dorison & 

Minson, 2022). Emotional responses emerged from the participants in this study when 

sharing memories of their interactions. Role identity featured within these memories�² the 

differences between the opinion or view of clinicians and governance directors, the difference 

in professional respect between primary and secondary clinicians and governance boards, and 

the relationship with external agencies with each of these encounters containing conflict 

elements rooted in prior interactions. Emotional responses can be difficult to understand. This 

emerged for those participants who shared their experiences of how they are influenced by 

their past exposure to difficult and emotional clinical situations, something that non-clinicians 

could not relate to because �³�L�W�¶�V���H�P�E�H�G�G�H�G���L�Q���\�R�X�U��soul�  ́(Participant G).  

Four factors influence individuals' affective emotions when faced with opposing views 

(Minson & Chen, 2022):  

1) Negative emotions are the first factor to emerge when encountering negative 

attitudes or opposing views and may include anger, frustration, and disgust. 

2)  Curiosity is the second factor, encouraging individuals to demonstrate a desire to 

achieve more insight into the topic at hand.  

3)  Derogation of opponents is the third factor; this captures the negative beliefs 

about opponents. 

4) Taboo issues are the fourth factor and relate to topics that are off-limits and will 

not be voiced at all (Minson &Chen, 2022).  

Minson and �&�K�H�Q�¶�V work indicates that all four factors become active when encountering 

individuals with divergent views of themselves. Because this is experienced at a 

subconscious level it is difficult to change an �L�Q�G�L�Y�L�G�X�D�O�¶�V response.  

One of the challenges present in situational and interpersonal receptiveness to others is that 

we are in the moment as we cognitively and emotionally respond to the other person (Minson 

& Chen, 2022). This practitioner study described boardroom interaction as a dynamic 
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environment in which participants function. Minson and Chen (2022) explain that a good deal 

of cognitive activity occurs rapidly during these interactions. The act of assessing �D�Q�R�W�K�H�U�¶�V 

body language, verbal cues, intonation or facial expressions and body position is a continuous 

process that tells us important information about our counterpart which is quickly determined 

subconsciously as to whether they appear receptive to the interaction. Interactions create a 

fraught dynamic coloured by the political, interpersonal, and situational context in which the 

interaction takes place (Yeomans et al., 2020). One of the challenges faced by individuals in 

general committees or groups is that often we cannot accurately tell how the other individual 

is experiencing the conversation and this creates opportunities to misread cognitive processes 

in others resulting in a fraught and inaccurate perception of the perceived response (Minson 

& Chen, 2022). 

The participant narrative in my study described the difficulty of establishing relationships in 

the boardroom environment and the advantage of informal engagement during boardroom 

breaks. Participants described times outside the boardroom where conversation flow was free 

and more spontaneous. This enabled candid communication, which in turn, increased 

receptiveness to communicate more openly within the group setting. Importantly for the 

participants in this study, this activity was felt to increase support for both professional and 

lay individuals within the boardroom environment and some participants felt more 

opportunities for open communication that could increase connection between governance 

directors and clinicians. This was especially relevant as participants' commentaries in this 

study consistently highlighted the normative rules of engagement between governance 

directors and the �R�U�J�D�Q�L�V�D�W�L�R�Q�¶�V staff where all communications from the board go through 

the chief executive to staff and management and vice-versa. Rarely do board governors 

breach the governance management divide.  

Thus, trust and receptiveness are important in enabling the interactive engagement between 

clinicians and governance directors in the healthcare environment. Understanding the act of 

becoming engaged requires an understanding of why receptiveness is important in the context 

of trust-based relationships. Individuals choose to engage if they feel supported and safe 

within their work environment. Thus, understanding what engagement means from a 

psychological perspective may help organisations to make sense of individual responses. 

Engagement �H�P�H�U�J�H�G���L�Q���O�L�W�H�U�D�W�X�U�H���I�R�O�O�R�Z�L�Q�J���.�D�K�Q�¶�V���V�H�P�L�Q�D�O���V�W�X�G�\���R�I���H�Q�J�D�J�H�P�H�Q�W���D�V���D��

psychological construct (Kahn, 1990) and has since been widely discussed in literature 
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(Bolsin et al., 2018; Classen et al., 2011; Macey & Schneider 2008; May et al., 2004; Saks 

2006; Saks 2008; Saks 2019). Engagement can be described as when an individual can 

express themselves, physically, cognitively, and emotionally, and show their true selves 

during their work performance (Kahn, 1990). Personal engagement is described as when one 

can demonstrate their preferred self�² in other words, be authentic and natural within their 

environment and openly show their personal traits and preferences that enable them to do 

their job and express themselves. Kahn suggests that the preferred self enables physical 

involvement in tasks, teamwork, cognitive vigilance, and empathic connection to others in 

the work they are doing. Being engaged enables individuals to display what they feel and 

think, express their values, and improve their connection to others (Kahn, 1990). In this 

study, participant narrative tells of experiences that led them to be resistant toward future 

engagement such as splitting behaviours between clinicians and governance directors, 

blaming others rather than attending to the issues, and objectifying individuals in a 

�G�H�U�R�J�D�W�R�U�\���Z�D�\���Z�K�H�Q���W�K�L�Q�J�V���G�R�Q�¶�W���J�R���Z�H�O�O�����6�X�F�K���H�[�D�P�S�O�H�V appear as factors that influence 

future choices to engage. When individuals had no choice but to engage, it had a damaging 

effect on the way they felt about the relationship. This reluctance to engage presents a 

significant concern in the clinical governance environment where openness and transparency 

of communication are crucial elements of risk management in the modern healthcare 

environment (Nembhard & Edmondson, 2006)  

Nembhard & Edmondson (2006) highlight how healthcare interactions have evolved over the 

decades, resulting in greater reliance on effective communication and integration of practice 

across the disciplines. This has evolved significantly as clinical practice has become more 

specialised with the depth of expert knowledge increasing to accommodate scientific and 

practice advances. As a consequence of specialised knowledge, the connections, interaction 

and decision-making between multi-disciplinary specialists have increased adding complexity 

and the requirement for effective communication and collaboration between clinicians to 

reduce the chance of error (Nembhard & Edmondson, 2006). However, to be fully engaged 

within our work environment is not as simple as we might think. The narratives in this study 

highlighted that when individuals have experienced negative organisational culture 

behaviours, intimidation, or threats at times of stress or provocation, can lead to an inability 

to become fully engaged. Appreciating factors that enhance engagement requires us to 

understand the psychological influences and conditions of engagement and these are 

applicable in any healthcare setting, including the boardroom. 
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Three psychological conditions are required to achieve personal engagement; psychological 

meaningfulness, psychological safety, and psychological availability (Kahn, 1990).  

�x Psychological safety applies to the social systems, the way an individual is treated, 

and whether they feel others are trustworthy, predictable, reliable; open, supportive, 

and non-threatening. Importantly, this is demonstrated when free expression occurs in 

group situations and when leadership and management behaviours are trusting, 

consistent, and competent.  

�x Psychological meaningfulness equates to role fit, work interactions that promote 

dignity, inclusiveness, professionalism, autonomy, feeling valued, and being able to 

give and receive in the work role.  

�x Psychological availability focusses on the ability to be present physically and 

emotionally. Psychological resources to perform the role at hand can be compromised 

by individual distractions that pre-occupy, lack of physical energy, fatigue; poor 

emotional capacity; lack of confidence in abilities and status, self-consciousness, 

ambivalence with social systems within the organisation, and issues outside the 

organisation that consume conscious effort.  

Furthermore, Kah�Q�¶�V work demonstrated that individuals felt psychologically safe in 

situations where they trusted they would not suffer for their failures, and experienced 

consistent and non-threatening group or individual interactions. In the context of this study, 

participants referred to times when psychological safety emerged as a concern, such as when 

expressing their point of view or describing behaviours of others that created concern but 

were not addressed. Others found time pressure and work demands competing with clinical 

governance prioritisation and fatigue from the pandemic response, and others experienced a 

lack of perceived respect and communication from other agencies. Some participants 

described these as affecting their willingness to contribute to group or individual situations. 

Behaviours were said to have formed over many years and continue to endure, these patterns 

of behaviour are considered an undesirable product of organisational culture. 

To summarise this chapter, I conclude that relationships described in this category are 

fundamentally trust-based. The findings when discussed in the context of the literature help to 

explain why trust and receptiveness are significant aspects in achieving engagement. Trust 

and receptiveness are entwined, both dependent upon each other to enable the formation of a 

trusting relationship within the clinical governance environment. Optimising engagement is 
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dependent on receptiveness as the initial determinant in whether one chooses to engage or 

sustain relationships.  

In the following chapter, I introduce the findings and discussion of the second theme, Power 

and Voice. I present my findings followed by a discussion section that incorporates literature 

of relevance to the study findings.  
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Theme: Power and Voice 

This chapter introduces power and voice, the second of three themes identified in this study. 

Presented in two sections, the findings of the study, followed by a discussion section that 

explores the concepts of power and voice. The study findings are then explored in the context 

of current scholarly literature to assist in elaborating why this theme is significant within the 

study context. In this chapter, I identify that power and voice are present within the clinical 

and governance board environment, sometimes portrayed positively, although in this study 

they assert a negative influence on forming engaged relations. You will also read that whilst 

this study focusses on identifying factors that optimise engagement, the findings indicate that 

power and its associated philosophical relationship with expert knowledge collide with 

institutional power and domination. This collision directly affects the ability to engage well in 

the clinical governance environment.  

6.1 Findings  

The power dynamic within the boardroom of health is possibly unique. What is clear in the 

narratives is that clinicians are seen as the power holders during clinical governance 

discussions. Expert knowledge changes the power base�² governance boards were described 

as responders to clinical advice, but it is also held to ransom by the impact of not listening to 

the clinical perspective. This applied to patient outcomes and fiscal perspective because 

clinical staff had the �³power to make differences that could save money�  ́(Participant H).  

Governance boards and clinicians often have different imperatives; one has the responsibility 

to govern and the authority to impose government policy and mandates, whilst the other has 

the responsibility to deliver safe, professional healthcare services, and risk sanction by 

professional regulatory agencies should errors or failures occur. Often these imperatives are 

divergent and create conflicting priorities. 

Listening to clinical advice at the board level emerged in this study as important if 

governance is to make good decisions. However, governance directors' perspectives were 

influenced by previous experiences of the poor behaviour of clinicians and for some this 

changed their ability to engage openly. Clinicians were said to just �³walk away�  ́(Participant 

B) if they did not get what they wanted, but governance directors and operational 

management staff were unable to do that. How clinicians use their influence and authority 
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within and outside the boardroom has a profound effect on the way governance directors 

connect and engage.  

All participants described clinical representation at the health board governance level as 

important. Clinical advice mattered, but how they interact and feel about the conversation and 

use their influence either hinders or helps the board reach well-informed decisions. Some 

shared how communication is used to influence or nuance discussions, sometimes positively, 

but also to intimidate either within or outside the boardroom, �³actually quite overt aggressive 

response�  ́(Participant B), and as well, blatant disregard of governance board authority. 

Clinicians were described as sometimes using their influence to gain public support by 

communicating using media to dispense divergent propaganda related to governance 

decisions and healthcare issues. This was seen as diminishing the role governance boards 

play in managing healthcare and ensuring the clinicians retained public support as sides were 

taken by the media. Others described clinicians as simply withdrawing from conversations 

and participation, or less overt ways of communicating dissent, such as facial expression, 

sending texts, or in some cases, physical behaviour to provoke intimidation.  

Fear of being open during normal governance board relationships and discussions was 

expressed. The narrative in this study captured expressions of fear if confidentiality was 

breached, this risk worried some participants �³�,�¶�G just get taken apart if I said this in public�  ́

(Participant B), and this appeared to manifest in the inability to openly confront challenging 

situations. 

Participants reflected on difficult situations that were at times shocking, however, the 

boardroom environment was not always able to deal with hostility and conflict at the time of 

interaction. Many participants in this study were able to share memories and experiences of 

hostility, bullying, intimidation, collusion, finger-pointing, blame, and splitting. Coercive 

power by clinicians emerged�² overt bullying behaviours, standing over and speaking down 

to non-clinicians in dismissive and disrespectful tones, and using intimidating language. Such 

tactics were described and those who dared challenge would �³get done to�  ́(Participant B). 

Behaviours of this nature were relatively overt and rarely challenged. It was described as 

�³established culture�  ́(Participant F) and �³the way we do things around here�  ́(Participant F). 

The cultural behaviours described within this study suggest that there is a lack of ability to 

respond to such behaviour. Collusion and condoning of poor behaviours and attitudes were 

remembered, as was a sense of impotence as to how to address behaviours of individuals 



120 

�³who are very powerful and often bullies�  ́(Participant B). Deflecting issues that created 

tension towards others within and external to the boardroom tended to occur instead of 

addressing the issues directly.  

Very few participants in this study described an ability to deal with conflict during 

interactions. Where participants were skilled in conflict management, this contribution was 

thoughtful and constructive demonstrating a deep understanding of the human condition.  

divisions start to occur under pressure, and everybody turns inwards, everybody says the 

�W�U�R�X�E�O�H���G�R�H�V�Q�¶�W���O�L�H���L�Q���X�V�����W�K�H���W�U�R�X�E�O�H���O�L�H�V���L�Q���W�K�R�V�H���S�H�R�S�O�H���W�K�H�U�H���D�Q�G���L�I���R�Q�O�\���W�K�H�\���G�L�G��

something right, the whole, everything would be better (Participant F). 

These were very significant contributions to this study because they added reason and 

rationality to the discussion. It became clear that to connect and engage well requires 

emotional intelligence, an ability to read the room, the courage to speak up, speak plainly, 

and deal with the hostility being demonstrated. Owning responsibility for the issues and 

working with whatever emerges was described as an important part of managing conflict. 

Power and its impact on relationships was evident in most interviews, but the actual process 

of intervening or how to change this dynamic was not so apparent. It seemed paradoxical to 

speak of solutions but not follow through with action, leaving the sense that power was at 

work even when awareness of behaviours was apparent and overt.  

Untangling the threads throughout the narratives uncovered layers of relationships within 

organisations that are changed by how power manifests. At the very top, fraught, and often 

intimidating relationships between boards and ministry filter downwards via the chief 

executives. These imperatives, most often targets and fiscal austerity, enter the clinical 

domain and are struggled with around the board table. Participants shared a narrative 

describing poor behaviours of government officials �³We found out this behaviour, thumping 

the table, was happening throughout the country and quite a few people were intimidated�  ́

and �³it actually can have a really negative impact on what happens�  ́(Participant H). Thus, the 

relationship with government officials also emerged as oppositional with flow-on effects.  

Participant perspectives on power and relationships varied depending on their professional 

role. Clinicians feel the burden of their professional responsibilities and find it difficult to 

explain to those who have not had experiences as a clinician. Governors attend to the 
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obligation of their policy directives, and in doing so, distance themselves from the clinical 

perspective and confront choices that need to be made. Both governance board directors' and 

clinical staff perspectives are clouded by tensions that exist almost before the conversations 

occur as indicated. 

many of the other people involved in governance say they are understanding and listening 

to the clinical things but when it comes to doing stuff it gets split up again and I think can 

be difficult  �I�R�U���V�R�P�H�E�R�G�\���W�K�D�W���K�D�V�Q�¶�W���E�H�H�Q���W�K�U�R�X�J�K���F�O�L�Q�L�F�D�O (Participant F). 

Drawing together the two perspectives toward an amenable and trusting space where 

discussions can be safe was described as difficult, and the power base seemed to shift 

constantly seeming to create an unstable environment within and external to the clinical 

governance conversation indicating culture influences relationships. 

the culture, �L�W�¶�V �L�Q���W�K�H���Z�D�O�O�V�����D�Q�G���L�W���F�R�P�H�V���R�X�W���\�R�X���N�Q�R�Z�����Z�K�H�Q���W�K�H�U�H�¶�V���D���U�H�D�O difficult  

problem. I�W�¶�V���M�X�V�W��that split between those bloody managers and those stupid clinicians�²

just boom and it's �U�L�J�K�W���W�K�H�U�H���D�Q�G���,���V�H�Q�V�H���L�W�¶�V���J�U�H�D�W�H�U���L�Q���V�R�P�H���R�U�J�D�Q�L�V�D�W�L�R�Q�V���W�K�D�Q some 

others Participant F).  

Participant narratives in this study moved in and around the influences of medical power 

during health board governance conversations, and even though this study is mainly in the 

context of health board governance and multi-disciplinary clinicians, the power of the 

medical clinicians was pervasive throughout. This form of power was in the use of voice, 

sometimes carefully structured to gain the advantage, which was recognised in most 

narratives as �³the contrast between a normal commercial operation and health system, the 

power does all sit in the doctor's hands�  ́(Participant B) and that when necessary to get the 

board�¶s attention, the �³clinician card�  ́(Participant H) was played to secure board support for 

fear of patient risk.  

Participants described how clinicians used their voices to create a three-way split between 

health board governance, clinical staff, and operational management. This occurred inside 

and outside of the health boardroom environment and included the manipulation of media 

which emerged as a platform to influence public perception of health board governance as 

being the �³health bureaucrats�  ́(Participant B). Such activity created feelings of resentment as 

it was felt that this was an unfair representation of issues being attended to by health board 

governance processes as media sometimes misrepresent complex situations and often tend to 
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promote the clinical view, the message being that health board governance is non-supportive 

of clinical issues. The media were said to label governance directors and operational 

management as the bad guys �³health bosses�  ́which �³demonises people�  ́(Participant B) 

promoting the idea that governance directors prevent clinicians from doing their job and that 

public suffering then occurs. This approach elicited strong feelings and created more tension 

and ambivalence in engaging with each other openly.  

Participants in this study described the challenges and tensions of debating with clinicians 

and the spectre of making poor governance board decisions which would place them in 

perilous situations with dire consequences. They felt that the clinicians would always win 

because governance directors were not professional medical experts and therefore could not 

argue �³�Z�K�R�¶�V���J�R�L�Q�J���W�R���Z�L�Q�  ́(Participant D). Within the health disciplines, it was suggested by 

participants that behaviours were �³tribal�  ́and that clinicians would �³go dog and stop anything 

you want to do�  ́(Participant H) if things did not go their way, and this created opposition 

instead of cooperation.  

Clinicians were said to think differently.  

all clinicians are not the same�² �\�R�X���N�Q�R�Z���Z�H�¶�U�H���W�U�L�E�D�O�����U�H�J�D�U�G�O�H�V�V���R�I���Z�K�L�F�K���J�U�R�X�S���Z�H��

come from, medicine is as tribal as you can get, nursing [is] not much better, and it comes 

with all the political aspects of tribalism (Participant H).  

Also described was the positive aspect of tribalism. 

you know at the end of the day when the going gets tough the clinicians will stand up and 

be there�² and when you get the board to understand the importance of clinical 

governance�² well we call it clinical input, it gets their respect. You can actually do a hell 

of a lot (Participant H). 

and this was particularly salient when resources were discussed as part of clinical governance 

conversation about the influence clinicians can choose to have on clinical decisions. 

the only way you were going to save money was getting the engagement of the clinicians 

�D�Q�G���,�¶�O�O���E�H���E�O�X�Q�W��here; �\�R�X�¶�Y�H���J�R�W���W�R���J�H�W���W�K�H���H�Q�J�D�J�H�P�H�Q�W���R�I���G�R�F�W�R�U�V, and if you get 

engagement with them and get them to understand that they have the power to make a 

difference to save money (Participant H). 
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Engagement within the clinical governance environment emerged as a challenge in the 

context of this category. Power and voice are strong influencers of memories and have a 

lasting impact on relationships within this environment. 

6.2 Discussion   

The above section captures the experience of power and voice from the narratives in this 

study. This section discusses the study findings in relation to relevant literature, and how 

power and voice contribute to optimising engagement in the clinical governance 

environment.  

6.2.1 Power 

Foucault states �³there are no relations of power without resistances; the latter are all the more 

real and effective because they are formed right at the point where the relations of power are 

exercised�  ́(Foucault,1980.p.142). 

Power and its effect have been documented over many decades and have been researched by 

philosophers in social sciences, some of the more notable authors being Michel Foucault who 

has written extensively on power, the individual (which he calls the subject) and 

governmentality (Lemke, 2001, 2002; Peerson, 1995). �3�L�H�U�U�H���%�R�X�U�G�L�H�X�¶�V���Z�R�U�N���R�Q���+�D�E�L�W�X�V��

and Field (Bourdieu & Collier, 2020) and the forms of social and intellectual capital that 

�L�Q�I�O�X�H�Q�F�H���R�Q�H�¶�V���S�R�V�L�W�L�R�Q���D�Q�G��preferences in life (Maclean, 2014) are also important. Giddens 

(2005) also writes of structuration and agency theory as a social relations form of power 

(Tucker, 2014) while Goffman writes about power relations and how power is often hidden 

within social relations and used in covert ways within institutions (Jenkins, 2008). 

Theorists such as Barnett and Duvall (2005) present power as the social production of 

capacities, actions, beliefs, or conduct of individuals (Barnett & Duvall, 2005). They describe 

power as either a direct or diffuse effect; direct power includes compulsory power which 

requires proximity of social relations with the person being controlled. This is a directive 

form of power by an individual with the desire to make another person do as they direct, and 

it works only if the person being told what to do agrees to follow instructions. This 

distinction is important because if the individual being instructed decides not to follow the 

request, this creates a conflict at which point direct compulsory power can be asserted over 

another, by forcing or insisting the instruction is followed (Emmet, 2017). Institutional power 

is somewhat more diffuse. It represents power asserted from a distance, the formal or 
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informal institutions that direct various activities such as government agencies or professional 

regulatory bodies that mandate specific rules. This form of power relies on rules and 

guidance to the institution or organisation. It is reliant upon the application of constraints or 

�U�X�O�H�V���W�K�D�W���F�R�Q�W�U�R�O���D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V���E�H�K�D�Y�L�R�X�U�����E�H���L�W���J�R�R�G���R�U���E�D�G�����E�\���F�R�P�P�L�V�V�L�R�Q���R�U��omission 

(Barnett & Duvall, 2005). 

6.2.1.1 Institutional Power 

Institutional power is experienced in healthcare provider settings as government and 

regulatory agencies external (distant) to the provider organisations assert power over specific 

activities such as those requiring mandatory regulation of professions. It is at this nexus 

where we see a blend of compulsory power (legislation) and institutional power asserted in 

the process of monitoring and sanctioning staff (Flynn, 2002). 

6.2.1.2 Structural Power 

Structural power within organisations and institutions can be considered a form of direct 

power based on internal relations of structural positions, an �L�Q�G�L�Y�L�G�X�D�O�¶�V identity, and their 

role capacities produced within this context. Structural power can be conceived as a way to 

shape social capacities and interests, in other words, create relationships and networks, 

therefore we can differentiate this from institutional power because of such ability to form 

social relations (Barnett & Duvall, 2005).  

It is easy to consider institutional power and structural power as the same, but structural 

power creates the subject positions that dictate direct relations to one another within the 

organisation. This structure therefore creates a situation whereby specific roles and positions 

within organisations give some more privilege than others and create relations of 

subordination and domination (Barnett & Duvall, 2005).  

6.2.1.3 Productive Power 

Productive power is described by Barnett as the production of subjects through diffuse social 

relations that result in shaping meaningful practices of individuals (Barnett & Duvall, 2005). 

The overlap between structural power and productive power creates an opportunity to shape 

individuals' practice without experiencing conflict. This is because of knowledge sharing in 

social relations resulting in discursive discourse and subsequent shaping of networks and 

social forces. Productive power looks beyond structures and recognises that social discourse 

and sharing of knowledge create meaning�² it is discursive. By discursive experiences, 
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individuals can change the way they think and behave, much of this being what Barnett calls 

the micro fields of problems, the ordinary everyday things that matter to individuals. 

Barnett�¶s view of power closely resembles Foucault�¶�V (1982), whereby discourse and 

knowledge become discursive therefore changing the meaning and future thinking and action 

of individuals (Foucault, 1982).  

Foucault on the subject of power explores the philosophical basis of domination and violence 

that represents power in its various forms (Lemke, 2001). From this, we can begin to explore 

the theme of power in the context of this study as the narrative disclosed different forms of 

power. The narratives provided examples of power in various forms, government, 

knowledge, communication, hierarchy, authority, violence, and organisational culture. These 

manifested within the text as either domination or resistance.  

Foucault (1980) describes the multifactorial aspects of power, highlighting how discourse 

creates meaning, institution creates rules, architecture creates structure, and regulatory laws 

and decisions create control. Foucault theorises that technologies of the state or the self are 

used to create forms of control and behaviour�² technologies symbolising sanctions or 

penalties for resisting domination within power relations, or ways of achieving compliance 

(Lemke, 2007). These concepts of resistance and domination provide some insight related to 

the effect of power within intraprofessional relationships explored in this study.  

Weaved within the narrative of this study, power was referred to both covertly and overtly. It 

was directly linked to the way individuals experienced power and felt power during their 

interactions; the affective emotional impact was at times obvious, sometimes oppositional 

and sometimes congruent (Barrett & Russell, 1999). It was apparent that some individuals 

were more consciously aware of power issues than others; this was dependant on their 

situation and the relationships that they were describing. For some participants, the act of 

discussing their experience created new meaning as they recognised elements of what 

mattered most to them within their discourse. 

Situation and context are important given that we make meaning of situations mostly as a 

past experience of discourse, and it is this that creates what Foucault describes as the 

�³dividing practice�  ́of an individual or group who becomes subjectivised by another (Dreyfus 

& Rabinow, 1983). I see this expressed within the narrative; terms such as angels or demons 

describe the way doctors are viewed compared to health governance boards. Deflection by 
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placing problems upon others essentially objectifying the other person as �³�Z�H�¶�U�H���W�K�H���J�R�R�G���D�Q�G��

they are the bad people� ,́ or the �³blamed and the blameless� .́ This context perhaps represents 

the term �³splitting�  ́that was referred to by participants. I also observed that power in itself 

does not exist�² it exists only in as much that individuals decide to either acquiesce or resist 

domination; it is therefore the individual subject that creates the power relations that exist 

within our organisations in various ways (Dreyfus & Rabinow, 1983). Power used for 

domination or acquiescence was described vividly by participants �³clinicians are tribal�  ́and 

�³If clinicians go dog, they go dog and stop anything you want�  ́(Participant H). Participant 

accounts of �³intimidating behaviour�  ́(Participant H) describe how individuals use their 

power and their voice in ways that directly impact the affective memories of the participants.  

6.2.1.4 Voice as a Form of Power 

Voice as a form of power (Lock et al., 2017) emerged in this study narratives illuminating 

how fraught the power bases are within the health board governance and clinical interaction. 

This division of knowledge, power and voice emphasised by participants, suggests that there 

is a real sense of splitting within the social relations.  

the perspective you know, you have doctors and then you have health bosses and that 

�U�H�D�O�O�\���S�L�V�V�H�V���P�H���R�I�I���E�H�F�D�X�V�H���W�K�H�U�H�¶�V���D�Q���D�W�W�L�W�X�G�H���W�K�H�U�H���W�K�D�W���\�R�X���K�D�Y�H���D�Q�J�H�O�V���D�Q�G���G�H�P�R�Q�V��

�L�Q�Y�R�O�Y�H�G���L�Q���K�H�D�O�W�K���P�D�Q�D�J�H�P�H�Q�W�����\�R�X���N�Q�R�Z���W�K�H�\�¶�U�H���W�K�H���G�H�P�R�Q�V�����D�Q�G���L�I���Z�H���F�R�X�O�G���M�X�V�W���J�H�W��rid 

of them (the health bosses) everything would run smoothly (Participant B). 

This further emphasised, 

if I were to say that in the public arena, you just get taken apart because the public 

�S�H�U�F�H�S�W�L�R�Q���R�I���G�R�F�V���L�V���W�K�D�W���W�K�H�\�¶�U�H���D�O�O���Q�R�E�O�H���D�Q�G���W�K�H���S�X�E�O�L�F���S�H�U�F�H�S�W�L�R�Q���R�I���K�H�D�O�W�K bureaucrats 

�L�V���W�K�D�W���W�K�H�\�¶�U�H���W�K�H���U�H�D�V�R�Q���W�K�H�U�H���L�V�Q�¶�W���H�Q�R�X�J�K���P�R�Q�H�\���W�R���G�R���K�L�S�V���D�Q�G���N�Q�H�H�V (Participant B). 

These narratives were filled with partic�L�S�D�Q�W�V�¶ emotions evident in the way they expressed 

their thoughts to me, thus, I gained insight into how extensively the �S�D�U�W�L�F�L�S�D�Q�W�V�¶ experience 

of power shaped their narratives. Such experiences clearly influence individuals, and this led 

me to explore the psychological impact of power relations. Affective states describe the 

feelings experienced by individuals as they engage in interactions. The significance of 

affective responses is that they create emotional and subconscious memories elicited during 

an interaction, and this is influential in an �L�Q�G�L�Y�L�G�X�D�O�¶�V responses. This effect is called 

psychological valence (Fazio et al., 2015). 
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6.2.1.5 Psychological Valence 

Valence is a subconscious psychological effect that occurs as we reflect on or are faced with 

similar situations to past events that evoke strong emotional or attitudinal responses and 

emerge within organisational structures and social relations as well as personal relationships. 

Essentially, valence primes our subconscious to be receptive or not to a variety of interactions 

that we encounter each day. It seems, based on the study participants, that many have 

experienced negative effects in their interactions with others and felt powerless to change the 

situation (Barrett & Russell, 1999). 

Reflected throughout the narrative, the valence factor in an organisation�¶s culture, meaning 

the positive or negative affective attributes that infiltrate almost subconsciously, strongly 

affect how individuals feel and behave within their place of work. Such affective impact of 

traits of behaviour arousal or activation during interactions may lead to either solidarity or 

alienation within the professional work context, especially should the activation process lead 

to emotional episodes (Barrett & Russell, 1999). Emotional episodes represent a different 

activation of neural stimulus resulting in a complex response to a situation, condition, or 

person. Emotional responses to provocative situations include overt behaviour such as anger, 

frustration, violence, or shouting. Often these responses are pre-existing based on prior 

experiences of affective feelings residing within individuals (Barrett & Russell, 1999). The 

combination of both affective and emotional processes creates a distinct perspective from 

which we can consider one impact of power within the context of this study if we think about 

how voice and power are used to achieve specific outcomes (Barrett & Russell, 1999; Rogers, 

1977).  

Accepting the situation that causes the negative valence or emotional effect is described in 

�(�U�Y�L�Q�H���*�R�I�I�P�D�Q�¶�V���Z�R�U�N���R�Q���S�R�Z�H�U��(Goffman, 1983). Goffman focusses on face-to-face 

interaction and the effect of power as individuals interact. He describes humans as having the 

capacity to continually accept miserable interactions or arrangements. He notes that such 

miserable social relations usually contain a coercive element such as a threat situation so 

individuals are less likely to choose to respond assertively.  

In this study, participants recognised the relationships of power within the state as individuals 

recalled navigating the relationship between health board governance rules legitimised by the 

state, and intellectual capital governed by expert practice knowledge (Dreyfus & Rabinow, 

1983). This confluence of power, institution, and knowledge emerged in the narrative as 
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participants recalled their interactions with internal and external authority. These interactions 

involved power related to their specific roles of hierarchy such as executive power within the 

organisation (Farrell, 2004), or compulsory power enforced by external authorities (Barnett & 

Duvall, 2005). 

6.2.1.6 Executive or Compulsory Power 

Such an effect of power emerged as a tension during the early stages of planning for the 

Covid-19 pandemic whereby government agencies (the state) and healthcare institutions 

(governed by the state) were directed to implement specific procedures. This direction 

immediately challenges established social relations (from which power is created) within the 

organisation (Dreyfus & Rabinow, 1983). Where participants in this study experienced a 

power differential in structure, and where there were dependencies on achieving funding or 

information during the pandemic preparation, participants experienced a perception of 

reduced agency and a heightened experience of institutional power from outside of the 

organisation (Barnett & Duvall, 2005). This experience of exclusion and lack of inclusiveness 

created conflict as it was experienced as disempowering and changed the expectations of the 

relationship (Farrell, 2004).  

6.2.1.7 Responses to the Exhibition of Power 

How an individual responds to the effect of power presents individuals with a choice; it is this 

decision point that may create a conflict situation for individuals (Emmet, 2017). It was clear 

in this study that choosing whether to create conflict appeared to be influenced by their 

previous experiences and areas of expertise. This was highlighted as governance directors 

attempted to debate with clinical staff resulting in a change in the power dynamic.  

You need a board to understand that �F�R�P�P�D�Q�G���D�Q�G���F�R�Q�W�U�R�O���G�R�H�V�Q�¶�W���Z�R�U�N���L�Q��health, in fact, 

�L�W�¶�V a recipe for failure and where I think the board is going to come unstuck. If clinicians 

�J�R���G�R�J�����W�K�H�\�¶�O�O���J�R���G�R�J���D�Q�G���V�W�R�S���D�Q�\�W�K�L�Q�J���\�R�X���Z�D�Q�W���W�R���G�R���V�R���\�R�X�¶�Y�H���J�R�W���W�R���H�Q�J�D�J�H��them. 

(Participant H). 

From this example, we see that individuals make choices to either comply or become non-

compliant, which in philosophical terms means choosing freedom (non-compliance) from 

power (Farrell, 2004).  

Participants in this study were aware of the consequences to relationships when there was 

conflict, but this did not manifest as an attempt to decrease conflict. Some participants felt 
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strongly that the way communication occurred by not including clinicians signified a lack of 

respect and power imbalance (Doolin, 2002). This feeling also emerged related to the issues 

affecting the health system and the state's response to the pandemic which was felt to be 

causing significant stress and distraction to clinicians. Some participants vocalised mistrust of 

health system reforms and government as well as suspicions of government behaving 

covertly to push through health reform �³under �&�R�Y�L�G�¶�V umbrella�  ́(Participant G). Some 

participants described a clear distrust of the state during this time of pandemic response and 

were not receptive to continuing to trust and engage in discourse with government. Some 

participants felt that they did not have a voice in planning for the pandemic response and 

were dominated by the government and the District Health Board. 

6.2.2 Voice 

Voice within organisations is used to form and influence the social relationships within 

organisations. Voice also influences and inflicts a form of power and sanction within power-

based relationships. It is closely linked to agency, �D�Q���L�Q�G�L�Y�L�G�X�D�O�¶�V willingness to act, and 

determines the choice an individual makes related to engagement within the workplace 

(Greenberg & Edwards, 2010; Lock et al., 2017). Voice, and how it is used, can demonstrate 

resistance to domination. This may be by specific behaviour such as intimidation or 

minimisation of individuals and objectifying individuals to create division, what Foucault 

would call dividing practice (Dreyfus & Rabinow, 1983). Dividing practice as a form of 

power can become the normative behaviour within organisations; it becomes mundane and 

invisible, and behaviours such as those described in this study become an accepted pattern of 

behaviour. Once embedded within an organisation, such behaviours affect the valence or 

culture of the organisation (Jenkins, 2008).  

The concept of voice has been described as nuanced, suggesting that voice is used to achieve 

many differing outcomes and is applied by individuals and groups to indicate many facets of 

personal and professional identity and associated power. Voice is usually applied as context-

specific and is usually focused on a specific agenda. Voice can be used as a way to express 

and demonstrate individual motivation, our values and principles, our social and cultural 

identity, our sphere of influence, and give expression to our feelings and symbolism (Lock et 

al., 2017). How individuals use their voice indicates the political or situation context in which 

it is intended to affect and this is contextually important in relation to this study. Voice, in 

this study, was applied within and outside the boardroom to achieve various objectives. 
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Lock et al. describe voice or silence as linked to three responses. 

1) Acquiescence, the first response, indicates disengaged behaviour and is often based 

on resignation to the situation being faced.  

2) Defensive, the second response, is a protective response to achieve an element of self-

protection. This may be a fear-based response.  

3) Pro-social, the third response, is an approach which is based on cooperation to 

achieve desired outcomes.  

Each of these responses is situation-dependent and influenced by an organisation�¶s culture 

and social relations. In this study, the narrative analysis demonstrated these three responses 

concerning how participants used their voices within the clinical governance environment. 

Organisational behaviour norms also influence how voice is used and applied in either a 

positive or negative approach. Such behaviours or attributes may be pro-social and helping in 

nature or may be challenging the status quo, creating or aiming to create dissent by speaking 

up to authoritarian figures. Lock et al link the way we use our identity to the way individuals 

use their voice and how the power effect of voice is related to positional or political power in 

the act of engaging (Lock et al., 2017). This is particularly salient in considering the 

narratives in this study where positional power (clinical) was dominated by clinicians and 

political power (government) was asserted by the health governance board. Voice and how it 

is used take on special meaning to clinical governance discussions and an �L�Q�G�L�Y�L�G�X�D�O�¶�V safety 

when wanting to speak out about issues of concern or risk. Situation dependent, voice is 

linked to how individuals feel about their place of work, and in particular, the �L�Q�G�L�Y�L�G�X�D�O�¶�V 

ability to feel safe within their interactions with others ���2�¶�'�R�Q�R�Y�D�Q���H�W���D�O����������������. 

The participant�V�¶ recollections of behaviours that were experienced as intimidating, 

minimising, and threatening painted a picture of unsafe communication and being placed in a 

position of not being able to respond.  

an official, a bureaucrat really abusive and obnoxious, sitting there thumping the table and 

just yelling at us we found out this behaviour was actually happening throughout the 

country and quite a few people were intimidated�² some just want to keep their heads 

down�² yes minister, others try to do what they need for their organisation and they try to 

keep the ministry happy�² so it can have a really negative impact on what happens 

(Participant H).  
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This example of participant recollection provides an example of political power and potential 

sanction if individuals do not acquiesce, but it also creates an unsafe environment for 

individuals to effectively connect and voice their issues or concerns (Lemke, 2001). Speaking 

up and using voice play a significant role in encouraging improved dynamics between health 

professionals to achieve overall safety in high-risk environments (Edmondson, 2003). 

Speaking up and use of voice is particularly crucial during clinical governance conversations 

whereby silence of clinicians' voices may obfuscate risk recognition, but it also serves to 

increase understanding of the topic and issues being discussed (Jones & Kelly, 2014). 

Voice has some positive effects; if used well can be particularly powerful in that we use 

conversation and discourse to shape our meaning-making of situations and information. 

Without meaningful conversation and debate discursive opportunities are missed and the 

potential to improve individual and collective knowledge is reduced (Dreyfus & Rabinow, 

1983). Clinical governance relies on information sharing to ensure all individuals involved in 

the health board governance of the organisation understand what is happening and understand 

as much as they can about the issue at hand. This can improve the opportunity to deliberate 

well as a collective governance group. This conversation and sense-making of information is 

the most important activity for a collective understanding of issues confronting health boards 

(Chambers, 2012). 

Understanding the reasons why power and knowledge shape how individuals make meaning 

of their daily interactions, and how our social and cultural background and embedded cultures 

influence our comfort and approach to specific social situations, remains a topic of much 

interest to social philosophers.  

As an example, habitus and field (Power, 1999) �E�D�V�H�G���R�Q���3�L�H�U�U�H���%�R�X�U�G�L�H�X�¶�V��theory, promotes 

that our habitus, our embedded social relations and culture acquired at birth and throughout 

childhood, directly affect our place and social status in society. It also differentiates us, by 

say, our taste in culture, such as fondness of the arts, or our access to education to improve 

our intellectual or educational capital. Essentially, Bourdieu introduces different forms of 

capital�² social, intellectual, material, or economic, but he also explores the way we live our 

daily lives and the influences that shape us, such as our ability to practise specific activities 

and therefore change our field of action and practice. His work also focussed on 

understanding the relationship between power and domination (Bourdieu & Collier, 2020).  
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In contrast, �)�R�X�F�D�X�O�W�¶�V philosophy was focussed on language and discourse (Hall, 2001). 

�)�R�X�F�D�X�O�W�¶�V���L�Q�W�H�U�H�V�W���Z�D�V���L�Q���X�Q�G�H�U�V�W�D�Q�G�L�Q�J���W�K�H���U�X�O�H�V���D�Q�G��language that produced statements that 

were meaningful and helped regulate the conversation. He linked discourse with the ability to 

share knowledge and therefore become meaningful to those engaged in the conversation. 

Foucault saw language linked to practice as the way to define knowledge. He saw this 

meaning-making as discursive, shaping understanding and knowledge of the topic being 

discussed. Bourdieu complements Foucault in that they both recognise the acquisition of 

knowledge is acquired by practice, and practice is where one acquires experiential skill and 

learning. Practice becomes second nature, embodied, whereby knowing, thinking, and 

sensing are inextricably linked (Dreyfus & Rabinow, 1983). The philosophical perspectives 

of Foucault and Bourdieu add a deeper appreciation and perspective of the dynamics between 

governance directors and clinicians in this study as participants shared the challenge of 

working with very different knowledge bases in the health boardroom and clinical 

governance environment. Helping to understand the difference invites some discussion of the 

evolution of medicine and the status and role of the state. 

Over the centuries, health clinicians have combined both practice and scholarly mastery of 

their education. For experienced clinicians, knowledge is acquired and deeply embedded over 

years of practice; this is described as embodied knowledge (Nettleton et al., 2008). Medical 

practitioners are generally afforded a privileged position in their community owing to their 

education and expertise and unique relationship with individuals who share intimate and 

privileged information and trust that the medical practitioner has the appropriate skill and 

expertise. This standing was relatively stable until the 1980s when, in the UK, the state 

introduced regulation from a distance to control and monitor practices (Salter, 2001). Such 

intervention has intruded upon the deeply embedded behaviours and practices of medical 

practitioners (Nettleton et al., 2008).  

If we consider the �%�R�X�U�G�L�H�X�¶�V philosophy of field, habitus, and capital (Monnier, 2007) in the 

context of the health professional response to health board governance and management, it is 

possible to begin to untangle the affective power-based behaviours that were portrayed during 

the study. 

Bourdieu on field (Monnier, 2007), describes how individuals are positioned, who is 

dominant, who is non-dominant, and the hierarchy. Usually, these relate to social 

relationships, wealth, symbols such as prestige, and culture such as education. Each of these 
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fields constructs the amount of capital with which individuals can determine where they fit 

within their �³�I�L�H�O�G�´ and work hard to improve their place in such a hierarchy of social 

relations, and therefore increase their sociological or intellectual capital. How individuals use 

this capital results in some form of social action. Bourdieu links field and capital with 

habitus; habitus is more deeply embedded, the traits and conditionings that occur during 

childhood and as we grow into our social world (Monnier, 2007). 

Habitus (Power, 1999) relates to our embedded unconscious social structure and practices; 

our tastes, our language, our comfort with social situations, our body language, our culinary 

preferences, and our educational success. Collectively, it describes the history of an 

�L�Q�G�L�Y�L�G�X�D�O�¶�V trajectory through life and includes the conditionings associated with a particular 

class of conditions of existence and the subsequent development of dispositions as a response 

to the conditions experienced (Bourdieu, 1990)�����%�R�X�U�G�L�H�X�¶�V���S�R�V�L�W�L�R�Q���L�V���W�K�D�W���R�X�U���I�L�H�O�G���D�Q�G 

capital determine our position from the outside, and our habitus is what determines our 

actions from the inside resulting in how our practice occurs, in turn, this effect is the power 

and agency we can assert in our social fields (Reed-Danahay, 2018). How individuals decide 

to assert agency is influenced by the social structures in which they perform. Giddens, a 

prominent theorist known for his work on structuration theory (Giddens, 2005), expresses a 

similarity to Bourdieu on how power and agency become interlinked with action, what 

Bourdieu would call practice. Giddens's work speaks of rules of social life, these being 

applied regularly and therefore becoming moral or procedural rules, reinforced as they are 

repeated. Such rules require material resources, authority (knowledge) such as cultural or 

intellectual capital, and political power and influence.  

Giddens (2005) sees these rules as influential in shaping the way behaviours and 

organisations become structured. Not structured in the sense of hierarchy but structured in the 

way of social relations and how organisation�V�¶ commodities, the intellectual capital, are 

manipulated. Individuals essentially are the organisation as they choose how to create their 

social relations outside of the architectural structure (Pérez, 2008). Perhaps of more 

significance is the suggestion that for individuals to act, they need to experience a motivation 

toward agency. Giddens states this motivation of agency can be conscious or unconscious, 

the intention being for the individual to rationalise and make a choice when deciding how to 

act (Giddens, 2004). He describes this as fulfilling a hierarchy of purpose. Reflexivity is 

considered a core component of action, requiring individuals to have some insight into their 
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decision-making process (Parker, 2010). Emphasis is placed on the need for knowledge to 

achieve insight. Based on Giddens, Bourdieu, and Foucault, the meaning we make of social 

discourse and the subsequent semiosis of our interactions and discourse become significant if 

we consider the complexity of interactions within the health boardroom context. In this study, 

power imbalance emerged owing to differing knowledge and understanding resulting in 

divisiveness (Clegg et al., 2002; Monnier, 2007; Nettleton et al., 2008).  

From a social relations perspective, we can consider how the structure of an organisation or 

group is affected by the reality of these relationships outside of architectural or formal 

organisational structure. Giddens addresses this by suggesting that structure within an 

organisation is a virtual structure, quite distinct from any tabled hierarchical structure and 

therefore the real social relationships form within, irrelevant of the formal hierarchy (Pérez, 

2008). Parker, when discussing structure, describes the need to understand the history of what 

produces the social forms we witness as social interaction (Parker, 2010). To begin to 

understand this, he poses that we must first specify what the properties of the social reality 

are to identify the human responses and subsequent social interactions.  

Foucault (Dreyfus & Rabinow, 1983) provides some answers to help understand this dynamic 

as differentiation, the system by which law or traditions, or competence and knowledge 

create the conditions of a relationship. What has emerged is that differentiation in knowledge 

and competence within specific fields of expertise does shift the power relations. If we 

consider that power relations aim to create modes of action upon others, there will always be 

some resistance experienced as the struggle to assert power reduces the freedom of another. 

In resisting or acquiescing, every struggle reaches a point of one individual dominating the 

other, and whilst victory may be claimed by one individual, rendering the other impotent, it 

leaves a power relationship based on adversity (Dreyfus & Rabinow, 1983). Power relations 

depend on other �L�Q�G�L�Y�L�G�X�D�O�V�¶��intentions and motivations. It is important to attempt to 

understand the motivation or objectives of individuals within the context of their relationship, 

and this may include understanding how they use their forms of power be they language, 

knowledge, threat, social, or economic.  

It is at this nexus that we see the relative autonomy of medical practice in conflict with state 

or institutional power and this directly challenges the normative social relations that have 

become customary to this professional group. It is here that resistance experienced by 

participants results in behaviour change and damaged relationships (Dreyfus & Rabinow, 
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1983). To explore this impact a little further it is useful to think about how power relations 

�D�U�H���F�O�R�V�H�O�\���D�V�V�R�F�L�D�W�H�G���Z�L�W�K���)�R�X�F�D�X�O�W�¶�V��governmentality.  

Governmentality is often defined as the conduct of the conduct (Foucault, 2011). McKinlay, 

(2012) describes power in its covert form. 

The great secret of modern power was that it is hidden in plain sight, visible to all, its 

various strategies and techniques openly discussed by all. Of course, this is the defining 

paradox of modern power: at once, continuous, mundane, open, visible and liberating, 

while knowingly producing subjects whose freedom is monitored, measured and managed 

(McKinlay et al., 2012,p.5). 

Governmentality can be described as the art of government; the proposition of government 

that is not limited to state politics and includes a range of control techniques applicable to a 

�E�U�R�D�G���Y�D�U�L�H�W�\���R�I���R�E�M�H�F�W�V���L�Q�F�O�X�G�L�Q�J���R�Q�H�¶�V���F�R�Q�W�U�R�O���R�I���W�K�H���V�H�O�I���D�Q�G���W�K�H���F�R�Q�W�U�R�O���R�I���S�R�S�X�O�D�W�L�R�Q�V��

(Lemke, 2001). Governmentality applies to individuals, the state, and the professions 

(Doolin, 2002; Flynn, 2002). Governmentality became part of clinical governance discussion 

related to the role of government in the regulation of health professionals and the distancing 

of the state in relation to monitoring self-regulation in the professions (Dean, 2017; Nettleton 

et al., 2008). Foucault presented governmentality as the way individuals lead or direct others, 

how they behave and take responsibility for their performance and others�¶���D�F�W�L�R�Q�V from a 

distance (Dean & Hindess, 1998). Included is the way individuals take responsibility for their 

actions or omissions (Gordon 1991). The political context of conduct of the conduct, the self-

monitoring of practice, results in either becoming a subject or �R�Q�H�¶�V actions creating another 

as a subject. This is relevant to the role of generic governance, whereby to govern is to 

structure the possible field of action of others, to be able to influence and control aspects of 

another individual (Dean & Hindess, 1998). Whilst governmentality appears related to the 

social reality of how a subject behaves, it is not separate from the government. State power, 

or sovereign power, interacts with governmentality in the formation of power relations. 

Power can repress or produce and should not be conceived purely as resistance (Foucault, 

1980).  

Such relations of power become apparent within the clinical governance relationship as we 

consider the power relationship between professional regulatory bodies that monitor 

standards and competency and the state legislation that governs the overarching agency. As 
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an example, we can use the profession of medicine who conduct peer assessments to self-

monitor their conduct. Such activity fulfils the discipline of intra-professional monitoring, 

something the medical profession has nurtured since the intellectual and social status of 

medicine became part of the social strata of the educational elite, what Foucault would call 

freedom (Dreyfus & Rabinow, 1983). Such freedom enables the institution of medicine to 

monitor its conduct, set its standards, and maintain its social status and intellectual 

knowledge base. At times, however, sovereign or state power can intervene when needed to 

assert authoritative institutional power and sanctions. These are sometimes termed symbolic 

violence or technologies of power, the purpose to enforce regulation such as through medical 

regulatory bodies (Flynn, 2002). 

In this context, the state governs individual clinicians but from a distance. In self-managing 

professional practice, governing their conduct, and remaining elite from the academic and 

intellectual perspective, medical practitioners remain almost free from state power, be it 

surveillance or restriction of privilege. They are, therefore, liberated to express their 

professional identity (Dreyfus & Rabinow, 1983). However, other factors do influence the 

responses of individuals depending on their social relations within their organisation. This 

emerged in the participant narrative related to their experiences of domination whilst 

interacting in the clinical governance environment following health reforms introduced in the 

1980s. 

The experience of being governed from a distance, and the introduction of the regulation of 

the medical profession (and other health disciplines), coincided with government health 

reforms based on neo-liberal ideology, initially in the United Kingdom, and then in New 

Zealand. Neo-liberal ideology under the Thatcher government in the United Kingdom 

(Boston, 1998; Schick, 2001) resulted in comprehensive reform in the National Health 

Service to increase control mechanisms by introducing bureaucratic and management 

structures. This reform eventually reached New Zealand in the 1990s (Doolin, 2002). In New 

Zealand, public sector health services experienced repeated reform in an attempt to improve 

service and quality in healthcare (Gauld, 2003, 2012, 2016; Laugesen & Salmond, 1994; 

Parliament, 2009). These relatively frequent reforms mostly resulted in limited success. They 

have damaged relationships and created distance and mistrust between clinicians, governance 

directors, and operational management which has endured over many years (Bagshaw, 2000; 

Bamford & Porter-�2�¶�*�U�D�G�\�����������������)�O�\�Q�Q�����������������*�L�O�E�H�U�W��������������. Repeated reforms have also 
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led to disengagement of clinicians as each reform fails to achieve its overarching objectives 

(Gauld, 2016).  

The shift to increased management control, mandated by the state, created tension as 

clinicians were expected to align with management priorities as opposed to clinical priorities, 

resulting in resistance from many clinicians (Tazzyman et al., 2019). The concurrent 

imposing of regulatory frameworks by the government on the medical profession created 

further dissent as clinicians were increasingly scrutinised and monitored by health 

governance boards and external agencies (Nettleton et al., 2008). Essentially, such scrutiny 

challenged professional identity resulting in cultural impact within organisations with trust 

being damaged (Langley et al., 2013). There appears to be a continued widening of 

disengagement of relationships between clinicians, governance directors, and operational 

management (Bismark et al., 2013; Brown, 2019; Jha & Epstein, 2010; Joshi & Hines, 2006; 

Leggat & Balding, 2019).  

Regulation of professional roles, institutionalisation, and associated hierarchical structures 

have created a change in relationships within the health governance board and operational 

management environment. Some say this has resulted in the disembodiment of medical 

knowledge resulting in new complex power dynamics and dilution of historical power 

relations (Dreyfus & Rabinow, 1983; Nettleton et al., 2008). Consequently, this study 

identified that power forms a crucial component of influence in the clinical governance 

environment. 

To summarise this chapter, the opportunities to optimise engagement in the clinical 

governance environment are strongly influenced by history, philosophy, institutionalism, and 

knowledge. It is a complex dynamic with many unspoken influences being asserted 

throughout the engagement experience within the clinical governance environment. 

Consequently, the confluence of these factors directly affects the ability to engage well in the 

clinical governance environment resulting in tension and oppositional behaviours. In the 

following chapter, I introduce the final theme of clinical governance, followed by a summary 

and discussion of the emerging theory from this study.  
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Theme: Clinical and Governance  

This chapter introduces the theme of clinical and governance. Presented in two sections, the 

findings of the study, followed by a discussion section that explores the concepts of clinical 

governance and its relation to health board governance. The study findings are then explored 

in the context of current scholarly literature to assist in elaborating on why this theme is 

significant and different from the other themes within the study context. In this chapter, I 

present a view that is different from the way clinical governance is portrayed in current 

literature. Clinical governance is portrayed by participants in this study as the conversations 

that occur mainly in the boardroom, this distinction placing the clinical governance concept 

apart from its quality system-based approach as in most of the literature. This distinction is 

important in the context of healthcare governance as the institutional rules of generic 

governance in this study appear to reduce the opportunity for optimising engagement with 

those who have a deep understanding of the healthcare system and environment. 

Subsequently, the rules of engagement reduce connection and increase tension owing to the 

reduced opportunity to connect effectively and effect sound governance deliberation.  

You will note that for some participants, the rule-based institutional structure is considered 

important to maintain the separation of governance authority and operational management to 

avoid the blurring of boundaries. Behaviours in the boardroom environment also emerged as 

concerning in this study, indicating that competency to manage the complex relations (as 

highlighted in the prior themes), requires a considered approach for improving future 

harmonious but robust governance relationships. This study focusses on optimising 

engagement. In the interests of addressing relationships within the clinical governance 

setting, the findings of this study reveal that it may be timely to reconsider how best to 

establish connected and engaged relationships. To enable competence to manage conflict and 

opposing views in the governance of healthcare, a different relational approach would need to 

be sought. 

7.1 Findings  

How participants thought about their governance experiences reflected different views 

depending on their role based on either governance director, clinician or policy role. The 

rules of governance emerged for many participants when talking about the formal governance 

board structure, the power of the governance board, professional accountability, and 
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competing responsibilities. Differing exposures to governance models provided contrary 

views on the traditional rules of the way governance is enacted, particular emphasis being 

placed on the interface where health clinicians and governance directors both have competing 

priorities with different drivers that motivate them in their roles.  

The interface between health board governance and clinical was said to make managing 

health a very different experience from a commercial model because the clinicians are the 

experts, whereas governance directors and operational management have limited knowledge 

of clinical matters and little real control over clinical decisions. Governance rules that force 

structural distance from the staff were considered less helpful for some participants who 

supported the chance to connect and take time to engage with leaders across the organisation. 

They felt this led to a deeper and closer understanding of how board decisions might affect 

the quality of services. This suggested that traditional governance rules where the structure 

discourages direct connection to staff were seen as a barrier to engagement and also to a full 

understanding of the consequences of board decisions.  

The traditional generic governance model of the need for separation of the governance board 

and operational management roles was felt to create a split in relationships as it imposed 

distance and lack of connection with all correspondence and communication being completed 

via the chief executive. For some participants, this reinforced the view of a culture of 

separation between clinicians and governance directors and appeared to have led to a 

historical pattern of hostility between health board governance and clinical staff. Other 

participants were very clear that health board governance and operational management were 

to remain separate, and this is how they practised their governance role. 

For participants who expressed a strong view of the need for health board governance and 

operational management separation, this evolved for them from years of practising 

governance in this way. Some had been trained in this style as novice governors �³�Z�K�D�W���Z�H�¶�Y�H��

�D�O�Z�D�\�V���E�H�H�Q���Y�H�U�\���F�D�U�H�I�X�O���R�I���L�V���Q�R�W���W�R���L�Q�Y�R�O�Y�H���W�K�H���P�D�Q�D�J�H�P�H�Q�W�����Z�H�¶�Y�H���D�O�Z�D�\�V���E�H�H�Q���Y�H�U�\���F�O�H�D�U��

on governance versus management�  ́(Participant C). The rules of generic governance were 

said to exist for a reason which enabled clear accountabilities and responsibilities to be 

allocated to those who managed the services where the aim of this was to remove potential 

interference by governance boards in operational issues. This position of separation, however, 

did shift when the conversation described issues of leadership that were causing concern to 

the board�² the boundaries appeared to blur, and the board demanded detail and began to 



140 

cross the governance/management �³divide�  ́to ensure they were being given the right 

information. Generally, this was viewed negatively, especially by management as it implied 

and, in some instances, confirmed a lack of trust in management resolving issues. Participants 

with experiences in such governance situations were candid in describing the impact of such 

meddling and the personal impact and effect it had.  

�,�¶�P���V�H�H�L�Q�J���P�R�U�H���L�Q�Y�D�V�L�Y�H���R�Y�H�U�V�L�J�K�W���W�R���W�K�H���S�R�L�Q�W���R�I���W�K�H���E�R�D�U�G���Z�D�Q�W�L�Q�J���W�R���V�L�W���L�Q���R�Q��

committee meetings, yeah, very uncomfortable, and only in the last year or two I have 

�U�D�L�V�H�G���W�K�L�V���Z�L�W�K���P�\���F�K�D�L�U�P�D�Q���R�I���,�¶�P���I�H�H�O�L�Q�J���\�R�X�¶�U�H���L�Q�I�U�L�Q�J�L�Q�J���R�Q���P�\���P�D�Q�D�J�H�P�H�Q�W��

(Participant E).  

For some, this type of experience changed their perception and their commitment, and they 

conveyed their feelings that perhaps it was time to reconsider their position. 

The narrative in this study also revolved around the position held by individuals and 

influenced how individuals were affected by the decisions and behaviours of others. Some 

participants described poor past behaviours at the health board table that were not addressed 

or challenged by anyone present. As an example: 

He said why do you appoint these young guys as heads, he said, we love it when you do 

�W�K�D�W�����Z�H���M�X�V�W���G�R�Q�¶�W���W�D�N�H���D�Q�\���Q�R�W�L�F�H���R�I���W�K�H�P�² and I thought yeah, that kinda sums it up 

really, and so he�²  the young doc�² got done to and then left (Participant B).  

This lack of response or silence from my perspective was fascinating. Within the sanctuary of 

the boardroom, things could be said that would be unacceptable in any other committee or 

meeting within a healthcare environment. And what of those on the receiving end? It 

appeared from the narrative that silence followed these behaviours in the boardroom. Perhaps 

the consequences of challenging would impact relationships outside of the sanctuary of the 

boardroom, or perhaps it is the culture of the power that individuals and boards hold. And 

yet, throughout the narratives, the issue of trust, values, organisational culture, and valency 

emerged as important. What I saw in this study was espoused values emerging within the 

narratives, and an inability to confront such behaviour. 

Competence in governing also emerged as a relationship challenge. Layperson representation 

on boards does cause some angst but mostly there were positive ways to help address the 

concerns that emerged. Some participants in this study were less flattering and quite critical 
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�R�I���W�K�H���S�U�R�F�H�V�V���R�I���H�O�H�F�W�L�R�Q���R�I���F�R�P�P�X�Q�L�W�\���O�D�\�S�H�R�S�O�H�����Q�R�W�L�Q�J���W�K�D�W���L�W�¶�V���D���U�H�D�O�L�W�\���V�K�R�F�N���³once they 

realise �L�W�¶�V more than car parking�  ́(Participant H) as the new incumbents gain a deeper 

realisation of the breadth of health board governance responsibility. Assisting laypeople to 

develop a broader understanding of the complex governance arena of a health board was 

supported by some participants in this study as part of clinical leadership �³we call it clinical 

�J�R�Y�H�U�Q�D�Q�F�H�����E�X�W���L�W�¶�V���W�K�H���F�O�L�Q�L�F�D�O���L�Q�S�X�W�  ́(Participant H). 

Participants expressed some empathy related to how newly elected governors respond to the 

responsibility, especially if the individuals have no healthcare experience. Some 

acknowledged that the difficulty for laypeople is for them to know what questions to ask. In 

some instances, participants reflected their understanding that sometimes non-clinical 

individuals lacked confidence in speaking out for fear of looking foolish. Some participants 

indicated a strong sense of responsibility to help guide the board towards sensible decisions 

�³and talked about the difference between clinical input into governance, clinical input into 

their decisions, and all the other clinical governance stuff which is more like governance of 

clinical�  ́(Participant J). Other participants spoke of solutions such as connecting with non-

clinical board members during breaks and establishing a conversation away from the board 

table in a less formal setting. This approach had two benefits, 1) it contributed to forming a 

trust-based relationship that was safe, and 2) it helpfully established the credibility of the 

clinician, therefore, a mutual benefit and connection. This connection emerged as important 

as significant clinical issues emerged in the health boardroom, especially during the Covid-19 

pandemic. 

�3�D�U�W�L�F�L�S�D�Q�W�V���V�X�J�J�H�V�W�H�G���L�W���L�V���W�K�H���F�O�L�Q�L�F�L�D�Q�V�¶���O�H�D�G�H�U�V�K�L�S���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���Z�K�H�Q���S�D�U�W�L�F�L�S�D�W�L�Q�J���L�Q��

health board governance discussions, that include laypeople, to �³take those people with you�  ́

(Participant F) and provide guidance on complex issues. When complex ethical issues 

emerged, mandatory Covid-19 vaccination as an example, the contribution of the clinicians to 

the clinical governance conversation was thought to be crucial to help health board 

governance understand the implications of their decisions.  

Clinically experienced participants felt it was difficult for those non-clinical to appreciate the 

internal �³knowing�  ́that clinicians bring to the table�² not just the science, but also the 

experience of being a clinician. This is expressed in the following:  
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It can be frustrating because it's embedded in your soul. You �N�Q�R�Z���\�R�X�¶�Y�H���F�R�P�H���W�K�U�R�X�J�K��

this; �\�R�X�¶�Y�H���V�D�W���Z�L�W�K���G�\�L�Q�J���S�D�W�L�H�Q�W�V�����\�R�X�¶�Y�H���G�H�D�O�W���Z�L�W�K���K�R�U�U�L�E�O�H���F�O�L�Q�L�F�D�O���V�L�W�X�D�W�L�R�Q�V�����\�R�X�¶�Y�H��

�P�H�V�V�H�G���X�S���D�Q�G���G�R�Q�H���V�R�P�H�W�K�L�Q�J���D�Z�I�X�O�����\�R�X�¶�Y�H�����,���P�H�D�Q, been through all of that. �<�R�X�¶�Y�H��

been on call at night, �D�Q�G���\�R�X�¶�Y�H���V�H�Q�V�H�G���W�K�H���I�U�X�V�W�U�D�W�L�R�Q���R�I���Q�R�W���H�Q�R�X�J�K���U�H�V�R�X�U�F�H�V���W�R���G�H�D�O��

�Z�L�W�K���V�R�P�H�W�K�L�Q�J�����L�W�¶�V���H�P�E�H�G�G�H�G���L�Q���\�R�X�����L�W�¶�V���S�D�U�W���R�I���\�R�X�����D�Q�G���R�W�K�H�U���S�H�R�S�O�H���G�R�Q�¶�W���K�D�Y�H���W�K�D�W����

�D�Q�G���G�R�Q�¶�W�����F�D�Q�¶�W���V�H�H���L�W�����L�W�
�V���Q�R�W���S�D�U�W���R�I���W�K�H�L�U���H�[�S�H�U�L�H�Q�F�H����Participant F). 

Frustration was expressed when attempting to explain the tension of trying to convey the 

clinical perspective. 

Participants with dual clinical and health board governance experience articulated a more 

moderated perspective of the relationship, using terms such as �³you think of things as 

wholes�  ́(Participant F). This narrative led towards a discussion about the definition of what 

clinical governance looks like in practice.  

Defining and describing clinical governance took some thought and resulted in more 

questions than answers. �³clinical governance, the interface between clinicians and governors, 

somewhere in there lies the secret to good health policy�  ́(Participant B). Very few 

participants described clinical governance as a system�² though occasional mention of 

structure and guidelines occurred�² for others, it raised the question �³are we talking board, 

management or clinical?�  ́(Participant F). Regardless, participants were keen to discuss their 

experiences of engagement in clinical governance conversations. The leadership of the board 

emerged as critical in ensuring a well-run board with the chairman's role considered vital 

both with board directors and those presenting and engaging with the board. The competency 

of governance directors and their ignorance of the broader role and responsibilities of health 

board governance were of concern. Laypeople were said to sometimes struggle to understand 

the clinical data or the critical issues in the clinical discussion and this was emphasised by 

participants.  

Cause a non-medical board can say things they don't mean, then write it down and it 

means something a little bit different, so um, just a useful discussion�² they were exploring 

what their position was going to be and teasing towards it and getting a little bit of input to 

help them worked pretty well�² that's been a bit of one-off in a few years (Participant J). 

Some participants in this study observed that clinical governance must evolve within an 

organisation: 



143 

I think the right kind of clinical governance has to evolve out of, �Q�R�W���R�Q�O�\���Z�K�D�W���L�W�¶�V��

supposed to achieve, �E�X�W���Z�K�D�W���L�W���F�D�Q���D�F�K�L�H�Y�H���D�Q�G���Z�K�D�W���S�H�R�S�O�H���S�X�W���L�Q�W�R���L�W�����D�Q�G���W�K�H�U�H�¶�V���J�R�W���W�R��

be benefit they see in it (Participant J).  

Engagement in clinical governance was important to participants, even though the term was 

not easily defined. How governors and clinicians spoke about clinical governance provided 

differing perspectives. Governance of a health board focusses mainly on the organisation, the 

system, the role of governing, their community, and the way the relationship between the 

clinical and the governance board has influenced their experience. On the other hand, 

clinicians spoke of the patient, outcomes, quality, politics, and the challenges that a lack of 

�W�L�P�H���W�R���³�G�R�´���F�O�L�Q�L�F�D�O���J�R�Y�H�U�Q�D�Q�F�H���Z�R�U�N�����7�K�H�\���D�O�V�R���I�H�O�W���W�K�D�W��the governance board did not 

always understand the services provided within the sector. Differing perspectives of clinical 

and health board governance emerged, and tensions also became evident as past experiences 

were recalled, especially related to knowledge and power.  

Governance directors saw clinicians as holding more power in the boardroom as they had the 

expert knowledge and knew how to place governance directors in a �³�Z�K�R�¶�V���J�R�L�Q�J���W�R���Z�L�Q�  ́

(Participant D) situation, especially when public and media risk was associated with the more 

significant clinical risk topics. This perspective was in direct contrast to the clinicians, some 

of whom felt that board governors held the power to make decisions and dismiss their 

expertise. There was a lot of feeling attached to these narratives including resentment, anger, 

and frustration. This extended beyond the immediate environment with heightened emotions 

when external influences such as media were seen to unfairly influence and sway public 

opinion. 

Media emerged as a means to leverage political and clinical governance board decisions but 

sometimes resulted in a split between governance and clinicians and the taking of sides which 

caused damage to the governance board and clinical staff relationships. Such experiences 

impacted current and future approaches to clinical and governance interactions. When media 

became involved, the outsider perspective was said to promote the clinical view, with health 

board governance appearing to be unsupportive of clinical issues. �³You �N�Q�R�Z���L�W�¶�V���U�H�D�O�O�\��

difficult to have a nuanced discussion around that when essentially one side of the equation 

knows that if they go public, they will have 95% of the support�  ́(Participant B). The media 

were seen as both positive and negative, dependent on the situation. Participants described 

negative media coverage of health board governance and operational management and 
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positive coverage about clinicians making it difficult for governance directors as they felt 

they could not win because they were not clinicians. Relationships emerged as tenuous at 

times, but relationships did matter to all participants. 

Relationships with funders of community and primary services such as a District Health 

Board emerged as challenging for those participants who were involved in negotiations. Most 

community services felt minimised by the domination of the District Health Board 

environment and the focus on acute hospital services as opposed to community rural services. 

Participants were felt to be considered less of a priority when funding decisions were being 

made. This appeared to lead to division and confrontation with District Health Board 

governance and a reluctance to be in their presence. Strategising as a group became an 

important process to ensure the congruence of a collective position and reduce the potential to 

be divided or separated by the dominance of the District Health Board during negotiations. 

Strong and negative feelings were expressed about past negotiations and conversations, and it 

was not recalled as a good experience. Other participants expressed strong negative 

experiences of unfair and poorly informed decisions being made by their local District Health 

Board especially so during the pandemic response. This was described as �³an un-level 

playing field�  ́(Participant G) and perhaps less eloquently, but more expressively �³a bugger�¶s 

muddle�  ́(Participant D) as dissatisfaction and resentment was expressed about the quality of 

engagement during this crucial high-pressure time of the pandemic response. 

Time pressures were described by participants in the context of being able to fulfil activities 

associated with clinical governance activities. Mostly, when time was referenced, it was 

related to having little time for quality, reduced time to discuss things that matter and the 

overwhelming pressure of clinical demands during the planning of pandemic response in 

rural and primary services. Accompanying time pressure was a feeling of fatigue, specifically 

related to the waiting for Covid-19�¶s arrival in the community as clinicians waited �³with 

shoulders hunched�  ́(Participant J) for the onslaught of patients.  

Described as �³the phantom menace�  ́(Participant E), the Covid-19 pandemic emerged 

ubiquitously as a concern for all participants. The pandemic's arrival was described as having 

changed the way people related to one another, especially where the external threat of the 

global pandemic deflected the internal issues of organisations, and the focus was turned 

outwards with comments such as �³the enemy was out there�  ́(Participant F). Some 

participants commented that not all boards were initially fully engaged in the early pandemic 



145 

conversation�² some participants recalled governance director responses suggesting over-

emotional responses to worst�±case scenarios of ventilator rationing, but as the pandemic 

became a reality, that changed to a focussed engagement. Thus, waiting for the arrival of 

Covid-19 pandemic changed the way individuals engaged. 

Engagement, directly linked to Covid-19, increased between clinicians and health board 

governance directors within rural and primary organisations and participants described 

improved conversations and better reporting structures between clinical staff and health board 

governance. Others commented that the pandemic had positively influenced funding 

decisions that had been lagging for some time and that the legacy will be improvements for 

some services. The pandemic provided opportunities to achieve a closer connection with the 

health governance boards in rural and primary, and it created an environment of drawing 

people together to focus and �³get together on it�  ́(Participant F) as staff worked in a multi-

disciplinary team to make plans.  

The interface with the District Health Board, however, or the government, was not viewed 

favourably with participants citing poor communication, lack of information, and a lack of 

understanding about rural and primary services. Some participants felt there was disrespect 

and ignorance by policymakers about the primary function and purpose of their services and 

that those with primary or rural status were a secondary consideration to the regional 

planning processes. This sense of disrespect felt by the rural and primary participants spilt 

over to uncertainty about whether the positive aspects of pandemic planning were a 

sustainable change in how individuals related to one another and was partly related to the 

fatigue experienced by clinical staff as the second wave of Covid-19 emerged. This was also 

influenced by the imminent health reform which was also creating uncertainty for some 

participants.  

All participants in this study were aware of the imminent health reform; some supported 

aspects of the reform, such as a reduction in the total number of District Health Boards, and 

others were perplexed that they were in the middle of a global health crisis response while 

simultaneously facing a nationwide health sector reform. Expressions such as �³unbelievable� ,́ 

and �³not a lot of transparency�  ́(Participant H) referred to the process of communication, and 

�³under the Covid umbrella�  ́(Participant G) indicated a degree of suspicion about how the 

reform had been pursued during times of this major distraction for most health professionals. 

These comments sum up the feelings expressed by some participants, whilst others expressed 
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genuine disbelief that the government would continue to introduce the reforms with so much 

pressure on the health system and felt much had been done covertly. Some participants 

supported the changes and saw opportunities to streamline and improve equitable access, 

�H�V�S�H�F�L�D�O�O�\���I�R�U���0�—�R�U�L���D�Q�G���U�X�U�D�O���V�H�U�Y�L�F�H�V, and some expressed a positive view of the potential of 

the locality model. However, not one participant could tell me specific information about the 

details of the health reform or localities as they were unclear and had not been engaged with 

by the implementation team from the Ministry.  

7.2 Discussion 

Governance architecture is the platform from which an institution achieves its strategic goals. 

As a general description, health governance is responsible and accountable for an 

organisation's overall operation and well-being (Massaro et al., 1994). In New Zealand, the 

government is responsible for the provision of the public health system. At the 

commencement of this study a District Health Board structure existed. The election process 

for the formation of District Health Boards (pre-July 20223) meant that the boards governing 

large complex health organisations included layperson community-elected representatives. 

District Health Boards consist of 11 directors in total, seven having been locally elected, and 

�I�R�X�U���D�S�S�R�L�Q�W�H�G���E�\���W�K�H���1�H�Z���=�H�D�O�D�Q�G���0�L�Q�L�V�W�H�U���R�I���+�H�D�O�W�K�����0�—�R�U�L���U�H�S�U�H�V�H�Q�W�D�W�L�R�Q���L�V���W�Z�R��

representatives, and if these were not achieved via the democratic election process, they were 

appointed by the Minister of Health (New Zealand Public Health and Disability Act, 2000). 

Health sector knowledge was not a prerequisite for elected or appointed directors. 

Healthcare governance is highly complex, requiring an architecture that can serve the health 

needs of a diverse and geographically dispersed community. Well-governed healthcare 

organisations rely on board directors with strong governance knowledge and a deep 

understanding of the organisation, its scope, and depth of service provision (Centre for 

Healthcare Governance, 2007). Also required is an understanding of the community's needs. 

Health boards within the New Zealand public sector have dual accountability to central 

government, the state, and key stakeholders as well as the patients they serve. The New 

Zealand Public Health and Disability Services Act (2000) prescribes these responsibilities. 

Dual accountability for achieving the fiscal requirements and mandates of government, and 

 
3 District Health Boards in New Zealand were dis-established in July 2022 and replaced by Te Whatu Ora 
�����‡�ƒ�Ž�–�Š�����‡�™�����‡�ƒ�Ž�ƒ�•�†�����ƒ�•�†�����‡�����•�ƒ�����Š�ƒ�‹�����”�ƒ�������¢�‘�”�‹�����‡�ƒ�Ž�–�Š�����—�–�Š�‘�”�‹�–�›�����ƒ�•�†���‰�‘�˜�‡�”�•�‡�†���„�›���Ž�‡�‰�‹�•�Ž�ƒ�–�‹�‘�•��(Pae Ora 
(Healthy Futures) Act 2022) 
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providing a professional safe health environment, inherently creates conflicts in addressing 

priorities. By its nature, health service providers rely on the expertise and contribution of a 

broad and specialised knowledge set (Centre for Healthcare Governance, 2007). Professional 

regulations require the monitoring, auditing, of standards. Investigation of patient harming 

events and errors require expertise and oversight. These responsibilities present governance 

boards with a high-risk environment requiring directors to be knowledgeable, astute, 

reflexive, and connected.  

Specific health governance board competency within the corporate governance environment 

is not easily acquired and many governors have limited health system knowledge (Wellington 

& Dugdale, 2009). District Health Board governors are prepared by induction via the State 

Services Commission following the results of the community election process and the 

appointment of ministerial appointees. This induction introduces the new directors to the role 

of health board governance, the normative procedures, guiding legislation, and codes of 

conduct that they should adhere to during their directorship tenure (State Services 

Commission, 2010). 

This study identified that governance engagement is guided by rules that emerged within 

participants' narratives. Some participants described governance rules regarding the 

separation between health board governance and operational management as crucial to 

effecting governance. The separation of governance responsibility and operational 

management functions occurred as the traditionally accepted norm (Bird, 2001). Participants 

in this study described the overarching aim of the generic governance function as the 

requirement to provide strategic direction for the organisation and not infringe upon 

operational business. Some participants in this study also stated that communication between 

governors and non-board members should not occur. In this study, there was an implicit 

expectation within the health board governance architecture of adherence to the rules-based 

system, and this appeared to be accepted by most participants. Participants observed that 

�³you are not only theoretically prevented from engaging at any kind of operational level, but 

�\�R�X�¶�U�H���D�F�W�L�Y�H�O�\���P�D�Q�D�J�H�G���W�R���H�Q�V�X�U�H���\�R�X���G�R�Q�
�W���W�U�\�  ́(Participant B). The consequences of 

breaking the rules result in sanctions, and participants commented that �³�\�R�X�¶�U�H���T�X�L�F�N�O�\��

�E�U�R�X�J�K�W���L�Q�W�R���O�L�Q�H�´����Participant B). This suggests that the normative rules of not engaging with 

management are deeply embedded within the health board governance process and culture.  
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Power within the generic governance architecture and agencies discourages challenging the 

status quo and therefore generic governance boards generally conform to the rules (Heide et 

al., 2023). The rules, however, impact health governance boards in understanding what is 

happening at the lower levels of the organisation, especially if clinicians are unable to raise 

issues effectively through the existing management structure (Huse, 2005). This failure to 

connect from the organisational floor to the board has been found to create complexity for 

clinicians and governors alike as interaction becomes episodic and lacks engagement (Lock et 

al., 2017). In contrast, some participants reported good experiences in their current health 

board governance relations where there was the ability to share and be treated �³on a level 

playing field�  ́(Participant G). Their satisfaction with engagement was quite different in 

comparison to their experiences of minimisation when engaging with other health governance 

boards. This is supported by Erakovic and Overall (2010) on how governance in health can 

change to embrace a stewardship role where trust and relationships enable collaboration and 

information sharing outside of the normative common parameters of governance. How health 

governance boards decide to operate is reliant on their governance leadership and the style of 

the chief executive. Whilst there is no ideal health board model, it is suggested that how 

boards use their resources does influence organisational outcomes and accountabilities 

(Chambers, 2012).  

Health board performance is generally based on control, strategy, and organisational culture 

(Chambers, 2012). The health board chair usually works directly with the chief executive to 

achieve the goals and outcomes required of the organisation. Chief executives are the sole 

direct report to the health board. All other managers, administrators, and clinical staff report 

through various line reporting structures upwards to the chief executive. Historically, 

accountability for the organisational performance of government-owned healthcare agencies 

has been determined by the health board, usually under the direction of the government and 

associated policy (Gauld, 2003). The public sector health governance model is based upon 

the principal-agent theory, whereby the principal is the Health Board (under direction from 

the state), and the agent is the chief executive, in charge of managing the job of achieving 

performance targets. 

Agency theory is the traditional foundation of the governance framework (Erakovic & 

Overall, 2010) that emerged in the 1970s and is generally accepted within corporate 

governance normative structures of organisations. It is used in a variety of governance 
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scenarios that involve complex and risk-based business. In essence, the theory relies on the 

administrator to carry out the directions of the board. Administering healthcare is complex 

and dynamic and relies significantly on talent, skill, reliability, and relationships as well as a 

structure that suits the organisational model. Management teams are the collective group of 

employees that administer the functional activities to enable the organisation's operations to 

be safe and effective for those individuals who require health services, as well as ensuring 

that it is fiscally controlled (Bird, 2001).  

Stakeholders in healthcare organisations within New Zealand include the central government, 

as the owner of the public health system, community trusts that are owned by their 

community but have contractual agreements with the public funding agency, private 

ownership, and the staff that work within the various systems. In this complex network of 

individuals, each person interprets their relationship with health board governance differently 

and this may influence their perspectives (Mooney, 2010). This is an important aspect to 

reflect upon regarding the principal-agent theory given the differing priorities of clinicians 

and operational management or health board governance. This is especially significant when 

we consider that health board governance is a complex environment and there is the risk of 

divergence in what individuals consider their priority when deciding how to perform their 

role. This became evident in the narrative when governors and clinicians described the 

conflict between role goals as �³somehow the goal of quality gets obfuscated by other 

priorities�  ́(Participant F). Such obfuscation may lead to increased risk situations. Managing 

clinical risk as well as corporate risk is a core component of good governance in healthcare 

(Chambers, 2012): indeed, how healthcare boards embrace quality and risk, and how well 

they are educated about the business they are governing, does make a difference to patient 

and service quality outcomes (Chambers et al., 2020). 

Bird proposes that good organisational governance means being astute to stakeholders' 

interests and differentiates the risk effect that the governance of healthcare faces in fulfilling 

governance responsibilities. In health, the patient, who is considered a stakeholder, may 

experience the risk of being adversely affected by the organisation's performance, this being 

quite a different effect compared to those who are experienced in corporate commercial 

organisations (Bird, 2001). This view emerged from participants in this study as a way to 

differentiate the fundamentally different dynamics for health boards that �³in traditional 

commercial organisations, if you make a strategic decision to take the organisation in a 
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certain direction, then management will tell the organisation�²  �W�K�L�V���L�V���Z�K�D�W���Z�H�¶�U�H���G�R�L�Q�J�² that 

absolutely is not possible in health�  ́(Participant B). Clinicians essentially ran the 

organisation because they held the knowledge that health board governance and operational 

management did not. 

Management of healthcare risk is often aligned to high-reliability organisations such as 

aviation or nuclear agencies because of the inherent risk in performing complex procedures 

that may lead to permanent harm or death (Reason, 2000). Avoidance and reduction of 

clinical risk rely on the availability of human capital, excellent and reliable communication 

between individuals, adequate and functional infrastructure, and health professionals with 

qualifications to perform the tasks competently (Braithwaite & Travaglia, 2008).  

A health governance board that does not demonstrate competency in oversight or foresight is 

likely to miss opportunities to identify risks, but the challenge for health boards is how to be 

sure that information that matters is being communicated and acted upon. Significant failures 

to govern healthcare have emerged over the years as health boards failed to respond to 

concerns and risks identified by clinicians. The Mid-Staffordshire Trust National Health 

Service inquiry is possibly one of the more harrowing narratives to read as multiple 

opportunities were ignored by their governance health board resulting in significant avoidable 

mortality (Francis, 2010).  

Achieving effective and inquisitive oversight is dependent on how individuals can 

communicate, and the environment in which this occurs. Open and safe communication 

between those providing and managing the services and those governing the organisation 

provide sources of intelligence and information about practice outcomes, and this information 

is essential to the connection between health board governance and clinicians (Edmondson & 

Lei, 2014). Crucial to the health board governance relationship is the style and way clinical 

service provision is negotiated, debated, and understood by all individuals, in other words, 

how the collective group interacts and engages with each other as a multiway conversation�²

this quite a different approach to the traditional principal-agent theory where subordinates do 

what they are asked without challenge ( Lock et al., 2017).  

This relationship within the health governance boardroom is the window from which the 

governance board can effectively deliberate and discover the emergent issues that require 

their attention and it is crucial that individuals are not fearful of disclosing information (Kish-
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Gephart et al., 2009). Bird (2001) describes �³deliberating well�  ́as the primary means by 

which a board can achieve its responsibilities. This requires effective communication, critical 

reflection, and taking time to grasp the most important issues that require attention. The goal 

of governing is to exercise sound judgm�H�Q�W���D�Q�G���X�W�L�O�L�V�H���W�K�H���E�R�D�U�G�¶�V���D�X�W�K�R�U�L�W�\���Z�H�O�O��(Bird, 

2001). How that is achieved varies and participants in this study reflected on their 

experiences where communication and interaction within the health board context was not a 

positive experience. 

Health governance boards need to demonstrate an understanding of the services they are 

governing and the impact and consequences of decisions they make, whether within the 

District Health Board structure or any other health board structure. Achieving competency in 

this complex environment is challenging and it seems little attention has been applied to 

induction processes to improve this aspect of education, this becoming significant if we 

consider the paucity of governance directors who are also clinicians (Mannion et al., 2017).  

Understanding clinical governance as a framework or concept continues to present challenges 

to health boards and clinicians (Gauld & Horsburgh, 2016). Clinical governance aims to 

place the patients at the centre of the quality framework, its goal being to draw the 

fragmented quality assurance activities under one umbrella. It also aims to be a learning tool 

that enables an improved understanding of error and patient harms (Nicholls et al., 2000).  

How governance directors of organisations approach the risk inherent in delivering healthcare 

depends on whether health governance boards appreciate the significant role of clinical 

governance. As a quality system, clinical governance has struggled with successful 

implementation for a variety of reasons, both within New Zealand and overseas. This may be 

exacerbated by the many metaphors used to describe clinical governance, such as umbrella, 

model, framework, and concept (Brennan & Flynn, 2013). Each metaphor contributes to 

possible confusion as to what clinical governance is, whether it is clinical governance or 

governance of clinical. Furthermore, Brennan (2013) suggests that being clear about the 

definition is helpful to enable individuals to understand where their roles fit within the 

clinical governance function. 

Participants in this study spoke �³knowingly�  ́(Moon, 2007) when the term clinical 

governance was used, portraying a sense of authority on the subject. However, no one was 

able to give a formal definition even though they were familiar with the term. Brennan and 
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Flynn (2013) identified a variety of clinical governance definitions aligned to healthcare 

provider organisations and agencies, exploring differentiation between clinical governance, 

clinical management, and clinical practice. They promoted clear functional differences 

between these areas. Their goal is to identify specific areas of responsibility aligned with the 

area of practice to reduce confusion associated with decision-making and accountability 

(Brennan & Flynn, 2013). 

�%�U�H�Q�Q�D�Q���D�Q�G���)�O�\�Q�Q�¶�V���Z�R�U�N���R�Q���G�L�I�I�H�U�H�Q�W�L�D�W�L�Q�J���F�O�L�Q�L�F�D�O���J�R�Y�H�U�Q�D�Q�F�H���U�R�O�H�V���S�U�H�V�H�Q�W�V���V�R�P�H��

paradoxes to modern-day practice as structure within today�¶s healthcare services frequently 

combines clinical and management roles. Brennan does not appear to be supportive of joint 

appointments: �³Although far from ideal, in certain circumstances, a single individual may 

hold governance, management, and clinical roles at the same time�  ́(Brennan & Flynn, 2013, 

p.119). They propose defining clinical governance into three precise terms: representing 

clinical governance, clinical management, and clinical practice. This appears to be slightly 

disconnected from what participants in this study thought about how individuals with 

multiple responsibilities think about issues. This raises the observation by participants in this 

study that individuals with more than one area of responsibility, for example, a joint clinical 

and governance director need to be able to cognitively process information as an amalgam of 

many facets; this was described as thinking in �³particles and waves�  ́(Participant F), where 

the issue is considered as whole and not a part of a problem. When individuals are expected 

to choose, be it between health board governance, operational management, or clinical 

practice, this was described by participants in this study to create a false division of the way 

leaders should be thinking about their work, further fragmenting any divide in clinical, 

operational management, and health board governance relations. However, to reduce 

division, and to consider issues as a whole, does assume that individuals have the cognitive 

ability to think critically about the issues at hand (Moon, 2007). Cognitive competency in 

working with complex information that involves expert knowledge sharing is a crucial 

competency if health board governance is to effect insight and deliberation during the act of 

governing (Trower, 2013)  

Competency in governing requires leaders to exhibit specific skills. These skills relate to 

relevant expertise in the area being governed, the cognitive capabilities of the individual, and 

the ability to analyse material effectively and achieve specific tasks required by the board 
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(Boyatzis, 2008), just as clinical leadership requires aptitude and skills that enable fluidity of 

adapting to variable situations (Leggat & Balding, 2013).  

The question, therefore, is how do we create or educate individuals who can conceptually and 

cognitively move between the differing accountabilities and responsibilities to enable a fluid 

and cohesive integration of clinical governance within the health board governance model? 

There is no doubt that accountabilities and responsibilities are a necessary part of the 

structure and architecture of generic governance in organisations (Bird, 2001; Levi-Faur, 

2012). However, this study identified that roles where governors who are also clinicians 

sometimes struggle with this duality, finding it difficult to intellectually shift between what 

are two different domains of practice during a debate, especially if the boardroom culture is 

dominated toward either clinical or governance (Scholten et al., 2019). The capability of 

practitioners to assimilate and integrate what can be divergent governance and clinical 

priorities can and does create incongruence for some practitioners in this study. This 

fragmentation, or splitting as described by participants, can contribute towards damaging the 

internal organisational culture where each discipline is seen as separate from collective group 

decision-making. Leadership that can recognise such divisiveness is important if 

organisational health board governance is to be effective. 

Leadership and focus on quality influence the culture of the health board (Brown, 2020; 

Goeschel et al., 2010) and if we agree that the health board sets the quality culture of an 

organisation, the actual or perceived relationship between boards and staff has a lasting 

impact on receptiveness for engaging in quality activities (Huse, 2005; Mannion et al., 2017; 

Millar et al., 2013). Getting boards on board with clinical governance has been a constant 

theme over the years (Conway, 2008; Joshi & Hines, 2006). The normative corporate 

governance architecture of fiduciary and strategic focus often dominates and board director 

knowledge of quality, safety, and clinical governance process is sometimes lacking (Brown, 

2019; Joshi & Hines, 2006; McGaffigan et al., 2017). However, issues do arise within health 

board governance that create heightened interest in clinical governance; this historically tends 

to become heightened following failures within the system. The subsequent enquiries result 

in the questioning of why and how staff engage in the concept of clinical governance with a 

subsequent increase in clinical governance activity (Mannion et al., 2017; Mannion et al., 

2016). During these crucial post-enquiry conversations between the health governance board 

and clinical staff, the confluence of the two domains of generic governance and clinical 
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expertise may conflict. Clinicians are the holders of expert clinical knowledge, their agency 

or self-governance places them in powerful positions, but also in peril of regulatory sanction 

and audit from professional councils (Chamberlain, 2011).  

Health governance boards wield different forms of power and authority. For the appointed 

individuals of government, their interest is in achieving the strategic policy aims of the 

government (Barnett et al., 2001). Both health board governance and clinical individuals have 

different types of pressure placed upon them to perform�² one has the responsibility of safe 

patient outcomes and risk of direct professional sanctioning if they cause preventable harm 

through error, and the other has government pressure to reach fiscal targets and indicators, 

including the risk of incurring the wrath of central government individuals (Stuff, 2019). 

Both are accountable, but for each practitioner, their respective accountabilities differ. 

Perkins et al. recognise this as a clash of ideologies�² the clinician focusses on the patient to 

deliver the best care, and the health governance board focusses on the distribution of funds 

and servicing a large health service and community (Perkins et al., 2006). Such clashes where 

professional self-conduct and political ideologies meet, create differing perspectives and 

understanding that can lead to disengagement as a response to opposing priorities (Barnett et 

al., 2001).  

Board corporate governance competencies focus mainly on the business and strategic outputs, 

with little time or interest in the generative aspects of health board governance conversation 

(Mannion et al., 2017; Trower, 2013). If we consider the proposition that clinical governance 

is about the clinical process and its clinically driven governance (Perkins et al., 2006), such 

conversations to share this expertise could be significant in helping health board governance 

directors to govern effectively and thoroughly. However, the impact of these conversations 

reaches further than the health boardroom and affects how clinicians feel about participation 

in health board governance discussions. 

Lock et al. provide some perspective on boardroom behaviour and culture, especially noting 

that clinicians may be episodic participants in such discussion, and for many clinicians, they 

are respondents to the board, usually creating a one-way process of communication and less 

opportunity for intense debate (Lock et al., 2017). What is experienced within the boardroom, 

also impacts relationships, specifically clinical relationships outside the boardroom (Lock et 

al., 2017). Huse (2005) presents a deeper view of boardroom interactions and relationships 

that influence the health board governance environment. Emphasising the overall context of 
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the health governance board purpose, Huse explores the relationships, behaviours, and power 

bases that influence the board governance �W�H�D�P�V�¶ deliberation (Huse, 2005). Huse recognises 

that what is perceived by attending clinicians of how a board functions, influences what 

clinicians feel about their interaction with the board. Huse concludes that this directly 

influences the decision of clinicians to continue to participate in health governance activities 

(Huse, 2005). This observation is of significance if we aim to draw clinical governance, or 

governance of clinical, as an integrated conversation that shares and illuminates insights 

within the health board governance continuum in healthcare services. 

7.3 Summary 

I have shared the findings of the experience of participants regarding the dynamic and 

sometimes fraught interplay between the clinical governance and health board governance 

roles. The study findings have been explored in the context of scholarly literature to assist in 

elaborating on why this category is significant within the study context.  

In essence, the institutional rules of engagement appear reductionist and disengage health 

board governance from skilled and knowledgeable people within the organisation. Noted is 

that clinical and board governance present a view that is different from the way clinical 

governance is portrayed in current literature. In this study, clinical governance is portrayed as 

the conversations that occur mainly in the boardroom, this distinction placing the clinical 

governance concept apart from its quality system-based approach in most of the literature. 

This distinction is important in the context of healthcare governance as the institutional rules 

of generic governance appear in this study to reduce the opportunity for optimising 

engagement with those who have a deep understanding of the healthcare system and 

environment. Subsequently, the rules of engagement reduce connection and increase tension 

owing to reduced opportunity to connect effectively and effect sound health board 

governance deliberation.  

For some participants, the rule-based institutional structure is considered important to 

maintain the separation of governance responsibilities and operational management, thus 

avoiding the blurring of boundaries. Behaviours in the boardroom environment also emerged 

as concerning in this study, indicating that competency to manage the complex relations (as 

highlighted in the prior categories), requires a considered approach for improving future 

harmonious but robust health board governance relationships. This study focusses on factors 
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that optimise engagement. In the interests of addressing relationships within the clinical 

governance setting, the findings indicate that it may be timely to reconsider how best to 

establish connected and engaged relationships. These relationships should be based on a 

different relational approach that includes the competence to manage conflict and opposing 

views in health board governance of healthcare.  

Intersectionality 

This study implicitly touches upon intersectionality themes through its exploration of power 

relations, health board governance structures, and the impacts of policy implementations 

within New Zealand healthcare settings. Intersectionality, a term coined by Kimberlé 

Crenshaw (Crenshaw, 1991) explores how overlapping social identities and related systems 

of oppression, domination, or discrimination affect individuals, particularly in areas of policy, 

healthcare, and institutional structures. This study acknowledges that people have 

multifaceted identities influenced by various social and political contexts that affect their 

access to power, resources, and opportunities. This is demonstrated in the section on 

participant demographics that describes their experience and qualification. In particular, the 

demographics introduce a group of individuals that could be described as privileged. Social 

privilege can be described as a social advantage that affords a particular aspect of entitlement. 

It is usually linked to the construct of social inequity and social and cultural power 

(McIntosh, 2019).  

8.1 Power Dynamics and Hierarchy 

Power dynamics and hierarchy feature strongly in this study. Power relations in the context of 

health board governance and clinical practice suggests an intersectional analysis that 

demonstrates how different positions within the healthcare system (e.g., profession, and 

seniority, therefore privilege) experience and exert power. This study has highlighted how 

these dynamics can either facilitate or hinder engagement and effective health board 

governance and has identified an implicit acknowledgement of social hierarchies and their 

potential impacts on health board governance processes. 

8.2 Cultural Representation 

Cultural representation �D�Q�G���E�D�U�U�L�H�U�V���W�R���H�Q�J�D�J�H�P�H�Q�W���I�U�R�P���D���0�—�R�U�L��worldview within clinical 

governance and health board governance �D�U�H���S�U�H�V�H�Q�W���L�Q���W�K�L�V���V�W�X�G�\���D�V���0�—�R�U�L���G�L�G���Q�R�W���K�D�Y�H���D��
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voice within the study owing to a lack of recruitment. Based on this, intersectionality 

suggests the need for health board governance and clinical governance interactions to 

increase culturally competent approaches. These include an emphasis on engagement and 

communication strategies that embrace tikanga practice �D�Q�G���0�—�R�U�L���N�Q�R�Z�O�H�G�J�H. This aligns 

with intersectionality by recognising that individuals' experiences and contributions to health 

board governance processes are shaped by their diverse backgrounds, including ethnicity and 

cultural values, and in turn, this affects health outcomes and equity-based decision-making 

within healthcare governance processes.  

8.3 Systemic Inequities and Governance 

The exploration of health board governance and clinical governance structures and their 

efficacy implicitly points to systemic inequities within the New Zealand healthcare system. A 

deeper exploration could further dissect these inequities which are relatively silent in this 

study from a participant and representational perspective. Examining how systemic biases, 

which are not so overt in this study, �K�D�Y�H���P�D�U�J�L�Q�D�O�L�V�H�G���0�—�R�U�L���D�Q�G��thus influence health board 

governance practices, clinical governance practices, policy implementation, and the overall 

access and quality of care. 

Participant diversity from a research perspective is limited in this study. Acknowledged 

limitations are related to participant diversity, including the �O�D�F�N���R�I���U�H�S�U�H�V�H�Q�W�D�W�L�R�Q���I�U�R�P���0�—�R�U�L��

perspectives. This underscores the importance of incorporating diverse �0�—�R�U�L��voices in health 

governance and research, resonating with intersectionality's focus on marginalised �S�H�R�S�O�H�V�¶��

perspectives to understand and address complex social inequities. Also, this study did not 

include those who are disabled, or those with other diversities, even though the health sector 

includes all marginalised and diverse groups of individuals.  

Resistance to change in generic and health board governance practice is presented in this 

study. The narratives on resistance to change and the challenges of integrating clinical 

perspectives into health board governance reflect intersectional concerns. These include how 

institutional norms and practices may marginalise certain voices or perspectives, requiring a 

nuanced understanding of change management that considers the varied experiences and 

needs of all stakeholders within the healthcare system. Resistance is also closely linked with 

power, and power is closely linked to privilege. This study presents a challenge to policy and 

government to understand why intersectionality is not an embedded construct that is 
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integrated within the governance practices of health boards and organisational policy and 

practice. By integrating an overlay of intersectionality critique, there is an opportunity to 

ensure critical appraisal of intersectional considerations to become common practice within 

organisations.  

8.4 Diversity of Healthcare Practitioners and Governance Members 

The engagement between governance directors on health boards and clinicians was 

influenced by various social identities, including ethnicity, possibly gender, and professional 

status. This was not explicitly explored in this study apart from minimal commentary on lay 

governance directorship and the challenges faced by lack of expert knowledge. 

Intersectionality suggests that social and professional identities do not operate independently 

but interact to create unique experiences of marginalisation or privilege. For example, in this 

study, there were fewer females, each with nursing in their past practice. By contrast, the 

males were either medically qualified or in health board governance director or policy roles. 

Intersectionality analysis would invite more scrutiny of the background and experiences of 

females versus males within the health governance environment. This could include a focus 

on the power and oppression of females during past decades and the impact of that on 

representation in health board governance and clinical governance environments. A further 

critical view related to cultural influences could also have been acquired had there been 

�0�—�R�U�L���S�D�U�W�L�F�L�S�D�W�L�R�Q to provide focus on cultural responsibilities and expectations specifically 

of females who aspire to participate in healthcare governance and clinical governance 

leadership roles. In this context, I may have elicited information regarding the conflation of 

culture and gender, privilege versus disadvantage, and the forms of power and oppression 

�W�K�D�W���G�H�W�H�U�P�L�Q�H���Z�K�H�W�K�H�U���0�—�R�U�L���Z�R�P�H�Q��within healthcare choose to enter health board 

governance or clinical leadership roles. This aspect of intersectionality in New Zealand is a 

significant future research opport�X�Q�L�W�\���W�R���X�Q�G�H�U�V�W�D�Q�G���K�R�Z���W�L�N�D�Q�J�D�����W�K�H���0�—�R�U�L���Z�D�\���R�I���S�U�D�F�W�L�F�H����

can affect gender equality in health board governance and ensure partnership is honoured in 

the governance of healthcare. This study may have elicited a different data set had there been 

more diversity. The lack of representation of �0�—�R�U�L, disability, or other diversity have meant 

the systemic barriers to engagement in health board governance roles were not explored as 

part of the analysis. The lack of diversity likely affects inclusivity. Therefore, the 

effectiveness of health board governance practices provides an opportunity for future 

research, and this would be beneficial from an organisational perspective. 
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8.5 Cultural Competence in Engagement 

This study emphasises engagement and has highlighted the need for a culturally competent 

health board and clinical governance that recognises and respects the diverse backgrounds of 

healthcare providers and patients. Further future analysis of intersectionality could provide a 

deeper exploration into how cultural competence and organisational cultural competence are 

practised within all health-related governance structures, be it clinical governance or health 

board governance. This could provide a more nuanced approach to understanding and 

addressing the �Q�H�H�G�V���R�I���G�L�Y�H�U�V�H���J�U�R�X�S�V�����L�Q�F�O�X�G�L�Q�J���0�—�R�U�L���D�Q�G���R�W�K�H�U���P�L�Q�R�U�L�W�\���F�R�P�P�X�Qities 

such as the disabled within the New Zealand health context. This could be beneficial in 

enabling improved access and health outcomes for those disadvantaged groups. 

8.6 Power Dynamics and Voice 

This study demonstrates how the effect of power and voice within clinical governance and 

health board governance conversations is shaped by intersecting social categories, 

specifically the power of government, expert knowledge, and cultural competency which 

afford a privileged position. This study demonstrates how voices are amplified or silenced in 

all governance discussions, and how professional hierarchy, competing imperatives between 

differing roles and authority and other factors such as the �D�E�V�H�Q�F�H���R�I���D���0�—�R�U�L���F�X�O�W�X�U�D�O���Y�R�L�F�H, 

directly influence who gets to speak, who is listened to, and whose interests are prioritised in 

decision-making processes. The segregation created by the rules of generic and health board 

governance identified in this study reduces the likelihood of the health governance board and 

those providing the services to view the organisation through the lens of intersectional 

awareness. When combined with the other factors discussed in this chapter, the impact is an 

overall reduction in the ability of those less privileged or marginalised to have a voice within 

the organisational structure or influence upon the policies that apply to them during their 

working or patient relationship. It is this that creates divisiveness and compounds further 

marginalisation of individuals with less authority or power. 

8.7 Impact of Health Reform and Policy on Diverse Groups 

Policies and reforms in healthcare governance do not impact all groups equally. From an 

intersectional perspective, we can see how health board governance policies and clinical 

governance decisions either consider or neglect the specific health needs and barriers to 
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accessing equitable healthcare such as access to healthcare services. This study takes place as 

health reform is introduced within New Zealand, with a key intention to enhance partnership 

and engagement in policy and governance of health services for �0�—�R�U�L communities. This 

health reform is based on the acknowledgement of the need to appreciate that the lack of 

focus on intersectionality in the health sector's governance process has disadvantaged �0�—�R�U�L��

communities. �0�—�R�U�L���Dre well placed to contribute their cultural knowledge and competence to 

the governance process in healthcare, which until now has been marginalised owing to 

systemic bias and privilege that has been embedded over many years with a background of 

colonialism. Understanding the rationale for what is commonly viewed as radical reform has 

created tension. There are many within healthcare institutions and those who govern who do 

not understand why the �P�D�U�J�L�Q�D�O�L�V�D�W�L�R�Q���R�I���0�—�R�U�L���L�V���X�Q�K�H�O�S�I�X�O��in achieving improved health 

outcomes. The implications for policy and governance of healthcare suggest that the 

intersectionality lens reaches far more widely than just within the health sector. Its reach 

needs to be embedded in the training and education systems of healthcare practitioners in all 

disciplines and urban and rural practice settings. Recognition and clear understanding of the 

intersectionality factors that create barriers to education and equality for those who are less 

advantaged and marginalised, provide a platform from which health organisations can work 

towards removing these power structures that exclude and discriminate race, gender, sexual 

orientation, or disability. 

8.8 Resistance to Change and Inclusive Practices 

Challenges and resistance to change within health governance structures are evident in this 

study. The lens of intersectionality questions how these resistances have evolved and why 

they have not been addressed previously, therefore not encouraging the entrenched privileges 

and professional oppositions that exist within the health board governance and clinical 

governance environment in New Zealand. This study makes these relational biases explicit by 

describing their existence and providing insight as to how to challenge and dismantle them. 

A critical look at this study from the intersectionality aspect suggests a narrow view of the 

impact of social privilege, professional privilege, power, and voice within health board 

governance and clinical governance environments. The study includes multiple forms of 

identity relative to roles and authority, however, it does not represent the voice of 

marginalised groups, �S�D�U�W�L�F�X�O�D�U�O�\���0�—�R�U�L, the disabled, and those who access or use the 

services provided. As a result, there are deficits in the study that cannot be filled in retrospect. 
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However, the study does offer valuable insights into the current clinical governance and 

health board governance engagement experience providing some insight as to the effect of 

identity, equality, privilege, and oppression in this key group of informants, and how these 

intersect within the area of health care governance conversations. Key to achieving equitable 

relationships between and within disparate and culturally diverse groups relies on effective 

engagement. This study has identified why focusing on achieving effective and trusting 

engagement highlights the importance of creating clinical and health board governance 

structures that work effectively together and are not only inclusive but also responsive to the 

complex realities of all healthcare stakeholders. 

8.9 Summary 

This intersectionality chapter critiques this study providing a retrospective view of the 

findings. My study would be incomplete without considering the implications of the 

outcomes without critical reflection on the potential impact of intersectionality in any future 

research in this area of practice. 

The next chapter discusses the emergent theory that has been formulated from this qualitative 

descriptive analysis study.  
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Emergent Theory - Clinical Governance as a Contested 

Space 

In this chapter, I present the emergent theory of this study and my subsequent 

recommendations. The three themes describe the outcome of the data analysis. However, in 

this study, the findings were not about factors that optimise engagement, but understanding 

the impact of those factors that decrease the ability to optimise engagement. The emergent 

theory in this case becomes apparent when the question of �³why is this happening?�  ́is asked 

of the data in its entirety.  

Clinical governance in this study has emerged as a contested space within the health 

boardroom environment. The contest revolves around power and dominance as each 

discipline within the clinical governance and health board governance environment attempts 

to gain control of the narrative. Unacknowledged, this unspoken contest manifests in 

dysfunctional and estranged relationships. Influenced, by political and institutional rules, 

there is a collision within the philosophical and professional practice domains during health 

board governance conversations. These philosophical and institutional differences are often 

covert, not recognised by everyone as affecting the quality of the relationship and emerging 

instead as conflict and opposition. Consensus within this contested environment is elusive; 

more so if  it is not addressed or understood, and consequently there is a divergence of 

motivations that affect the ability to form and maintain a healthy and mutually respectful 

environment. The damage to the clinical and health board governance relationship becomes 

sustained by repetitive behaviours and practices that do not address the underlying cause of 

dissent and discordance, these then becoming self-perpetuating.  

There are no physical artefacts that can address this contest; as you will have read, the 

evolving history tells us of the clinical and health board governance journey during the past 

four decades. This study provides a different perspective on the unacknowledged struggle, 

disengagement, and estrangement experienced by individuals who have worked in the 

complex and challenging political arena of healthcare governance. What we do know is that 

governance of healthcare in many countries has struggled to integrate the clinical perspective 

into the health board governance process. This integration will remain a challenge whilst the 

contest between the clinical governance and health board governance domain is not 
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confronted openly. What must be realised is that to govern well requires a functional 

relationship that encourages individuals to feel able to speak up. Speaking up requires 

courage, the willingness to confront those with power, and to be prepared to have a critical 

conversation. The responsibility of leadership is to provide an environment that is conducive 

to conducting robust and safe communication. Clinical governance will never flourish in an 

environment where the rules of engagement reduce the opportunity for courageous 

conversation. Understanding complex issues, or the simple act of getting to know an 

�L�Q�G�L�Y�L�G�X�D�O�¶�V���P�R�W�L�Y�D�W�L�R�Q, cannot be gained by silence. Demonising others, as has emerged in 

this study, is a symptom of not being prepared to engage in discursive conversation, and 

through objectifying another we create false images that shape our responses. The lack of 

discourse prevents the opportunity to gain insight into the reasons why poor behaviours 

sometimes manifest as an outcome of clinical governance conversation. This study provides a 

unique insight into the destructive effect of negative engagement experiences.  

Healthcare governance is an important business. It is not a process line, a place where things 

happen by chance or good luck, it is serious business where �S�H�R�S�O�H�¶�V���O�L�Y�H�V���D�Q�G���Z�H�O�O-being 

rely upon the governance of healthcare being the best it can be. The least we should expect is 

that those governing demonstrate openness to engage and focus on the task at hand to provide 

safe and effective healthcare (Edmondson & Smith, 2006; Kish-Gephart et al., 2009; 

Nembhard & Edmondson, 2006).  

This study suggests that there are times when healthcare governance may be compromised by 

the relationship issues identified, and this should be of concern to both the health and 

governance professionals and the state sector. The study has provided unique insights into the 

relationships between clinical governance and health board governance from the experiences 

described.  It adds a different perspective to the literature on clinical governance and the 

importance of engagement in providing a different and more intimate view of the clinical 

governance relationship.  

Based on the theory of clinical governance being a contested space are some potentially 

useful recommendations. 

9.1 Recommendations 

I have presented the relationships between the clinical governance and health governance 

boardroom environment as a contested space, but it is not overtly recognised. Consequently, 
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it is a source of deep conflict. As a practitioner, I now look at healthcare governance 

conversations as a power contest where unacknowledged power, domination, ideology, and 

expert agency collide. What can be done to recognise the contested space and improve 

relationships, and what can change the future relationships between clinicians and health 

board governance?  

Influencing key government agencies will be necessary if this study is to be of relevance in 

�W�R�G�D�\�¶�V���K�H�D�O�W�K�F�D�U�H���J�R�Y�H�U�Q�D�Q�F�H���H�Q�Y�L�U�R�Q�P�H�Q�W�����$�F�K�L�H�Y�L�Q�J���W�K�L�V���Z�L�O�O���U�H�T�X�L�U�H���W�L�P�H�����W�H�Q�D�F�L�R�X�V�Q�H�V�V, 

and a multi-faceted approach. Understanding why engagement matters in the provision of 

quality healthcare should be ubiquitous within the sector and should be introduced throughout 

the whole health organisation, not just the governance boardroom environment.  

The study findings and implications should become a component of the induction and 

orientation process for all health board governance directors and clinical leaders within the 

New Zealand healthcare context. This should be led or endorsed by the Ministry of Health, 

Manatu Hauora, and include liaison with other government agencies that influence health 

sector governance processes such as the State Sector Services and Ministry of Business 

Enterprise. The New Zealand Health Services reform and the recent findings of the Treaty of 

Waitangi (Wai 2575) position the role of engagement as a critical success factor in governing 

health providers effectively. Of particular note is the need to reconsider the rule-bound 

governance mechanism of reducing interaction between the governance board and staff. In 

this study, there is an identified opportunity to strengthen the quality and flow of information 

and improve health sector governance intelligence to address the well-being of the 

organisation, the social relations, and the power bases within it. 

Key policy and government departments would do well to improve their current 

understanding of engagement in the clinical and governance environment. Where the 

expectation that individuals engage in specific functions or processes is sought, engagement 

requires a broader description and discussion that is nuanced and focusses on the individual 

responsibilities of effecting good engagement. A glossary description of engagment may well 

suffice in many instances but is usually an assumed transactional process of complying with 

policy which is ignored by many. Many individuals will benefit from a greater understanding 

of the effects of engagement experiences within the practical clinical and governance 

environment. 
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For processes that include a multitude of individuals with responsibilities for organisational 

or sector-wide policy, these individuals need to be intimately familiar with understanding 

why achieving optimal engagement matters to providing a quality service. I recommend that 

policy processes incorporate a new section �³Engagement - why it matters�´ within strategic 

planning processes, clinical governance plans, quality guidelines, and training programmes. 

Information is intended to alert individuals and groups to the complex dynamic of 

relationships within a clinical and governance environment and highlight why these matters 

are related to the risk associated with poor engagement in the clinical governance 

environment. To highlight the consequences of poor engagement in clinical governance 

conversations, I would recommend that examples of failure or harm that are directly linked to 

less optimal communication are shared. If staff are to engage in effecting such policy, options 

of where to seek support and advice must be available. This may be part of the role of a 

navigator within organisations to enable a safe but connected environment focussed on 

enabling individuals to speak up freely without sanction.  

The following New Zealand government agencies will be informed of this study outcome. 

�x Health Quality and Safety Commission 

�x  Manatu Hauora, Ministry of Health NZ 

�x Te Whatu Ora, Health New Zealand 

�x  �7�H���$�N�D���:�K�D�L���2�U�D�����7�K�H���0�—�R�U�L���+�H�D�O�W�K���$�X�W�K�R�U�L�W�\ 

�x Health professional regulatory authorities 

�x Locality committees in the process of being formed post the New Zealand health 

reform. 

�x Clinical and management professionals within regional and local New Zealand public 

sector healthcare organisations 

�x Clinical leaders, managers, and those considering health board governance 

responsibilities. 

Other organisations 

�x Primary Health Organisations 

�x Rural Healthcare Trusts 

�x Iwi Partnership Boards 

�x �+�D�X�R�U�D���2�U�J�D�Q�L�V�D�W�L�R�Q�V�����0�—�R�U�L���K�H�D�O�W�K�F�D�U�H��providers)  
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�x Professional organisations that offer health governance training  

This study is applicable internationally. Publication in reputable journals and conference 

presentations will further stimulate interest and debate and provide alternative perspectives to 

the current clinical governance literature and understanding of the dynamics that affect health 

board governance relationships and interactions.  

The following addresses how these opportunities can be achieved in the current New Zealand 

healthcare environment. 

9.2 Sharing the Knowledge 

My first recommendation is to make this information available to the key agencies identified 

and those that have an interest in developing and understanding how relationships are formed 

within this environment. The opportunity this study presents to government agencies, and all 

healthcare organisations, is unique. Sharing new insights will  assist government, health board 

governance, and health service providers to understand and acknowledge the historical 

dysfunction that many in this study have described. This study provides a novel opportunity 

to introduce this contentious topic independently, as opposed to it being imposed by the 

institutional hierarchy. The findings provide a platform for exploring the nexus of these 

relationships without vested interest but for the betterment of clinical governance 

relationships. 

This process of introduction may be by publication and presentation, preferably combined to 

enable context and interaction during engagement. My approach would be both local and 

national. Local creates connection and immediately positions this study within the rural and 

local environment. It enables face-to-face interaction and increases the relevance of the 

findings as it is focussed on the community in which I practise. Nationally, I present 

information from which to influence policy, and this involves accessing individuals who can 

be initiators of change. The challenge is how to capture attention in this high-pressure arena, 

and this is where I see social media and grey literature as a way to influence the desire to 

engage in this conversation.  

I imagine that many who have been or are currently governors or clinicians who engage in 

clinical governance conversations identify with the issues that this research raises but may 

not understand why they feel this way. It could be helpful to introduce the findings of this 
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study to organisations with an interest in their particular health board relationships. 

Understanding that relationships can be fraught may provide an opportunity to work more 

cohesively as a group because individuals can explore different agendas without seeming 

inflammatory or irritating. Understanding the effect of power relations, inside and external to 

the health boardroom clinical governance environment, enables an appreciation of the 

complexity of organisational relationships and social structures. Importantly, understanding 

this dynamic reduces the barriers that the rules of generic governance have lived by for many 

years. To understand how and why the dynamics demonstrated in this study have evolved 

requires a willingness of those within the health sector to take time and reflect upon the 

history and cause of oppositional motivators within the governance environment. The 

subsequent dysfunction that constant reform has created within organisational culture and 

relationships does leave a lasting impact. In gaining an appreciation of why this has 

happened, there is an opportunity to explore how these consequences have manifested, and 

how they may be mitigated within the power base of health board governance relationships.  

9.3 Challenge the Rules 

My second recommendation is to suggest the style or way of governing matters, and that if 

relationships are to be based on trust, which is necessary to sustain engagement, the 

normative rules of the governance management divide should be reconsidered within the 

clinical governance and health board governance environment. Historical governance 

institutional rules create a divide; they also reinforce power and sanction from an institutional 

perspective, thus creating divisiveness between the clinicians and health board governance 

that immediately creates barriers to achieving effective communication. Healthcare, 

according to this study, relies on good communication to enhance quality and safety for 

patients. This is enhanced when barriers to status are reduced within the healthcare team 

environment. Therefore, one must wonder at the sense of maintaining divides that further 

distance the governance process from its core purpose�² to oversee the well-being of the 

organisation and deliberate well upon decisions. We have heard in this study that those 

governors who want to connect with staff are actively discouraged from doing so; one must 

ask why. What is the concern about taking time to connect and find out what really matters to 

those providing healthcare? Surely the imperative is to be the very best, to provide effective, 

safe quality care, and who is best to advise health board governance on whether this is so? 

There is no doubt we need a variety of expertise in health and clinical governance so as not to 



168 

exclude individuals with the intelligence necessary to inform health board governance. 

Improved connection with staff also addresses the role power plays in establishing 

relationships. By humanising governance and clinical interaction, we reduce the opportunity 

to create images of others that misrepresent the reality of an �L�Q�G�L�Y�L�G�X�D�O�¶�V motivation. We 

should ask why we would wish to perpetuate the creation of untrue images of others if we can 

instead find collective wisdom and solutions to the big issues faced by healthcare governance. 

One must ask whether the rule that divides those in governance directorship from clinical 

staff or operational management is helpful or a hindrance in connecting well with staff in the 

modern healthcare environment. Challenging the status quo of this normative and 

promulgated divide may produce an opportunity to discover new insights and nurture 

relationships based on connection and trust. 

9.4 Navigating the Health Board Dynamic  

My third recommendation involves health boards accessing a skilled facilitator to fulfil the 

role of navigator whereby health boards can benefit from an impartial and skilled intervention 

when conflict or power struggles emerge. This could be particularly useful in situations 

where newly formed health sector governance boards are in their formative period. This 

could assist with preparing clinical governance and health boards �³up-front�  ́for the 

complexities of the relationship-building process and provide an immediacy of intervention 

as a coaching or reflective process to promote and sustain a healthy, dynamic, and trusting 

health board governance environment. The goal here is to ensure the clinical governance and 

health board governance space is perceived and experienced as a safe space in which robust, 

critical thinking and analysis occurs. It should be a place of mutual respect, recognition, and 

learning along with support and encouragement. Those who work and interact within this 

environment should be competent and able to intervene and manage a situation of conflict. 

The challenge is how this conflict interaction is amended to reach a place of mutual 

connection and contribution. What has emerged in this study is that it is difficult for this to be 

addressed in the current form of governance style. Much of this damage and subsequent ways 

of behaving are entrenched, as some in this study emphasised, culture is embedded in the 

walls. Leadership is equally as fallible by becoming part of the problem of entrenched poor 

culture, condoning poor behaviours, and setting very poor examples to less experienced 

individuals. This matters as the impact pervades beyond the governance environment and 

affects the overall organisational culture whereby details are shared �³behind the stage door�  ́
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and insidious covert behaviours emerge. The effect of power plays a role in individuals 

staying silent and not being willing to risk challenging well-embedded behaviours. �,�W�¶�V���D��

tough call for individuals to speak up. The important question clinical and health board 

governance should ask of themselves, and collectively, is whether they wish to continue 

condoning the ongoing destruction of trust-based relationships by creating an entropic culture 

that pervades healthcare clinical governance and health boardroom environments. This 

question is crucial if the aim is to provide safe, effective delivery of patient care.  

9.5  Time Frame of Achievement 

Achievement of the recommendations will be influenced by many factors; a new government 

within New Zealand, the continued introduction of the reformed health system, and the many 

challenges that are faced by providers of primary and secondary healthcare systems as the 

workforce needs funding, and government policy affects prioritisation. 

As a practitioner within the system, I see opportunities to utilise professional networks to 

begin a process of introduction. Starting locally, I aim to connect with the organisations I 

have established relationships with and concurrently communicate with the key agencies I 

have noted. Extending to the primary and rural sectors, it will be a privilege to share my work 

with them and receive feedback. I see this work as an iterative process, and I know I will 

need to be tenacious. It is not easy to infiltrate the policy sector unless there is a crisis that 

demands intervention, but perhaps that crisis is now. There is much to be achieved in the 

governance of healthcare in New Zealand in the current environment. My background affords 

me the ability to be helpful to the sector. I can be a partial solution to enable organisational 

clinical governance and health board relations to improve, however, I prefer that 

organisations become successful at improving the clinical and governance dynamic by 

growing their own culture of leaders with good insight and competency in this area. 

A specific population that I am keen to share my work with is �0�—�R�U�L�����,���D�P���O�R�R�N�L�Q�J���I�R�U�Z�D�U�G���W�R��

presenting this study, especially to the Ngai Tahu Research Committee and our local Hauora 

organisations and the section within Te Whatu Ora which represents the remains of Te Aka 

Whai Ora. I would present it to them as it is, for its weaknesses and strengths, and for them to 

consider whether it resonates or provokes thoughts and possibilities as a future area of 

interest. 
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�$�Q���D�U�H�D���W�K�D�W���,���K�D�Y�H�Q�¶�W���H�[�S�O�R�U�H�G���L�V���W�K�D�W���R�I���V�R�F�L�D�O���P�H�G�L�D���D�Q�G���J�U�H�\���O�L�W�H�U�D�W�X�U�H�����,���U�H�D�G��publications 

by those that I see as true leaders and influencers in health service governance. I see that this 

approach engenders conversation and opinion amongst colleagues and provides a platform 

for debate and discourse. I also see that these platforms are a way to reach those who may not 

have time to attend sessions or get to conferences. Thus, I have realised that the best approach 

is to make it easy for others to hear what you have to say, whether a podcast, an opinion 

article in the local paper, the social network �³Linked In� ,́ an article in a professional journal, 

or a post on social media sites that reaches a specific audience. There are ways to connect that 

do not follow the traditional rules of academia and I intend to use these networks to get my 

messages out to my audience. These options also provide an immediacy of feedback such as 

metrics, comments, criticism, likes, and dislikes, and are a useful feedback mechanism. 

At the end of this process, which I imagine will take some years to achieve throughout the 

sector, I would expect to see engagement as a key component of information for participants 

in clinical governance and healthcare governance environments.  

In summary, this new knowledge about the influences upon relationships within the clinical 

governance and health board governance environment provides an opportunity to consider 

the possibility of a different approach to the clinical and governance conversations. By 

actively engaging the clinicians in the health board governance conversations, the power 

issues become less potent. They will always exist to some extent, but power can be more 

evenly distributed. Inclusiveness reduces barriers by enabling an improved understanding of 

issues and the formation of relationships. By embracing the clinical knowledge sources in 

healthcare provision, healthcare governance becomes less of a contested space and more of a 

team with the same goal.  
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Summary 

10.1 Answering the Research Question 

The research question that I aimed to answer was �³What factors optimise the effectiveness of 

engagement between health clinicians and governance directors within the clinical 

governance environment?�  ́The question seemed straightforward at the time of commencing 

this study but was not so simple to answer. It has required a deep analysis of the data and 

continual revisiting of relationships and consequences. This study has shown that there is a 

complex dynamic relationship between clinicians and health board governance that presents 

as a tangled web of opposing imperatives, fractured relationships, and use and abuse of 

power. Summarising this complex dynamic as a practitioner might best be done using major 

�W�K�H�R�U�L�V�W�V�¶ metaphors which I find capture the essence of this study outcome. 

Harold Blumer (Blumer, 1956) describes the study of social reality as lifting the veil. By 

lifting the veil, the real social relations are exposed, not the ones we see through the filter of 

the veil. Ervine Goffman, a major theorist of power (Rogers, 1977), creates an image of 

power relations as we see them on the front stage, and then behind the stage door. Dewey 

(2008) writes that �³a bridge joins the gap between existence and essence, namely 

communication language and discourse�  ́(p133). Lifting the veil was an unexpected metaphor 

for what emerged throughout this study. However, this metaphor seems fitting as I attempt to 

sum up the relationships that became exposed when asking individual participants to share 

their memories of engaging in clinical governance.  

What I discovered was how important trust is to forming sustaining and reciprocal 

relationships. Trust is precious to individuals and is valued. In this study, it is, however, an 

elusive goal in the context of competing and opposing imperatives that are debated and 

decided within the clinical governance conversation. As I reflect on the relationships 

described in this study, I struggle to see expressions of close trusting relationships between 

clinical and non-clinical within the health governance environment. Instead, what I see is a 

history of damaged and negative relationships created by a lack of cohesion and purpose 

resulting in reduced receptiveness to talking together. A contest between two opposing 

factions. 
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Relationships are not something that appears to be easily formed, therefore, understanding 

what influences the ability to create trust-based relationships became a significant component 

of this study. As a practitioner, I had failed to appreciate the complexity of individual 

histories upon relationships and the limitations imposed by forces that are not so evident on 

the surface of health board governance deliberations. In completing this study, I began to 

understand the value of lifting the veil to expose the reality of relationships within the clinical 

governance and the health board governance environment. By lifting the veil, there is an 

opportunity to see things as they really are.  Power plays a crucial role in the formation of 

trust-based relationships, but power can destroy relationships. Trust is fragile, and for those 

who experience broken trust, it is remembered, enduring, and erosive. The confluence of 

eroded trust and power creates a fragile environment from which to govern clinical services 

effectively.  

Power, which has many forms, is ubiquitous; it surrounds us in our daily lives and is studied 

by philosophers to help define and understand its impact on society and populations. As 

practitioners, we are likely oblivious to the influence of power on our work environment. 

Power has emerged as a key factor in influencing behaviours, both in public forums, the front 

of stage, and more importantly behind the stage, as a hidden and destructive mechanism to 

manipulate and damage relationships. This study suggests that we should not ignore the 

influence of power. Power relations form the social reality of our organisations and the idea 

that hierarchical organisational structure is the true base of power is somewhat delusional 

based on this study. Power emerges from what goes on behind the stage door, where 

professional influences and subversive behaviours form the real social relations within 

organisations. Individuals choose what they share, how they share, and by ignoring the 

dysfunction between clinicians and governance directors, we create an opportunity for power 

to be used destructively. In this study, we see this as disrespecting individuals and 

demonising those who have different perspectives and motivations. It is not a healthy 

environment in which to govern complex health organisations, let alone establish trust-based 

relationships.  

The final point in this summary relates to why this study matters in the context of our clinical 

and governance conversations. It matters to me as a practitioner because the quality provision 

of health services should not be left to chance. Effective deliberation in the clinical 

governance environment must be based on safety and quality first and foremost. It is the sole 
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reason for clinical governance in healthcare. Furthermore, where this ability to be frank and 

open is compromised and the ability to debate closed, the risk to the patient is increased. 

Healthcare governance is not a lottery, and it is not to be left to chance. For some who suffer 

the consequences of poor governance of healthcare, it is the difference between life and 

death.  

There are no physical artefacts that can create a change in approach of this nature; it is a 

personal choice, an individual decision to choose to acquire insight into the factors that 

enhance engagement between the clinical domain and the governance domain. However, the 

choice can only be made if one is aware of why, and how �W�K�L�V���V�W�X�G�\�¶�V���F�R�Q�F�O�X�V�L�R�Q may 

become meaningful. Hence the artefact is the self, whether it is me as the practitioner sharing 

this insightful study, or a reader of the study that resonates with the findings. The sharing of 

insights, the possibility that others gain even a little understanding of why this might matter, 

could lead towards a change in the way we interpret the rules of engagement and ultimately 

change the dynamic of a contest for dominance to one of cohesion and cooperation.  

10.2 Reflection on Limitations, Strengths, and Weaknesses in this Study 

Toward the end of this study, I cast a critical lens to identify the limitations, strengths, and 

weaknesses of this study. I have found that hindsight provides for a retrospective analysis of 

what may have made differences to the outcomes of this study. It adds to or subtracts from 

the outcome and the learnings associated with a practitioner's inquiry. I have also found that 

hindsight provided personal challenges and internal debate as to why I made particular 

decisions and choices during the study trajectory. Importantly, this reflection enables me to 

see how choice and the associated decision-making at many points in such a long journey 

may have resulted in a different outcome. This is impossible to quantify, but it is foolish to 

think that the study would have remained the same had I approached my practitioner inquiry 

differently. I have embraced my positionality as a strength in this study, finding myself 

becoming increasingly comfortable with the place and recognition of researcher subjectivity 

when conducting qualitative research. In this study, reflexivity has afforded me new insights 

as I engaged in conversation and co-construction. The insights I have described throughout 

the study have enriched the experience of this practitioner inquiry. They have affirmed for me 

how important situational context influences interpersonal relationships and the subsequent 

effect on the richness of data collected. This process also involves analysing my personal 

traits and values and challenging these critically. Subsequently, acknowledging these factors 
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also provide opportunities for recognising failure, improvement opportunities, and humility. 

The following paragraphs provide critical reflection on the areas in this study that were 

limiting factors, and why these are important considerations as an outcome of this study. 

A key limitation that has impacted this study in many aspects is that I chose to continue to 

conduct this during the Covid-19 pandemic. As a practitioner, I was excited by the prospect 

of studying what I considered a crucial aspect of healthcare during a time of global crisis. I 

have observed the evolution of the virus, the impact on other nations, and the data. I also 

accessed evolving evidence in practice and academia that encouraged me to press on as 

clinical governance was a key element of managing the pandemic. At the beginning of 

Covid-19, New Zealand was more of an observer and planner. Preparation was the focus, so 

there was, it seemed, time to integrate the pandemic evolution into my study trajectory. To 

add to this complexity, health reform was imminent, and it seemed like the perfect time to 

focus on the engagement and clinical governance conversation. The consequences of 

continuing the study I felt were positive. However, as time passed, some unintended obstacles 

and limitations occurred quite subtly as a consequence of the protracted impacts of the 

pandemic that I now realise constrained and altered possibilities in this study. 

The following paragraphs explore those that I see as important and key learning points for me 

as a practitioner.  I also share my moral comfort or discomfort with aspects that I have been 

challenged about by others during this journey. 

My first reflection concerns my participant selection, which I see as a limitation and a 

strength. The study is positioned within a particular stratum of healthcare: it is targeted at the 

top layers of leadership and health board governance. It is, therefore, what I describe as 

exclusive. There are many I have not selected to participate because of where they interact 

within the health environment, so there is an overt element of selection bias in the participant 

choices I made. Some would suggest it is a limitation in the study that I have not gained a 

wide range of experiential views from other sectors in the healthcare system by giving 

potentially aspiring contributors in these areas the chance to participate. My practical 

approach in selecting those that I felt could answer the research question is based on the fact 

that the majority of staff in the healthcare environments across the sector may never meet or 

speak to a governing director, nor be actively engaged in a health boardroom governance 

context. Hence, I see that the study would have been informed very differently and it is 

highly probable that the views of younger practitioners would be different had I approached it 
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with wider criteria and less rigour in selection.  I see my participant sample as a strength in 

answering the research question. The target audience, likely because of their seniority and 

activity levels, was a tough group to recruit. This became apparent as I started with a list of 

individuals, the majority familiar to me in my past practice. I learned very quickly to accept 

silence as very few followed up on my offer. I became aware that for many, they were simply 

not available as their focus was on their planning and response to the Covid-19 pandemic. 

This realisation was possibly a key point where I could have chosen to suspend the study, 

pause for the period of the pandemic, and possibly recommence at a later date. Pausing would 

have provided a �³reset�  ́opportunity to explore this study in a normalised environment. A 

normalised environment would likely have facilitated a wider spread of available recruits and 

also those from the policy sector who were focussed on policy and not available during this 

recruitment phase. It is possible that if this had been completed post Covid-19, the data and 

findings would have been different. Activity during a protracted Covid response rapidly 

increased communication between governance directors and clinicians and owing to the 

timing of this practitioner study, the data is essentially pre and early Covid-19 response. 

However, I think it minimises the wider experiential contribution to focus solely on Covid-19 

as a limitation as the study focussed on memories of engagement recalled from events several 

years earlier and linked to the research topic. The age and gender demographic will have 

played a part in the nature and relational aspects of the data. A mature participant group, 

predominantly male, each had experience of the health sector over similar timelines, and 

political and structural experiences within the New Zealand health sector. New Zealand is a 

small country, and even though they were not close colleagues and held different roles, their 

exposure to the national influences upon healthcare would have been possibly similar, 

especially given that New Zealand experienced multiple health reforms during their careers. 

This study provides a particular time and exposure view of the relationship between clinician 

policy and health governance. Future studies of a similar nature with a more varied age, 

cultural, and gender cohort would undoubtedly describe different experiences as governance 

of healthcare and policy processes change over time. Interestingly, as I reflect on the current 

health reform, I wonder if this study were repeated, whether it would fit with the current 

governance of health model of Te Whatu Ora, Health New Zealand. After this study, the 

majority of regional relationships within the health provider services occur between 

operational management positions and clinicians with little direct contact with governance 

processes, and there is a still-evolving structure called locality committees serving local 

communities in the form of network governance. I think, should this study be replicated, it 



176 

could be that there is a question of �³fittingness�  ́(Delmar,2010) since context and structure 

have changed considerably in the intervening time since the start of this study. However, I 

see that this �V�W�X�G�\�¶�V���D�S�S�U�R�D�F�K��could be considered generalisable to a variety of newly formed 

settings within healthcare relationships as indicated above but would engage a different 

audience. Given the qualitative paradigm in which it is designed, replication may be difficult 

to achieve in its entirety. Given the lack of research in this specific area of phenomena from a 

practitioner�¶�V perspective, it does provide possibilities for a modified application in health 

sectors with governance processes similar to the disestablished District Health Boards such as 

the National Health Service Trust Boards, or within countries with indigenous populations 

and similar governance structures. I would be interested to compare the results of any similar 

study five years on from this point to see what has changed, and how and why it changed. 

�7�K�L�V���L�V���H�V�S�H�F�L�D�O�O�\���V�L�J�Q�L�I�L�F�D�Q�W���I�U�R�P���W�K�H���0�—�R�U�L���S�D�U�W�Q�H�U�V�K�L�S���S�H�U�V�S�H�F�W�L�Y�H���� 

It is at this point that I should consider the implications and responsibility I take for the failed 

�U�H�F�U�X�L�W�P�H�Q�W���R�I���0�—�R�U�L���D�Q�G��the subsequent absence of the �0�—�R�U�L���Y�R�L�F�H���L�Q���W�K�L�V���V�W�X�G�\�� The 

voluntary nature of the recruitment process included �0�—�R�U�L���S�D�U�W�L�F�L�S�Dnts. On reflection, I 

�F�R�X�O�G�Q�¶�W���K�D�Y�H���N�Q�R�Z�Q���W�K�H���L�P�S�D�F�W���&�R�Y�L�G���������Z�R�X�O�G���K�D�Y�H���R�Q���W�K�H���S�U�L�R�U�L�W�L�H�V���D�Q�G���I�R�F�X�V���R�I���0�—�R�U�L��

health providers across the country. There is no doubt this study is weaker owing to the lack 

of �0�—�R�U�L��voice. I am complicit in not challenging this silence and have spent many hours 

examining my lack of action (what I now recognise as reluctance to force my study needs for 

participation) in pursuing �0�—�R�U�L���W�R���S�D�U�W�L�F�L�S�D�W�H. After exploring my philosophical and moral 

views of my past and current �U�H�O�D�W�L�R�Q�V�K�L�S���Z�L�W�K���0�—�R�U�L���D�Q�G���W�K�H���K�H�D�O�W�K��system's relationship 

with the Treaty, I have realised that I was reluctant and uncomfortable in adding to the 

�E�X�U�G�H�Q���0�—�R�U�L���Z�H�U�H���I�D�F�L�Q�J���G�X�U�L�Q�J���W�K�H���S�D�Q�G�H�P�L�F����My needs became less of a priority when 

compared with �W�K�H���W�K�U�H�D�W���0�—�R�U�L���F�R�P�P�X�Q�L�W�L�H�V faced from the virus. My work as a vaccinator 

for Covid 19 highlighted the pressure �0�—�R�U�L��were facing in providing protection and access to 

vaccination within their whanau and iwi. This experience of the concern and intensity of 

focus did influence my view that my study needs became secondary within this context. I 

simply did not want to intrude, be insensitive, or appear ignorant of what was evolving 

throughout our vulnerable communities. However, I was not ignorant of the need to include 

�0�—�R�U�L���W�R���S�D�U�W�L�F�L�S�D�W�H�����D�Q�G���Z�K�\���W�K�L�V���L�V���Y�L�H�Z�H�G���D�V���L�P�S�R�U�W�D�Q�W���L�Q���S�D�N�H�K�D (non-�0�—�R�U�L�� research, 

especially more so as governance is a crucial aspect from a cultural perspective within New 

Zealand. �,���U�H�I�O�H�F�W�H�G���R�Q���P�\���H�D�U�O�L�H�U���U�H�O�D�W�L�R�Q�V�K�L�S�V���Z�L�W�K���0�—�R�U�L���L�Q���S�U�H�Y�Lous roles, the work and 

�P�D�Q�D�����U�H�V�S�H�F�W�����W�K�D�W���Z�H���K�D�G���H�D�F�K���D�I�I�R�U�G�H�G���W�K�H���R�W�K�H�U�����D�Q�G���W�K�H���V�L�J�Q�L�I�L�F�D�Q�W���0�—�R�U�L���U�D�Q�J�D�W�L�U�D�W�D�Q�J�D��
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outcomes that were achieved as a consequence of working together, This required my being 

prepared to advocate for change, shift the power, and re-direct control that had historically 

been claimed by non-�0�—�R�U�L���S�U�R�Y�L�G�H�U�V �D�Q�G���U�H�W�X�U�Q���W�K�L�V���W�R���0�—�R�U�L�����7�K�H�V�H���D�F�W�L�Y�L�W�L�H�V���Z�H�U�H���Q�R�W���L�Q��

the region where this study was conducted and occurred after I had moved to another region 

of New Zealand. This is an important realisation for me from a relationship perspective, in 

hindsight my lack of closeness to local iwi and Rangatira (leaders) likely impacted the 

negative responses I received. The lesson learned is that names and labels are insignificant, 

but relatio�Q�V�K�L�S�V���D�Q�G���F�R�Q�Q�H�F�W�L�R�Q�V���P�D�W�W�H�U���Z�L�W�K�L�Q���R�X�U���0�—�R�U�L���F�R�P�P�X�Q�L�W�L�H�V����If I view this with a 

critical lens, I realise that I had invited a variety of individuals who �L�G�H�Q�W�L�I�L�H�G���D�V���0�—�R�U�L and 

�0�—�R�U�L���R�U�J�D�Q�L�V�D�W�L�R�Q�V���Z�K�R���H�L�W�K�H�U���G�L�G�Q�¶�W���N�Q�R�Z���P�H���R�U���K�D�G���Q�R�W���K�D�G���F�R�Q�W�D�F�W���I�R�U���P�D�Q�\���\�H�D�U�V, and 

so, whilst I carefully recruited participants, the chances of success were limited, and this was 

not solely linked to the pandemic. 

However, an aspect that has, and continues to stay with me, relates to my perspective of what 

rangatiratanga, or self-determination, means in the context of this study. I felt that those who 

had read my invite would have asserted their rangatiratanga, choice, and self-determination as 

to whether to respond. I knew this would be considered a weakness of the study. In some 

ways, �,���S�U�H�I�H�U���W�R���E�H���F�U�L�W�L�F�L�V�H�G���I�R�U���O�D�F�N���R�I���0�—�R�U�L���U�H�S�U�H�V�H�Q�W�D�W�L�R�Q�����L�Q���S�U�H�I�H�U�H�Q�F�H���W�R���Z�K�D�W���,��

consider tokenism�² something I see as prevalent in healthcare settings every day. My critical 

reflection is to understand whether the minimal representation of �0�—�R�U�L���S�D�U�W�L�F�L�S�D�Q�Ws in a 

study �U�H�S�U�H�V�H�Q�W�V���D���0�—�R�U�L���Y�L�H�Z�S�R�L�Q�W���R�Q���V�X�F�K���D�Q���L�P�S�R�U�W�D�Q�W���W�R�S�L�F�����,�V���L�W���D�F�F�H�S�W�D�E�O�H���W�R��have a 

minimal recruitment of �0�—�R�U�L �W�R���I�X�O�I�L�O���W�K�H���D�F�D�G�H�P�L�F���F�U�L�W�H�U�L�D���I�R�U���0�—�R�U�L���S�D�U�W�L�F�L�S�D�W�L�R�Q�"���)�R�U���P�H, 

it has been an important question, one that is better informed than earlier in my career now 

that I more fully appreciate the burden placed upon �0�—�R�U�L��in governance roles. I hope that the 

�I�L�Q�G�L�Q�J�V���Z�L�O�O���U�H�V�R�Q�D�W�H���Z�L�W�K���0�—�R�U�L���Z�L�W�K�L�Q���W�K�H�L�U���F�X�O�W�X�U�D�O���F�R�Q�W�H�[�W�����Z�K�L�F�K���R�Q�O�\���0�—�R�U�L���Z�L�O�O���N�Q�Rw. I 

�F�D�Q���V�H�H���W�K�D�W���Z�R�U�N���E�\���R�W�K�H�U���V�F�K�R�O�D�U�V���G�R�H�V���L�Q�I�R�U�P���W�K�L�V���V�W�X�G�\�¶�V���I�L�Q�G�L�Q�J�V, however, �0�—�R�U�L���Z�D�\�V��

of working in governance practice (tikanga) are different to westernised governance systems 

where �0�—�R�U�L���F�X�O�W�X�U�D�O���Y�D�O�X�H�V���D�Q�G���S�U�D�F�W�L�F�H�V���D�V�V�R�F�L�D�W�H�G���Z�L�W�K���J�R�Y�H�U�Q�D�Q�F�H���S�U�D�F�W�L�F�H���D�U�H���Q�R�W��

necessarily recognised or respected (Panoho, 2012). I would prefer to offer this study as it is; 

with its limitations exposed to �0�—�R�U�L, with my mind open to their thoughts, and see if any of 

the findings resonate. I feel that such an approach leaves doors open with options to explore 

from the �0�—�R�U�L worldview �E�\���0�—�R�U�L���D�Q�G���D�V���0�—�R�U�L. I accept that this study suggests we as 

Pakeha (non-�0�—�R�U�L) practitioners �V�K�R�X�O�G���Q�R�W���D�V�V�X�P�H���W�K�D�W���0�—�R�U�L��will  participate in Pakeha 

research. Ideally, a study of this nature could be �F�R�Q�G�X�F�W�H�G���E�\���0�—�R�U�L���Z�L�W�K��Pakeha invited to 
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�S�D�U�W�L�F�L�S�D�W�H���E�\���0�—�R�U�L���U�H�V�H�D�U�F�K�H�U�V���W�R���D�F�K�L�H�Y�H���D���G�L�I�I�H�U�H�Q�W���Y�L�H�Z of this experience. This leads me 

to a discussion on intersectionality. 

I was asked to reflect on the intersectionality relative to the findings in this study. 

Intersectionality is an area that, with hindsight, I would have explored more deeply to add a 

more critical lens of privilege and power. There is no doubt this study is informed by a 

privileged group of individuals. In my glossary, I describe the architecture of intersectionality 

as the inextricable way that race, class, gender, disability, and sexuality intersect to shape 

each other within the broader structures and processes of power (Sharma, 2019). Advantaged 

or disadvantaged, race or ethnicity, education, political ideology, power, oppression, and 

more, collectively these factors affect whether individuals succeed or fail, are treated fairly or 

unfairly, are marginalised, or recognised, experience prejudice, or privilege. It seems that 

each aspect of intersectionality has a compounding effect on other aspects, and the overall 

impact is entrenched within society and organisations. This study is a vignette on privilege, 

and surprisingly, perceived oppression by those who have privilege and power. But it is also 

a paradox; the paradox being that even those who are privileged, educated, socially 

respectable, not poor, holding powerful positions of authority, expertly qualified, and people 

of white European origin, seem to experience powerlessness, intimidation, minimisation, 

victimisation, and bullying. My question is, if the privileged among us, me included, and 

those of us who lead and therefore determine the rules of engagement are unfamiliar with 

intersectionality complexity, how confident should I be about whether our organisations are 

being well governed? How does this study help ensure those within our sphere of influence 

are treated justly and well? Should this study be viewed as an opportunity or a threat to the 

well-being of our societies and the organisations in which we function and care for the least 

privileged and the most disadvantaged and marginalised? Aspects of intersectionality are 

discussed in the Treaty relationship with the health sector section, but it is not overtly 

addressed as a fundamental flaw in how health understands its internal bias in the health 

sector. My learnings in this study come possibly too late to shape my findings and are 

therefore considered a limitation in my conclusion. However, awareness and a deeper 

understanding of the significance of intersectionality in the healthcare setting have shaped my 

perspective and how I view the world in which I function and contribute. This is especially so 

as this study clearly focusses on why good governance and deliberation are essential if health 

�R�X�W�F�R�P�H���L�Q�H�T�X�L�W�L�H�V���D�Q�G���R�S�W�L�R�Q�V���I�R�U���L�P�S�U�R�Y�L�Q�J���L�Q�G�L�J�H�Q�R�X�V���0�—�R�U�L���K�H�D�O�W�K, and those who are 
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disadvantaged in different ways, are to be addressed by the system and not in fragmented 

parts. 

As I reflect on the whole of this study, I now recognise what privilege is. Privilege is not 

something I grew up with, but something I have earned over the years through hard work, 

application towards achieving excellence, and being able to work well alongside and lead 

others. I am not a perfect scholar, but as I objectively consider the cognitive and 

psychological distance travelled between 2020 and 2024, I can feel and hear the changes that 

this study has engendered within me and my whanau. I would describe this as 

enlightenment�² not spiritual, but a profound awareness of my limitations, and my openness 

to reconsidering practices embedded over many years as a practitioner. I have evolved in my 

cognitive and inquisitorial questioning of what is accepted as common practice and I see 

myself hesitating before I answer questions, taking the time to think about not what I would 

usually say, but what I need to consider before I speak. It is an interesting and skill-enhancing 

change in my way of being. Insights gained as part of this study have sometimes stopped me 

in my tracks; those moments when clarity and understanding collide and the image that is 

being processed suddenly makes sense. It sounds dramatic, and I am not known for drama, so 

it is for that reason more profound that I have changed my practice and reckoning of 

situations that I was historically surrounded by and immersed in. This change is what I 

consider to be the practitioner�¶�V study purpose�² to live through the shifts and changes and 

emerge with the multiple learnings and failures that come with the new territory of 

practitioner inquiry.  

The next chapter brings this study to a conclusion and is followed by a final reflective 

summary. 
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Conclusion 

In drawing this study to its conclusion, I hesitate to say whether I have fully answered the 

research question I posed at the beginning of this study. However, I have acquired deep 

insights that have changed my perspectives of engagement in the clinical governance and 

health board governance environment. It has inevitably shaped me as a practitioner and as a 

person. This study has provided a deeply intimate view of the internal world of highly skilled 

and motivated individuals as well as exposing the less kind side of health sector governance 

relationships.  

I was curious to understand the nature of the engagement within the clinical governance and 

health board governance relationship. Often, one must be an observer to appreciate the things 

that are not immediately obvious as an active participant, thus, I have found making time to 

distance myself and explore this practitioner inquiry has been satisfying and discursive. 

Blumer describes my curiosity quite eloquently, and as I reach the end of this study, his 

words take on more significance to me as a practitioner: 

The empirical social world consists of ongoing group life, and one has to get close to 

this life to know what is going on in it. The metaphor I like is that of lifting the veils 

that obscure or hide what is going on. The task of scientific study is to lift the veils 

that cover the area of group life that one proposes to study. The veils are lifted by 

getting close to the area and digging deep. Schemes of methodology that do not 

�H�Q�F�R�X�Q�W�H�U���R�U���D�O�O�R�Z���W�K�L�V���E�H�W�U�D�\���W�K�H���F�D�U�G�L�Q�D�O���S�U�L�Q�F�L�S�O�H���R�I���U�H�V�S�H�F�W�L�Q�J���W�K�H���Q�D�W�X�U�H���R�I���R�Q�H�¶�V��

empirical world (Patton, 1990 p 67).  

Clinical governance is widely promulgated to be the panacea for the provision of quality 

systems to reduce risk in contemporary healthcare environments. It is a democratic system, 

applicable across the whole health sector, frequently cited and evolving within the literature. 

There are still struggles and resistance to its place in modern healthcare. There is no doubt 

that well-embedded clinical governance systems save lives and reduce harmful events, but as 

with any system, it is reliant on how well it is embedded in practice and how those working 

within the system understand why it matters. Even with the evidence that supports the 

implementation and embedding of clinical governance, the documented disconnect between 
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the frontline and the boardroom continues to provide challenges, and in some instances, the 

systems fail to support, and significant harm events occur.  

This study matters because it exposes new information about the factors that affect the ability 

of health board governance and clinicians to build relationships, which in essence are 

communication and trust. 

Trusting those that govern the well-being of our health services hinges on the ability of 

governors and clinicians to work effectively together and to deal swiftly and competently 

with individual and professional differences. The privilege of knowledge and power, if used 

well, can achieve diligent and dynamic clinical health board governance based upon mutual 

respect. Strong leadership that understands the complexity of relationships within the 

healthcare governance environment can build trust in each other and create less opportunity 

for individuals to experience distrust.  

It would be easy to think that things might be better if health services were run solely by 

clinicians. That would be foolish, and the outcomes would likely be the poorer. However, 

neither government nor bureaucrats should dominate health governance, and this is where we 

see that different forms of power can be used to create good outcomes or can be destructive. 

Power used destructively shapes and manipulates behaviours and ultimately creates its own 

end. Understanding the different forms of power and their affective nature provides an 

opportunity to work more cohesively with individuals but this requires a well nurtured set of 

emotional and cognitive skills. It seems this is a rare skill set in the world of governance in 

healthcare, but it has not often been spoken about, nor the consequences appreciated.  

How is health governance to ensure the well-being of the organisation it governs if it is 

oblivious to the power relationships within the boardroom, let alone the complex 

relationships evolving outside of the health boardroom? Now that the veil is lifted, there is an 

opportunity that few will be brave enough to confront. 
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Reflection 

As an introduction to this finale of the Doctor of Professional Practice (DPP), the beginning 

of this discussion focusses on a cycle ride. For the first time in many weeks, I took a cycle 

ride around the country lanes where I live. It was one of those days when everything was still, 

the sun was at its loveliest, it was later in the day, the air was shimmering with coolness, and 

there was a promise of a frost to make everything sparkle. I looked up at the view around me 

and saw what I had seen many times; millions of years of history presented as rock and schist 

outcrops erupting from the ground, shaped over millennia from below the ground, and 

concurrently being shaped by the elements above; rain, heat, ice, and wind; but this day was 

different. I looked at the bigger rock that is often passed on the uphill climb early in the day 

when the light is different, and it appears as it usually is�² a rocky outcrop with cracks and 

holes that provide shelter from the elements for stock and wildlife. But today, the light had 

changed, and it emerged almost as an apparition. The hole had become a dark doorway, the 

cracks had become perfectly aligned as shaded windows, �D�Q�G���W�K�H���U�R�F�N�¶�V���R�X�W�O�L�Q�H���I�R�U�P�H�G���D��

perfect cathedral. It was surreal to the point that I stopped to reflect upon how I had not seen 

this transformation before. How could I have missed this incredible vision that was right in 

front of me on so many occasions? Of course, the answer is that this image is unique; it is 

created by the illusion of the light falling onto its crevasses and fault lines creating shadows 

and fleeting images of a spectacular, but very personal image. No one else is ever likely to be 

in that spot, at that specific time, in the same environmental conditions, nor will another 

being see the same image in the way I did. It is a personal moment in time that forever 

changed the way I view that specific rock.  

At this time, you may be wondering what my point is in writing about rocks and shadows as 

part of the DPP journey, and that is exactly my point. Part of the DPP journey for me has 

been understanding how the rock and the light and elements change the way I see my world 

�D�V���,���F�R�Q�F�O�X�G�H���W�K�L�V���S�D�U�W���R�I���P�\���O�L�I�H�¶�V���H�[�S�H�U�L�H�Q�F�H�V�� 

The first thing to consider is how much academic rigour it takes to reflect well. �,�¶�Y�H���F�K�R�V�H�Q��

not to cite academics in this section, mainly because I want this to reflect me, myself, and not 

be distracted by other perspectives on how to reflect or why we should reflect. I have read a 

good deal on reflection, the �³on�  ́and �³in�  ́action, the difference between critical reflection 

and critical thinking, and why it matters if we are to grow and become transformed in our 

way of working. As I progressed through this DPP, I was informed on many occasions that 
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the DPP goal is to be able to demonstrate what I have changed in my practice and 

demonstrate how I have changed. I emphasise this because I think of the rock. To me, the 

rock represents a metaphor for the self�² the way I am, the intrinsic self, the way I respond to 

those around me, the things that make me unique, and the qualities or weaknesses that make 

�P�H���K�X�P�D�Q�����,���G�R�Q�¶�W���W�K�L�Q�N���R�I���P�\�V�H�O�I���D�V���V�R�P�H�R�Q�H���Z�K�R���V�W�X�G�L�H�V���W�R���F�K�D�Q�J�H���P�\���³self�´���E�X�W�����U�D�W�K�H�U�� I 

think of study as a way that expands and shapes my way of thinking about the things that 

matter to me; that provides a sense of wonder when I discover things I could not have known. 

And so�����D�V���P�X�F�K���D�V���L�W���L�V�Q�¶�W���Z�K�D�W���W�K�H���D�F�D�G�H�P�L�F���G�H�V�F�U�L�S�W�L�R�Q���R�I���'�3�3���S�U�R�P�R�W�H�V���R�U���G�H�P�D�Q�G�V�����,��

�G�L�G�Q�¶�W���H�Q�W�H�U���W�K�H���'�3�3���W�R���F�K�D�Q�J�H���W�K�H���Z�D�\���,���D�P, or necessarily how I practise. I did it to be 

independent, and curious, and explore the things that perplexed me in a specific area of past 

practice in the hope it would encourage me to consider how the consequences of discovery 

can shape me, but not change me.  

Part of this process of the DPP, especially the latter months, has led me to reflect on the effect 

of being a mature DPP candidate, and how this may have advantages and disadvantages. I 

have needed to critically analyse my motivations for proceeding with this program of study; 

these moments of deep reflection focussed on reason. What was my reason, I have asked 

myself many times. Like the rock, what was the image I wanted to create in completing a 

�'�3�3�"���:�K�D�W���P�R�W�L�Y�D�W�H�G���P�H���D�Q�G���Z�K�\���Z�R�X�O�G�Q�¶�W���,���M�X�V�W���H�Q�M�R�\���E�H�L�Q�J���D rock; I had, after all, had an 

exemplary career, one that I am sure many wonder about, given that I did not enter academic 

study until later in my career. My career has always been a significant part of my life. In my 

profession, I recognised very early on that my success is mainly owing to others. Without 

their willingness to contribute, little can be achieved. I believed in those I worked alongside, 

and in turn, this enabled me to be the best I could be. But there was always the shadow, the 

hole in the rock, when my credibility seemed to be judged by letters after my name, and as I 

matured, this caused me to think about whether I should change this. But why would I? At 57 

why would this matter? For much of my career, the two letters that mattered most to me were 

RN. I cherished these, and they provided me with the gift of a privileged career. It was during 

the early DPP that I confronted the reality of the Covid-19 pandemic and realised that letters 

�D�I�W�H�U���\�R�X�U���Q�D�P�H���R�Q�O�\���P�H�D�Q���V�R�P�H�W�K�L�Q�J���L�I���\�R�X���G�R���Z�K�D�W�¶�V���L�P�S�R�U�W�D�Q�W���Z�L�W�K���W�K�H�P, and for me, that 

meant returning to practice to help with the pandemic response. It was for me a challenging 

time; my professional moral obligations and the collision of academic dissent caused by my 

choice to change my plan of approach to my DPP. This, in retrospect, was a significant event 
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in my relationship with the DPP as a process. I had barely started the study, and yet I was 

already being challenged by the rules of academia. I would describe this event as confronting. 

As with most challenges, one can respond in different ways. My goal was to find solutions to 

the challenge and continue the DPP journey concurrently. It is, however, discursive. It shaped 

my approach to the DPP differently, in some ways creating a distance to my relationship with 

academia. Conversely, it also provided an impetus to continue; the subject I was studying had 

become the key focus of the pandemic. It was, after all, �F�O�L�Q�L�F�D�O���J�R�Y�H�U�Q�D�Q�F�H�����:�K�\���Z�R�X�O�G�Q�¶�W���,��

continue to write about what really mattered to me, and possibly millions of others? And so I 

find reflection is about understanding, thinking deeply and critically about what and why 

things happen, and how these can be shaped to produce focus and insight. Without this 

approach to how I feel about the DPP process, I would struggle to articulate the relentless 

focus on becoming doctoral. Even writing this word causes a pause; what is it to be doctoral? 

I have read many papers on the transformation of mature, non-academic learners to a doctoral 

status, and much of this recognises the challenges of articulating practice experience into 

academic language and style that somehow creates a different person after completing the 

program. And yet language is the way we make sense of our world; the way we shape our 

meaning-making and create new knowledge, and how we use and connect through language 

is, for me, the agent of change. I see being doctoral as not in the way we speak to promote 

our superiority of knowledge; but in the way we make it meaningful and resonate with those 

with whom we have conversations. For me, that represents the authentic self. I have worked 

with inauthenticity, and it is not a quality I admire; indeed, it is the epitome of poor 

leadership �± and so the end goal of this journey for me is to be able to authentically share new 

knowledge. Sadly, I cannot say that I have found this experience empowering. If anything, it 

is a process that in its latter stages demolishes any foundation of competence �± it literally 

focusses on highlighting incompetence in individuals such as me; its aim to produce what 

academics want to read as part of the scripted process and products of a DPP. Alas, and with 

hindsight, I can describe it as a discursive process, mainly due to the affective nature of 

completing the process. Possi�E�O�\���W�K�D�W�¶�V���V�R�P�H�W�K�L�Q�J���I�R�U���R�W�K�H�U�V���W�R���U�H�I�O�H�F�W���X�S�R�Q���D�V���D���O�H�D�U�Q�L�Q�J��

from my experience, the fact that you move from highly competent to barely competent 

�V�K�R�X�O�G���E�H���Y�L�H�Z�H�G���D�V���D�Q���R�S�S�R�U�W�X�Q�L�W�\���E�\���R�W�K�H�U�V���W�R���H�Q�D�E�O�H���D�Q�G���V�X�S�S�R�U�W���Q�H�Z���J�U�R�Z�W�K�����%�X�W���L�V�Q�¶�W��

that the beauty of reflection? My reflections will be vastly different from others because 

every rock is unique and responds differently to the elements that shape it.  
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Throughout this journey, events have interrupted and stolen time and energy, some by choice, 

and others not so; each event contributes to the whole essentially these are the elements of 

resilience, adaptability, courage, and dignity. Courage because in the face of potential failure, 

one must continue; in not continuing is to dis-respect those that make studies, such as this one 

possible where candour and trust is so embedded within the relationship, it is worthy of 

honour. Adaptability: where in healthcare practice does one not see adaptability? A core 

component of dealing with ambiguity, unexpected change, adaptability enables progress to 

continue. And dignity; it takes courage at the mature age of now 60 to attempt a major project 

such as the DPP and to not be afforded what I experience as dignity as one goes through the 

cycle of adaptation to academic writing at this level. My reflection here is how, in my 

professional practice, �,���Y�D�O�X�H���W�K�H���S�U�H�V�H�U�Y�D�W�L�R�Q���R�I���R�Q�H�¶�V���G�L�J�Q�L�W�\���G�X�U�L�Q�J���P�\���S�U�R�I�H�V�Vional 

interactions which, for me, is the cornerstone of respect. Thus, each of these components fits 

within this reflection, and each has contributed to the final thesis. 

And so, when I consider the reason for completing this thesis, it is partly driven by hope. 

Hope that upon the completion of this study, I can make some meaning out of my curiosity 

and feel that I have achieved my aim of understanding the phenomena under study. Which, of 

course, in reflection, is absurd because there is no aim in constructivist inquiry�² it becomes a 

contradiction. The final question is, has this experience shaped me differently? Has it shaped 

the way I approach my practice? I feel the answer lies in reading the thesis in its entirety. The 

answers lie in the philosophical underpinnings of the thesis, but until I took the time to look 

�D�W���W�K�L�V���Z�R�U�N���L�Q���L�W�V���H�Q�W�L�U�H�W�\�����,���G�L�G�Q�¶�W���U�H�D�O�L�V�H���W�K�H���D�Q�V�Z�H�U���L�V���\�H�V�����\�R�X���F�D�Q�Q�R�W���U�H�V�L�V�W���W�K�H���F�K�D�Q�J�H��

created by knowing and understanding.  

Finally, I imagine this reflection is a little different to what some candidates produce. I am 

not the judge of whether this is good or bad, but it is authentic and captures some of the DPP 

journey aspects that have shaped me as a responsible scholar. I hope that those who have read 

this thesis stand back and consider it as a moment in time�² when the light casts shadows 

across the rock face and we are confronted with an image that we will remember, but that 

cannot be replicated ever again. 
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Appendix 1.1: Invitation Letter (Chief Executive) 
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Appendix 1.2 Participant Invitation (Individual)  

 
     
 
 
 
 
 

 
 
I am completing my professional practice doctorate focussed on identifying the factors that 
optimise engagement between health clinicians and governance directors in the clinical 
governance environment.  
 
The title of this qualitative inquiry is: Exploring the experience of engagement in clinical 
governance: a practitioner inquiry. 
 
I am inviting you to participate in this research based on your experience and 
background in the clinical governance, governance, or policy developer 
environment.  
 
As background to my doctoral study, my career as an executive leader in the health and 
disability sector has matured over 30 years. Critiquing my success or failure throughout those 
years has made me increasingly puzzled by the varying levels of engagement experienced 
within organisations, especially within the clinical governance environment.  
 
Clinical governance remains a priority for health care organisations and health 
board governance.  Influenced by external government policy, for many 
organisations, it poses a significant challenge to sustain and embed, not just as a 
concept but as an intrinsic quality focus that is embraced and understood by 
those that engage in clinical governance.  
 
This question of engagement has become more relevant as I consider our current policy 
environment and the confluence of the reform of our health system  (Health and Disability 
Review, 2020) and managing the ongoing impact of the COVID-19 pandemic. COVID-19 
has demonstrated the crucial role of high engagement between clinical, governance, and 
government in times of urgency and crisis. Sustaining such high engagement in clinical 
governance discourse is the challenge, especially as we consider providers' size, geographical 
location and the scope and model of the services offered, whether primary or acute 
healthcare. In understanding individual engagement experiences within various provider 
settings, a unique opportunity exists to illuminate factors that may improve our ability to 
connect and optimise the broader clinical governance environment. Importantly, this inquiry 
includes clinicians of all disciplines, governance directors, and policymakers as participants 
to provide the broader relationship context and insights that each brings to the research. It is a 
unique research study; contributing will add valuable empirical data internationally published 
and shared; it will shine a light on New Zealand health services, rural and primary healthcare, 
and health policy governance sectors. Most importantly, it may provide healthcare provider 
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Appendix 1.3 Participant Information 

 

 

 

 

Greetings 

I am a Professional Practice Doctorate learner at the Otago Polytechnic. I am inviting you to 

consider participating in my research inquiry. 

Exploring the experience of engagement in clinical governance: A practitioner 
inquiry 
 

Research Aim 

This practitioner project will explore health clinician, governance directors and 
�S�R�O�L�F�\���G�H�Y�H�O�R�S�H�U�¶�V���H�[�S�H�U�L�H�Q�F�H�V���R�I���H�Q�J�D�J�H�P�H�Q�W���Z�L�W�K�L�Q���W�K�H���F�O�L�Q�L�F�D�O���J�R�Y�H�U�Q�D�Q�F�H��
environment. I aim to identify new information or insights that help us 
understand more about why our past, and current experiences of engagement 
matter in the context of governance discourse, participation and decisions and 
identify factors that optimise engagement.  
 
Participation 

You are eligible to participate if you meet one or more of the following criteria.  
 

�x A health clinician with demonstrated significant experience of interacting within the 
clinical governance and governance environment.  

 
�x A health board director with experience of governing a healthcare 

provider organisation. 
 

�x Experienced in a dual role of both governance and clinical practitioner on a 
governance health board.  

 
�x A developer or implementer of clinical governance policy at an organisational or 

government level. 
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Purpose of Research and Data Collection 

The inquiry outcomes:  

�x Discovering new insights of what, how, and why, engagement between health 
clinicians, health board directors and policy �G�H�Y�H�O�R�S�H�U�V�¶ matter, and, why organisations 
could benefit from deeper appreciation of this within the clinical governance 
environment. 
 

�x Identifying key factors that optimise the engagement experience within the clinical 
governance environment, or those factors that lead to disengagement. 
 

�x Publish the research as a doctoral thesis to enable contribution to the national and 
international literature; invite interested organisations to use as reflective resource in 
their approach to clinical and governance engagement practices.  

 

I intend that by completing this novel study, organisations and policymakers may choose to 

use this research to foster collegial and progressive organisational clinical and governance 

processes.   

As a doctoral learner and a practitioner, this research will also shape my practice and ability to 

work alongside organisations in this crucial area of communication.    

My research data contributes toward a professional practice doctoral thesis. The thesis will be 

available electronically to participants upon completion. 

Academic research rules require that participants' data is stored safely and in such a way that 

restricts access by those not involved in the research project.  

Your data will be password protected. Notes and raw data will be held in a secure filing system 

until the end of the project when they will be destroyed.  

Audio recordings once transcribed will be retained securely for the requisite 7 years and then 

deleted. This is stated on the consent form. 

Results of this research will be published and presented at conferences.  
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This research has been ethically approved by Otago Polytechnic Ethics Committee approval 

894A.  

Consent  
 
Your consent will be required before participation. The consent process details 
the way your personal information will be protected and is described separately 
on the consent form.  
  
Participation and data safety  
 
Participation is voluntary.  
 
One interview that will be approximately 60 minutes long is requested.  
 
Face to face interviews is preferred but you may choose the best option for you. 
Given the current COVID -19 situation, this might not be a choice and in this 
situation zoom or audio interview will be the next best option. 
 
Interviews will be individual, private, semi-structured at a venue negotiated with 
you.  
 
Interviews will be audio recorded for transcription.  
 
A written transcript of your interview will be made available for you to validate. 
I will arrange a time with you for sending these notes.  
 
Once you have confirmed the accuracy of your transcript, I will de-identify your 
information. At this point, it will not be able to be withdrawn from the research 
study, as it will not be identifiable in the analysis phase. 
 
I will use your professional title as identity and add an alphabetical letter as a 
reference for my own use during analysis (i.e., nurse A, doctor B, governor C, 
policy D). I will not use your specific organisational title.  
 
Where I use quotes, I will apply anonymity by using an alphabetical letter as my 
identifier. 
 
Questions and contact  

I am available to discuss this research participation opportunity with you should you have any 

questions; alternatively, Academic Supervisor Associate Professor Jean Ross is available to 

answer your questions should you prefer. 
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Appendix 1.4 Consent Form 
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Appendix 1.5 Demographic Data Form 

 

Demographic and Professional Information 

 

Exploring the experience of engagement in clinical governance: A practitioner 
inquiry 
 

This information is collected to provide data on demographic and professional representation 

in this research study.  

 

Personal Characteristics 

 

1. Gender  Male  Female   Other 
 

2. Age  20-29  30-39  40-49  50-59   60+ 
 

3. Ethnicity �± Which ethnic group or groups do you belong to? 

Other European; NZ European; �0�—�R�U�L; Samoan; Cook Is �0�—�R�U�L; Tongan; Niuean; 

Chinese; Indian; Other. 

The above questions are taken from the New Zealand Census of Population and Dwellings 

2018 http://www.stats.govt.nz/  

Professional Characteristics 

Please identify which professional group you affiliate with: 

Nursing 
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Medical 

Governance 

Do you hold a dual role of clinician and governance?    Yes  No 

Is your dominant place of practice          Rural  or Urban 

How long have you been in clinical or governance practice? 

    5-10 years  10-15 years  15-20 years  20 plus 

 

Otago Polytechnic Ethics approval 894A 
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Appendix 1.6 Confidentiality Agreement 

Confidentiality Agreement 

 

 

Title of Project 

Exploring the experience of engagement in clinical governance: A practitioner 
inquiry 
Name of lead researcher - Teresa Bradfield  

Name of College / School - Capable NZ Otago Polytechnic 

Role of lead researcher -This project is a qualitative enquiry exploring the experience of 

engagement of clinical governance and governance practitioners. 

I am participating as a  �† Researcher.              

I agree that: 

�x I will carry out the tasks assigned to me in this project mindful of the confidential nature of 
the research. 

�x I will keep confidential all information provided to me and will not disclose it to any third 
party except people involved in this research project. 

�x I will not make or retain any copies and/or records of the data other than what is required 
for the research. 

 

 (Person's name and signature) 

 

(Researcher name and 

signature) 

 (Date) 

 

Ethics approval reference: 894A 
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Appendix 1.7 Interview ID Coding Sheet 

INTERVIEWS ID CODING SHEET 

Category 

Governance �±     G 

Management     M 

Clinical  C  D Doctor N Nurse 

 

ID 

CODE 

Category 

/Alphabetical 

ID 

Transcript 

number/recorder  

Consent Complete? Y 

/N 

A G-M  D 03/03 Yes 

Electronic 

Y 

B G  E 02/01,2,3 Yes 

electronic 

Y 

C G-C �±D A 04/04 Yes Paper Y 

D G-M �± C05/05 Yes paper Y 

E G-M  D 04/04 Yes 

Electronic 

Y 

F C-D G  B02/02 Yes 

electronic 

Y 

G C-D-  A05/05 Yes paper Y 

H C-N- B04/04 Yes 

electronic 

Y 

I  C-N M -  A 06/06 Yes paper Y 

J C-D-  A 07/07 Yes paper Y 

K C-N M �± A 08/08 Yes email Y 
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Appendix 3. Ngai Tahu Research Consultation Committee 
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Appendix 4. Data Coding 

Appendix 4.1 Example of Transcript Coding 
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Appendix 4.2 Example of initial Coding (1) 

 

Appendix 4.3 Example Intermediate Coding (2) 
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Appendix 4.4 Initial Themes 
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Appendix 4.5 Core themes with sub-theme codes. 

 

Appendix 4.6 Various Memos and Diagrams  
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Appendix 5. Data Mind Maps 

Appendix 5.1 Mind Map A 
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Appendix 5.2 Mind Map B 

 

Appendix 5.3 Mind Map C 
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Appendix 5.4 Mind Map D 
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Appendix 5.5 Mind Map E 
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Appendix 5.6 Mind Map F 
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Appendix 5.7 Mind Map G 
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Appendix 5.8 Mind Map H 
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Appendix 5.9 Mind Map I 
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Appendix 5.10 Mind Map J 
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Appendix 5.11 Mind Map K 
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Appendix 5.12 Mind Map L 
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Appendix 5.13 Mind Map M 

 

Appendix 5.14 Mind Map N 
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Appendix 5.15 Mind Map O 

 

Appendix 5.16 Mind Map P 
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Appendix 5.17 Mind Map Q 

 






