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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 professionahois 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
(thoseinvolved in strategic oversight and decisimaking) 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 SAR&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 dec#ng
processes ithin 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
RUJDQLVDWLRQ V VWUDWHJ\ JRDOV DQG REMHEEAMLYHYVY HQ
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 over$igihtical 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 Governmenbwned department that works with
clinicians anchealth managers to support and encourage quality and safety improvements
across the health sector within New Zealand



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: Theinextricable way that race, class, gendisability, 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 ManagementThe dayto-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 andljptes 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 Tne indigenous people of New Zealand
Pakeha White or European settler in Nexealand

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 gatherdapth understanding
of human behaviour and the reasons that govern such behaviour.

Tangata Whenua People of the land, local people

Te AkaWhaiOra 7KH 0—RUL +HDOWK $X(@staBished\2022Hli5 =HDODQG
established 2024)

Tikanga: 0—RUL ZD\V RI1 ZRU N LoQriecip@ceddé&s@idWrbtddold that respect
0O—RUL WUDGLWLRQ



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

Treaty of Waitangi 1HZ =HDODQGYV IRXQGLQJ SDUWQHUVKLS GRFX
the British Crown, signed in 1840.

Trust and ReceptivenessKey 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
andideas.
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This practitioner studis positionedand informedoy participantswvith experiencef
engagement in clinical governarmed governancmteractionwithin the rural, primaryand
urban healtisectorsof New ZealandThe contexbf this study is that it has been informed by
participant datgatheredorior to July 202deforetheimplementation othe New Zealand
health sector reform that introduced a new national health syistg¢meplaced thBistrict
Health Boardgovernancestructure

Engaging with governance directors, cliniciaasd policy implementoras participantghis
studydraws on memorable experiences of individuals that eeaipleration ofthe factors
thatlead towardptimisng engagemenwithin the clinical governance environme@linical
governancas a conceps widely accepted internationally as therarchingquality
frameworkthat drives the provision of safe and effective patient care within healthcare
organisationsApplicable 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 governanes a quality systerto flourish,the concept

ideally is embeddedvithin anorganisatior internalculturethat issupported by
knowledgeablecommittednformed staff and governand@ectors The connection between
thosewho deliver and manage patient services and tidsegovern 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 servicgsdééire to

understand the factors that affect the experienemgfgement in clinical governance
conversationetween clinical and governance aimedédwelop aleeper understanding of

what may influencgovernancénteractionand subsequent relationships.

This studyreflects 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 importamdearstanding

the history and context of relationshifscusse®n system knowledge, conceptual

description, and theoretical approaches to clinical governance. The success and failures of
implementing clinical governance within an organisatoediscussed 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 andsegjuelae
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To achieve the aims of this practitioner study | chose the qualitative paraddjthe
research desigof a qualitative descriptive analysis that used selected grounded theory
methodsThis approach enabled my prior knowledge as a senior practitioneusehg as a
co-constructolin the research procesmderstand the implications ofetfindingsand

developmentof recommendations for future practice

Elevenindividualswererecruited from ruralurban,and primaryhealth servicedncluded

were cliniciansgovernance directondexecutive leadenwith experience across the
healthcare sectomdlividual semistructured interviewsvere the chosen method for data
collection,transcriptsverethen analysedtilising a qualitative descriptive analysis and
selectedyrounded theorynethodsThe process of analysis resulted in threetkeynes
identified as trust and receptivengssywerand voice clinical, and governancel heory
generated from this studydicates that clinical governance is a contested space within the
health boardjovernance environmerRast health boardroom conversations and experiences
did emerge as a dominant influencer of memories, especialgfféatof previous

relationships which impacted the engagement experience.

Critical factors weredentified that affect the ability to engage in the governance
conversation, or the willingness individualsto continue engaging. Trust emerged as crucial
to the establishment and maintenance of relationships, this being dependestioms
DIIHFWLYH H[SHULHQFHY DQG KRZ WKLV LQIOXHQFHG DQ LG
engaging However the opportunity to trust was eroded by hawprand the use of voice
created dissent during interactio@sucially, this studyidentifiedtwo divergentmotivations

that of the clinical imperatives, and those of the governance objettiateseatel a nexus of
opposition and contesffectingthe abilityof clinicians and governots connect and form
trustbasedelationshipsThis was influenced by the governameanagement divide the
institutional rule that governance does not enghgeetly with staff, relying on theenior
management anchief executive to provide informatiotherefore preventing connection and
subsequentlymprovingunderstanding of issues for governance to considereforethis

study presents clinical governance and governanbawasgdivergent goalsThis
divergencdorms the platform from which the delivery of quality patient care becomes
obfuscated byasksthat do not prioritise the patie®tddressing thesource ofdissentby
confrontingthe differing motivationsvould providean opportunity taonsider this contested
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relationship from a different perspectiaed invite a deeper understanding of why this

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

This practitionerstudyrecommends the following become integrated within government
policy directly linked to clinical governance and governance of healthcare services:

x All documentgproduced by government departmethist discuss clinical governance
and governance in healthcare should be required to include a sactidry

engag@ment matters
How can this be achieved?

x First, there needs to bpen acknowledgeentof the different motivatorthat exist
within thehealth boarenvironment.
x Secondit should be questionaghether 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 considerationtioé role of navigator and facilitator especially
during the formative periodf new governance boards within the health sediois
FRXOG DVVLVW ZLW K- IRURHSNDU LY WK B UFEBR&RIESISp[LWLHYV R
building process and provide immediacy of intervention to promote and sustain a

healthy, dynamic, and trusting governance board environment.

As an outcome of this studyplanto share this newnowledgewith key policy and
government departments so that the findings of this siteljntegratedvithin their strategic
planning procesglinical governance planengagment guidelines and training
programmesThese findings should ecomponent ahduction for all governance directors
and clinical leaderssho are required tengage in the clinical governance environnweithin
the New Zealand healthcare contédéw Zealandyovernmentagencies thatan benefit by
this study include the Health Quality and Safety Commission aiidtauora Ministry of
HealthNZ, Te Whatu OraHealth NewZealand,Te Aka Whai OraThe 0 — RHégdlth
Authority, PrimaryHealthOrganisations, and health professional regulatory authorities
Professional organisatiomsay alsdbe interestedas wellasthose that provide governance

trainingsuch as thénstituteof Directors
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Extending the audiende engagelinical and managemeptofessionalsvithin regional and
local New Zealand healthcare organisatient provide a platform for introducing factors
that influence engagemaentthin the organisational conteand provide forums for

discussing opportunities to improve engagement.

Publication in reputable journals and conference presentations will further stinmidaest

and debatgiven that this study identifies new information in this subject area.
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In this first chapter, | introduce myself and share a brief histonyysklf and how | have
arrived at this stage in my practitioner histdrthen introducenoverview of clinical
governancgits evolution in modern healthcare governaand its relationship with corporate
governance. As this practitioner study is based primarily within a New Zealand context,
draw upon internationa&xamples and contetd provide thebasisfor the evolutionof the
governance and clinical governance relationdhipen focus on clinical governance as a

system and the relationship betwesinicians and governance.

The purpose of this study is to explore the relationship between clinicians and governance in
the healtbaregovernancenvironmentmy aimis to understand the experienzie

engagemenrdit an individual level and whether such interactidluences future engagement

in clinical governance conversatiofi$ie genesis of this project evolvpdstcompletionof a
Master of Professional Practif@radfield, 2019whereby engagement emerged as an area

for future study as a practitioner who explored clinical governance, leademsdip

organisational culture.

| am a mature learner, commencing this practitioner study to consolidate and augment my
practicebased experience and knowledge. I hail from the United Kingdademigrated to
New Zealand in 1986 as a registered nurse trained in the National Health Service. My career
has spanned some 39 yeansl provided me with a broad and rewarding experience that
includes clinical and professional leadership at local and regional leivalsoworked in

senior management positions and within multiple contexts witigimealth and disability
sector. Following a life change in 201&dmpleted a Master of Professional Practice
graduating with distinction in 2013he Master of Professional Practice focussed on clinical
governance, organisational culture, and leadershipnedto understand what clinical
governance meant to practitionarsdwhat influenced their adoption of the concejs an
outcome of the Master of Professional Practiegas intrigued to understand the process of
engagement related to relationships between clinicians and govediauters | could not
pursue this line of inquirgwing to time constraints, but this sowed the sigdny current
doctoral thesis, hengcthis doctoral journey is a direct consequencegkarlierdecision to

pursue academic study. | hawe contrast to the Master of ProfessioRedctice applied



selected methodsom thegrounded theory approath this descriptive qualitativenalysis
This blend ofmethodsaddsrigour and validity to this qualitativeescriptivepractitioner
study.The journey haf courseexperienced unexpectaterruptionsduring themiddle
andlaterphase®f this studyowingto the Covid19 pandemicThispresented meith
significant personadnd professionalilemmasas| decided to return to clinical practice,
contributing a few hours per week to the pandemic respéise, this decisiochanged the
initial scope oparticipantd had planned for thistudy, which was to includecal district
health board employeas well as primary, rurghnd governancdowever, aslescribed
laterin Chapter 3l redirected this study texclude current employees of my local district
health boardo address any ethical conflict of interesting to keing a partime employee. |
had always intended to invite a broad scope of goverrdgireetorsand health practitioners,
thosewho developed and implemented clinical governance podisywell aglistrict health
board employees. However, as | reflected upon the purpose of this inquiry, | felt it would be
equally well informed bylirecting the focus towards tipgimaryandrural health service
sector as well as inviting individuals with a depth of experience to uniquely inforistullig

| believe thischangehas enhanced this studyet the ethical obligations of my proceasd
provided mewith a more balanced perspectvethis study topicl completed this thesis,
grounding me irboth academia and humanitgminding me of the privileged position from

which | entered this study

This study aims$o explore the clinical governance relationship that is less well documented,
an area that | am curious to understaa@ component of my practitioner experience. The

research question explores the nexusliafcal andgovernanceommunication.

MVhat factors optimise the effectiveness of engagement between health clinicians and

governance directors within the clinical governaegeironment?

The chosempproacHor this study isa qualitative descriptive analysis that uses selected
grounded theory metho@Mlills et al., 2006 Sandelowski, 2000

In the context of thistudy,| consider myself amsider researcheso | feel it is important to
introduce how this impacts my positionality throughout this research protesy) to this
study specific knowledge of the topic and subsequently enter theagwadyinside researcher

with a strong epistemolognd ontologyof the clinical governance concggostley et al.,



2010) My professional background hastrong associatiowith clinical governance as a
component of my past practieed study| have contributed to health board governance
discussionsn my senior leadershipapacity,and | have participated and led quality and
risk processes within the health and disability se€@onsequentlyl have many professional
contacts, some of whom chose to participate in this study. | have addressed ethical
considerationsvhen conducting insider reseaiahChapter 3andtook care to remain
reflexive andmindful of these professional relationships as this sprdgressed have
engaged with relevant literature to ensure rignumaintaining awareness and applicatadn
reflexivity relative to my positionality within the context of this study. Chapferovides an

in-depthsectionon my positionality and how this is appligmthis study.

As stated] have a professional background thmatolvesclinical governance as a core
component of practice and leadership and sdalfe@ving section introducethe concept of
clinical governance, corporate governance, engagermahthe evolution and relationship of

these two functions.

This section introducetheevolutionof clinical governancasa quality frameworkwithin
healthcare internationally and its evolving relationship within the health governance board
environmenwithin New ZealandClinical governance and its inceptiane introduced

relative to wherelinical governance fits within the architecture of health board governance
within the public and private heallectors| elabora¢ onthe crucial driverandthe seminal
literature that has supported and continues to influence the advancement of clinical
governancgincluding particular reference to theeaty of Waitangi and how the provision of
healthcaren New Zealand is influenced by this foundatiodatumentFollowing the
introduction of clinical governance and tleationship with thdealth boardl introduce the
topic of engagement and haifits within this concept. Gapter2 providesanin-depth

analysis of the supporting literature that bhaped the inception and adoption of the clinical

governance conceppaming the four decades since th@8Ds

Clinical Governane isan umbrella terndescriling the quality systemhealthcare

organisationgnayadopt when monitorinthe overallsafety andjuality of healthcare



servicedo patients or consumerSlinical governance is applicable in hospitals, community
healthservices andnmary healthcarerganisationsWithin New Zealandthe definition of
clinical governanc@romotedby the Health Quality and Safety Commissistased 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/relgints(Australian Council on Healthcare Standards, 2004)

Clinical governancés recognised internationallys a quality and safety systetine focus
being to increase safety and reduce harmful events to pdfieataglia et al., 2011)
Clinical governance practices are applied internationfdhyexample the National Health
Service in the United Kingdoifirresko et al., 2013Within New Zealand, the
implementation and monitoring of clinical governance reporting is conducted by a

government agendiHealth Quality & Safety Commission New Zealand, 2017)

Clinical governance is widely published as the panacea for the provision of quality
healthcare, its successdependent upon the actions and participation of clinicians to enact
the principles and requirements of adopting and maintaining the system comgDagntst

al., 2014) It is not always well understood by cliniciaf@auld & Horsburgh, 201&ven

though it has been present within the healthcare environment for four decades having been
formally introduced in the National Health Servioethe 1990¢Nicholls et al., 2000andin

New Zealandn 2009(The Ministerial Task Group on Clinical Leadership, 20@pecific

health and disability provider guideline®reproduced in 201 {Health Quality & Safety
Commission New Zealand, 2017)

As a system, clinical governance is complex; requiring significant infrastructure, leagership
involvement of consumers of healthcaaggd an organisational climate in which it may

flourishif patient safety is to be consistently achie{@dnaldson, 2018)ailures inthe

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 fotheintroduction of this concept during the 1990saly et al., 2014)

Following the public interest isignificant harmful events within healthcare systems in the



UnitedKingdom such as the Mi8taffordshire NHS-oundation Trust Publiatjuiry
(Francis, 2010andthe Canvright Inquirywithin New ZealandNational Screening Unit,
1988) quality in health became a policy priority the governmentin the main to assure the
public of safe delivery of servic§&auld & Horsburgh, 2012)

Healthcare organisations are inherently high risk given that they involve delivering human
services in what can be complex and at times chaotic environmenite careénospital
environments can bdigned with highreliability organisations suchs theaviationindustry

or nuclear institutionsThese industrieand healthcareely strongly on risk identification and
reporting that includes actual and potential error, full disclosure of incidemdpen
communication(Edmondson, 2003; Reason, 2000yingto inherent riskwithin high-

reliability organisations such as healthgadeally monitoring systems and processes exist to
reduce the likelihood of such occurren@@gason, 2000WWhen harmful eventdo occur,
organisations usually implement a response to investigate and this can be a challenging and
difficult process for all involve@Wu, 2000) Sentinel eventghose significant errors

resulting in harmful healthcare outcomes suchamanent disability or deatthether by
commission or omissigmesultin wide-ranging impacbnthose affectegHendee, 2001)
Increasednortality, living with a permanentnanticipatedlisability, andthe emotional

impact onpatients anadvhanay are devastatingdeally, such harmfukvents are to be

avoided, but to do so requires a combination of professionals and systems that prevent the
failure point from being reached and breachrdis often linked to communication failure
(Reason, 2000How systems fail is linked to latent error (not yet happened but has
potential), and actual error, where harmful events have occlineds often are identified as

having both human and system factors that contribute to the adverse o(Reasen, 2000)

One of those possible failure poimtsthe safety of the systeis howhealthcarégeams and
leaders communicate keep each other and the patient $gffmondson & Bransby, 2023)
Effective and open communication also enabl@gernancelirectorsto perform their
responsibilitieghatcontribute to the overalell-being of the organisatiofChambers,

2012) Such responsibility includesdividuals and governance boardsderstanding their
governance rolen ensuringsafety and quality within healthcaf&very et al., 2021)
Examplesof where governance processes have failed to effect good diligent governance
practice exposehe weakneswhere communication upwards and downwards within

organisationss crucial to responding to concerns aistts As anexamplethewidely



publicisedcase of the Miebtaffordshire NHS-oundation Trust Public Inquir§Francis,
2013)recognisedhe presence gdfoor oversight and inadequate response by gowgern
boardgo clinician concerns about patient care and outcofiesinquiry focussed on the
KDUP FDXVHG Edorhani fdews DriUficchMandrgetdrivenresultsinstead of
patientcare. Theeportdirectly attributedmanyunnecessary deatb§ patientswhilst under

the inadequateace of thehospitaltrustto these factorsTheinquiry also highlighted the issue

of competencies dhosewho are appointed tgovernance boards.

Competencies fdoeing able to conduttealth board governance vary and it is sometimes
difficult for newly elected or appointedirectorsto appreciate how compleke governingof
health boards or any health service bafiChambers, 2012 hisis where the nexus of
communication between clinicians atie governancéoardbecomeshe crucial link to
effecting ovesight of thehealth provider systeniHow well clinicians and governorsonnect
and communicatis core to enabling clarity and understanding of concerns and issues that
affect clinical outcome&rown, 2020) How and wherclinical information isshared,
whetherit is understoodby the individual receiving it, and who receivesdback is crucial

to effective governangaractice This communication function is important becaitse
informsgovernancalirectorsaboutwhat is happening within the organisation and vihy
might matter toboth governancdoardsand the paéintsreceiving careHowever,
communications reliantupon anindividual being comfortable to engage and communicate
openly, even if the news isot positive(Kish-Gephart et al., 20097 hus, the relationship and
ability to communicate effectively fagovernancéoardand clinicians is a significant
contributor to the overalWell-beingof healthcare organisations and the patients, and so
understanding that relationship matters at all levels dh¢laéthcarerganisationJones &
Kelly, 2014)

$Q LPSRUWDQW FRQWH[W WR WKLV VWXG\YfV LQWURGXFWLR
Zealand prior to July 2022 was conductedByoverning boards called District Health

Boards District Health Boards were responsible to Miaister of Health who oversaw

monitoring and performancPBistrict Health Boardsvere responsible for th@anning and

funding of geographically defindtbspital and healtkervices including access to disability

support, mental health servicesid primary health car&unding relationships with private

health providers, community health organisatj@msl norRgovernment organisations that



delivered health services, along with secondary and tertiary hospital provider seveiees
within the District Health Board funding mod@arliament, 2009 District Health Boards
were disestablished thuly 2022 due to health sector reform and replaced twith
overarchinghealth authoritie's

As backgroundDistrict Health Boardsn New Zealandverelegislated in the year 2000.
Government health reform in New Zealands driverby an influence ohecliberal
ideology, New Zealandollowed WKH 8QLWHG .LQJGRPYV 1DWLRQDO +HDO
model thaintroducedthe new public management philosophy of treating health as a business
proposition in the 1990&5auld, 2003)The New Zealandovernance of District Health

Boards was based on the corporate governance process and itickidadduction of a

multitude of health targets and indicators and stringent fiscal management processes to ensure
governancgolicy andoperationaimanagement accountabilities were achieigetkins &

Seddon, 2006)District Health Boards, whilst governed in a corporate madsie however
fundamentally different to commercial businesses in that they were responsibledoe i
governancdunctionof the provision of safe and effective health services across all of the
community sectors within New Zeala(@hambers et al., 2020fiduciary obligations of the
District Health Board included being responsibletf@achievement of an acceptable

standard of patient care, the management of clinicalarskensuringsafe and effective care

is delivered to the patient. Achievement of compliance with these accountalelgieses

gualified professionals, the majority of whom are regulated by legislatidar theHealth
Practitioners Competence Assurance fegrliamentaryCouncil Officg 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 Committeghe Disability Advisory Committeeandthe Audit and Finance
Committee The statutory committees aimtaensure that adequate representation from the
community informed the District Health Board governabcardprocesgBarnett &

Clayden, 2007)

During 2009 clinical governance within District Health Boards became a key government
IRFXV IROORZLQJ WKH LQWURTX MWARDTEK Gr@dpoRRG +DQGV’

Clinical Leadership, 2009The purpose of this report was tefogus the relationship

District Health Boardsn New Zealandvere disestablished in July 2022 and replaced by Te Whatu Ora
(Health New Zealand) and Te AkaWhaiOra ¢ ‘"< $fZ-S ——S7¢—> fot %'~ H{Pag®rg> Zt%o<oZf
(Healthy Futures) Act 2022)



between corporatstyledgovernancéoardsand clinicians toward the quality of patient

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

Boards Domingion in the District Health Board environmestolved around corporate

reportingwith little focus onthe TXDOLW\ RI SDWLHQW FDUH RXWFRPHV 7
(2009)report identified that a refreshed foaumas requiredo repair the management and

clinical relationships that had eroded over the yessslting in lesattentionto quality and

safety and that this quality and safety focus should becdomef the governandeoard$

agenda.

The report3, Q * R-ROZQ @RWV09) required the formation of formalinical governance
structures that included clinical leadership to assist with implementation at every level of the
organisation. This process was to incltigeestablishment of formal committees to enable
upward reporting to the governance boand clinical governance was to be a priority agenda
item for governancboard discussiarDuring the intervening yearsiany scholarly

publications have revolved around the challenges internationally and locally of the
embedding of clinical governance as a totadlity concep{Balding, 2008; Mannion et al.,
2017) Publications alsgentred onfte challenges irtheelevation of a quality focusn

clinical governance by health boartisisbeingvariable and dependent on clinical leadership
(Gauld, 2017; Veronesi et al., 2018)ne of the challenges was how health boards get on
board with clinical governang€onway, 2008; Gauld, 201,43s notll governance directors
are of a clinical backgrourghd so how boards engage in clinical governance discussion

emerges as important to this relationship.

Primary Health Organisations are Rpiofit trusts, companies or partnerships that bring

together general practitionefdyurses and other health professionals to provide primary

healthcare services to their enrolled population. Primary healtbagaaisationgjovernance

structure consists @f variety of representatives from various disciplines and may include
FRPPXQLW\ UHSUHVHQWDWLYHY DQG 0—RUL ,ZL 7KHLU IX
Board, the goal being to provide integrated and coatdahprimary care across a specific
geographicahrea(Gauld & Mays, 2007)



General Practices are privately owned entities and may be singular or a group of general
practitioners. Governandmardstructures are determined by the owners or partners of the
practice.General practices share many of the same gag@ismary health organisations but
as they are privately owneshtities, they aim for financial sustainability. Practices choose
their focus and usually include nusleel serviceas well as general practitionsgrvice others
may extend the scopmé the practice to include other disciplines or serviGeneral

practices are funded @he number oénrolled patients and are able to chathgepatiento-

payments for servicesipplied

During the 1990ghe competitive market for public sector health services resulted in the
potential closure of rural hospitals throughout New Zealand. As a consequenceysdme
areas of New Zealand establishedal community health trusts to provide rural healthdare
their communitiesThis involvedthe formation of a number dbcal community trust(s)

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

staff. Funding for these rural community trust$riem comnunity sources and through
contracts with funders such as the District Health Board and other agdin@egovernance
processs conducted by the trust board and is accountable to the community. Relationships
with other primary and secondary service providers are imppesantell as key funding
agencies (Barnett & Barnett, 2001)

Communication angéngagemenbetween kniciansandthe governancdoardis a
componenbf professional collaboration and information shayrimg it is also a point of
tension insustaining engagement in clinical governance processes by both clinicians and
governance board8onias et al., 2012Compounding thislifficulty in engaging individuals
in boththegovernancdoard environmerdnd clinicalenvironmentis what appears in some
instances to balack of knowledger trainingamongcliniciansand governanceirectors
aboutthe concept oflinical governancéGauld & Horsburgh, 2012RAIso, there is

continuing debate about whether governance boards amceptcomethe clinical



governance contributioat the health board tahlthe consequencegereelaboratecn

earlier in this chaptdilChambers et al., 20203s a topic that is mandated within the
healthcare environment, it remains a surprise to realiselthi@atgovernancas a systens
mostly learnt on the jolnd that training could be improved for clinicians and governors
Thisis especially significant if we consider the lack of clinical experiefcome directors
within health governance boar@fSauld & Horsburgh, 2015; Mannion et al., 201=)r those
who do participate in clinical governance conversatiovisether it be in committees or at the
governance board levael,is not clear in the literature how théndividual experiencef
communicating within this environmeimifluences their continued participation in
governancdoardconversatior{Brown, 2020; Hogan et al., 2000)nderstanding more
about the individuaéxperienceof governance board directors and clinical séafjaging in
clinical governance conversatigndgll augment the current literature with specific insight,
and in turpmay enable a differemtpproacho how we understand and therefore approach

the clinical governance environments.

New Zealand has a unique relationship with the Crown as formed by the Treaty of Waitangi
thefoundational document in New Zealand's history, marking the beginning of formal
UHODWLRQV EHWZHHQ WKH LQGLJHQR X'teady-ofRMAitan§IFeER SOH D Q
Tiriti O Waitangi 184(. Signed on February 6, 1840, the Treaty was a result of negotiations
EHWZHHQ UHSUHVHQWDWLYHV RI WKH 0—RUL FKLHIV DQG W
Hobson, the first Governor of New Zealand. The treaty is celebagtadsymbol 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
IRU WKH UHODWLRQVKLS EHWZHHQ 0—RUL DQG WKH &URZQ

1. Article:1 of the Te Tiriti 0 Waitangi (1840): This article refers to sovereignty. It
LQYROYHV WKH 0—RUL FHGLQJ JRYHUQDQFH RYHU 1HZ =HD(
0O—RUL ZHUH SURPLVHG DFWLYH SURWHFW Lsifgcs.QG WKH UL.
+RZHYHU WKH WUDQVODWLRQ RI WKLY DUWLFOH IURP (QJO
FRQWURYHUV\ DV GLITHUHQW LQWHUSUHWDWLRQV KDYH HP
intended to cede sovereignty.
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2. Article: 2 of the Te Tiriti o Waitangi (1840): This is the kawanatanga or governance
DUWLFOH 7KLV DUWLFOH JXDUDQWHHYV 0—RUL DXWKRULW\
WUHDVXUHV W UHFRJQLVHV 0—RUL D VtKaDdrdn§ukeswhgtH VDP H |
they retain possession of their lands with the Crown having the exclusive right to purchase
ODQG IURP 0—RUL VKRXOG WKH\ ZLVK WR VHOO

3. Article 3 of the Te Tiriti o0 Waitangi (1840): This article, the article of protection,
SOHGJHV WR 0—RUL WKH VDPH ULJKWYV DQG SURWHFWLRQV
treatment under the law and promises to safeguard their interestsstochs. However, the
LPSOHPHQWDWLRQ RI WKLY DUWLFOH KDV RIWHQ IDOOHQ V
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
O—RUL HPSKDVLVLQJ FRRSHUDWLRQ -mRakMoXrDn@attereiVSHFW D (

affecting New Zealand's governance and development.

2. SURWHFWLRQ 7KH WUHDW\ JXDUDQWHHYVY 0—RUL ULJKW

ensuring their protection from unjust treatment and exploitation.

3. SDUWLFLSDWLRQ 7KH WUHDW\ SUR RRaking YrogessedJL SDUW
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
LOQMXVWLFHYV VXIIHUHG E\ 0—RUL LQFOXGLQJ ODQG FRQILVF
breaches of treaty obligations. This is enacted by the Waitaitginal a legal system
HVWDEOLVKHG WR FRQGXFW IDLU KHDULQJY RQ JULHYDQFH
Crown (Treaty of Waitangi Act 1975).

5. Recognition: It acknowledges the statuslo—-RUL DV WDQJDWD ZKHQXD W
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 treaiyussto

VKDSH WKH UHODWLRQVKLS EHWZHHQ 0—RUL DQG WKH &UR

reconciliation, justice, and natidsuilding in Aotearoa/New Zealand.

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

within the healthcare sectdver the past four decaddise health sector has attempted to

apply the principles gbartnership, participation, and protection. Howetteg,way these

principles have been viewed by the health sector, and how they have beenlep@ibden

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

understanding of the treaty agreement (Wai 7525, p.80). In #@2@ublication by the

OLQLVWU\ RI +HDOWK :KDNDPDXD O0O—RUL +HDOWK $FWLRQ
has been revised to reflect the complexity and breadth of the relational and accountability
expectations of the New Zealand health sector bwlgpband honour the Treaty obligations.

Two further principles have been addedhe initial three principles of partnership,

participation and protectigthese beingptions and equity. In 2020, led by the elected

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

disability sector (ManatHauora, Ministry of Health, 2020This 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
healthsector;however it contains relevant and clarifying detail as to the way the Treaty
interpretation has been described and applied within the New Zealand healthvgbcior
SDUWLFXODU IRFXV RQ WKH ODFN RI UHGUHVYV RI LQHTXLWI
ODFN RI HQV X{dherdafcedimRthelgdvé&nance and planning of healthcare services

within New ZealandThis evidence indicates thdte KHDOWK VWDWXV RI 0O—RUL KL
prioritised or addressed effectively withime healthcare governance and government context

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

The healthcare environment in New Zealand has slewtyved and in more recent yeaian
LQFUHDVHG HPSKDVLY RQ KHDOWK RXWFRPHV IRU 0—RUL K
WKDW 0—RUL DUH GLVDGYDQWDJHG ZLWKLQ WKH FXUUHQW
PRUWDOLW\ DQG PRUELGLW\ GDWD L QwaeLthdwet @3 FOWLILH H[SHF
0O—RUL \HDUV FRPSRRJUHG WReD@Lpreventable) death rates
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DUH KLJKH UhéBetteGompdhdedE\ UXUDOLW\ O0O—RUL -0—RRRSDUH
90.8) creatingpooreroverall health outcomdsr 0 — RHam. nor 0 — Rittluding

significantly higher rates of cancer, cardiovascular disease, stacdenfant mortality

(Walsh & Grey, 2019)Considering this from a critical lemsV XJJHVWYV WKDW O0—RUL S
within health governance and clinical governance needs to be a key pfibigys based on

the evidence now available to demonstthtdthe currehsystem is noadequately

DGGUHVVLQJ WKH KHDOWK DQG GHSULYDWLRQ LQHTXLWLH\
evidence is compelling and thus the relationship between the principles of the Te Tiriti O

Waitangi (1840) and the Crovtakeson 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 artie governance of healthcare. Appreciation of how the principles of

the Treaty should manifest in contpanary New Zealand elaborateanin the following

paragraphs.

The principle of Partnershipithin 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
requiresa functioning partnership at all levels of govianj this includes safe communication

across and within communities be it in hospital or community settings (Chambers, 2012;
(GPRQGVRQ /HL JRU 0O—RUL LI SDUWQH&atinatangd LV WR
(full control over the direction and shape of their communities and development as a people)

LV WR EH DFKLHYHG O0—RUL UtHéelgidetn&hve of MeaEhCarSandtuk FL S D W
be able to assert equal representation of governance deliberations and decisions (Wai 2575,
2019). Decisiormaking processes within New Zealand healthcare settings should be
H[SHFWHG WR UHVSHFW DQG& Y RIWHRQYRZ-OWG XH) D @JIDG OWHRNLOL
philosophy and customary practices) and these mMdst HWHUPLQHG E\ O—RUL IRU
enabling the planning and delivery of services that are culturally responsive and aligned with
0—RUL KHD O WRartbeysSih id hh&\cbrRe@t\bf clinical governance within the
KHDOWKFDUH VHFWRU LQYROYHYVY RYHUW UHFRJQLWLRQ WKI
H[SHUWLVH P—WDXUDQJD 0—RUL PHDQLQ-nakingDW 0—RUL K
authority in detamining models of service delivery and identification of acceptable health
RXWFRPHYV | Rhh WetuRaldaselHgovernment, autonomy).
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SDUWLFLSDWLRQ E\ 0—RUL LQ KHDOWK mhbvdfet didRyf HUQDQFH D

decadeveendependent upon regional approaches in the district health board striratare,

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

DQG D ODFN RI LQIUDVWUXFWXUH IXQGLQJ WR HQDEOH 0—R
7KLV LV QR |IDIXOW résult@fgderhment policy and the failure to

LQFOXGH 0—RUL LQ WKH +H D @\20K0 wieeeNew\ZBaahdintidduce®dH J LV O D

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

([FOXGLQJ 0-gawddianEe\paRiers in the governance and planning of district health

services at the inception of DistricttHDOWK % RDUGYV DFWLYHO\ IDLOV WR Ul

or joint partners as decisianakers inthegovernance of District Health Boards. The

OHJLVODWLRQ UHPRYHV 0—RUL ULJKWV WR H[HUFLVH DXWK

interference fromthe MRZQ 5HSUHVHQWDWLR QH&lthBearBdidirdRtQqsD 'LVWU

is specified in the Act (2000) as being proportional to the District HBaléndpopulation or

DW OHDVW D PLQLPXP RI WZR LQGLYLGXDQQhattBiKirkasLGHQ WL I\

reduced the abilitpf 0—RUL WR SDUWLFLSDWH PHDQLQJIXOO\ ZLWK I

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

PDMRULW\ QRW RI 0—RUL GHVFHQW :D lthat District HeathQ RW KH U

Boards report directly to the Minister of Health, the District Health Batttuscontrolled

by the GovernmentTheconsequences of this line of repmtiuceany opportunity for the

IHZ 0O—RUL GLUHFWRUV W Rf thefouX ¢f Qé bist8dRehlth\Baakd i® eV W

government policy achievement, acute hospital servéresmainstream providethius

HIDFHUEDWLQJ LQHTXLWDEOH KHDOWK RXWFRPHV IRU 0—R
2XWFRPHYV UHIOHBPWRQ@L P—YWROXNUBNMQRRBOHGJH KDYH EHLE

IXOILOPHQW RI 0—RUL Wdo@mabch)nihibriigddaDparDoRtliebDistiet O |

Health Board structure.

SURWHFWLRQ IRU 0—RUL LQ WKH mheaihdargonerrahce @toQLFDO JR
HQVXUH 0—RUL KDYH DFFHVV WR VDI Healhichrefhvicksydd HTXLWD
articulated in the Third Article of the Treaty of Waitangi (Treaty of Waitangi, 1840).art.3

7KLV DUWLFOH SOHGJHY 0—RUL WKH VDPH ULJKWV RI SURW
equal protection under the law and promises to safeguard their customs. This article is of
UHOHYDQFH WR WKH F XU @dicQrinpateditd Deiv KurbpaaD sk athé? | 0 —R UL
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HWKQLFLWLHV FRXQWHUSDUWY $V QRWHG HDUOLHU WKH \
very poor compared to European or other New Zealarfiéaitsh & Grey, 2019), this being

directly linkedtoa ODFN Rl HQJDJHPHQW ZLWK 0—RUL WR EHVW GHYV
ZLVK WR GHOLYHU KHDOWK VHUYLFHVY WR WKHLU 0—RUL FR
the context of lack of recognition and application of the true intent of partnership and
paricipationindicatesW KDW L1 0 —RoaftndDdWHLQ RV FRQLQJ DQG DVVHVVI
health outcomes and services, optimising health outcomes will not, and have not, been able to

be achieved. Each of these Treaty promisegpendent on each other being honoured.

O—RUL LI DE O HanyaRraiahgd selavtokdiny) iequire explicit authority to

PDNH GHFLVLRQV IRU WKHLU SRSXODWLRQ 7R FRQGXFW DC(C
O—RUL UHTXLUHV DGHTXDWH DQG IDLU DFFHVV WR UHVRXLU
servicethatsuits them best (Health and Disability System Review, 202@ New Zealand
OLQLVWU\ RI +HDOWK ODQDWX +DXRUD UHFRJQLVHV RSWLR
0O—RUL OHG VHUYLFHV DUH WR E Btrpof Bdaihp2BZDOH WR WKH SR

7KH EXUGHQ RI KHDOWK ORVYV IDOOV LQHTXLWDEO\ XSRQ O-
social economigand culture contribute to poorer health outcomes anduhkty of care

O—RUL UHFHLYH (TXLW\ LQ UHODWLRQ WR 0—RUL KHDOWK
differencesLQ VRFLHW)\ 3GLIIHUHQW SHRSOH ZLWK GLIITHUHQW Ot
UHVRXUFHV DQG DSSURDFKHYV WRHDSRM2020, K33y B-RAWH KB E& W K
feweropportunitesW R DFFHVYV VHUYLF HNe Waioitywof bedith servideddn. OHG W
New Zealandireprovided by non0—RUL KHDOWK SURIHVVLRQDOV DQG SU
this presents a barrier to accessing services and subsegqineintigual and community

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

2019).

The history of minimal and discretionary funding from the crown over the decades, and since
WKH LQFHSWLRQ RI 'LVWULFW +HDOWK %RDUGV LQ KDV

deliver fair and equitable services within their communities (Wab23@19).
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The elected labour government in New Zealand in 2020 announced a healthime2048

The reform included a comprehensive review of the health and disability sector of New
ZealandHDSR, 2020) The final outcome of the review, released in 2020, presented a
radicalrestructuringof the health sector within New Zealand. This included the

disestablishmeruf District Health BoardsThe leadershipf the systenpostDistrict Hedth

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

legislative change to disestablish the District Health Boardsegoddcethem with Pae Ora

(Healthy Futures) Act 2020 (Parliamentary Council Office, 20PB¢ Act (2020) enabled

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

service deliveryDQG 7H $ND KDL 2UD 7KH 0O—RUL +HDOWK $XWKRI
DGYLVLQJ RQ 0O—RUL KHDOWK SROLF\ LQFOXGLQJ .DXSDSD (
motuhake (seltleterminationautonomy) and rangatiratanga (authority, ownership,

leadership 7 KH OHeaRhAuthority hadtheindependence advise thdNew Zealand

Minister of Healthconcerningpolicy, system performancand 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 andnnounced thaWKH &URZQ O—RUL VSOLW ZDV WR EH
key outcome was to reinterpret the legislation to ensure the treaty principles were embedded
within the whole othe healthsectorwith the specific ainof addressinghe inequitable

KHDOWK RXW F RRieY2000UNalsk R Grey, 2019).

It seems unfortunate that oriMarch2024, a newly elected coalition government in NZ
decidedo abolish Te Aka Whai Ora, incorporating most of its functiateHealth New

Zealand,Te Whatu Ora, thus diluting the clear intentions of the originald®a legislation.

To summarise this chapter, | have introduttesinotivation that encouraged me to embark
upon this practitioner study. | hasbareda little about my practice backgrourite
circumstances that led me to complete this study and some of the interruptions that shaped
this study. This is followed by introducinige research questiomy chosen paradigrand

the methodological approachhave alsontroducedmy initial considerations regarding my
positionality within this study to clarify my role as a practitioner with insider knowledge, and
| elaborate orthis further inChapter3. | havethenintroducedthe concept of clinical

governancewhat it is and a brief history of its evoluticend then connected this toet
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relationship withhealth board governanceodelsandengagement within this environment.
Finally, | 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 Zealandand how the health reform announced in 2020 has shaped the delivery of

public and private health services within New Zealand

Thereview of supportinditerature follows inChapter2, whichincludesseminal literature

that provides the platform for the current discussipmheoristof 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 governancevisdely published in scholarly publicatioasd that governance

as a generic concept is incorporated into the clinical governance litestatanonstrating a

close link between the two distinct but connected functions in the healthcare governance
environmentEngagemest is also explored, once agairsing seminal work that has provided

a strong foundation for current scholars to learn femm todevelop newnsightsand

theories

Chapter3 presend my methodology and methodscommence with am-depth sectiomon
researcher positionality discussing insider practitioner inquiry and how | have approached
this. | then describéherationale for my choice of paradigm awtly | have chosea

gualitative descriptive analysis that uses selected grounded thetrgddo complete this
gualitative studyand introduce the methods of data collectidhapter is dedicated tohe
analysisprocessappliedto the interrogation of the dagad walks through my procesg and

application ofmy chosen approach.

This is then followed b¥hapters to 7 which describehethreethemesdentifiedfollowing
the analgisof thedata andncludea discussion athe theoretical grounding of the
participantdata Intersectionalitys discussed in chapt& andnewknowledgeis presented
in Chapter9 along withrecommendation€hapterl0 provides an irdepth discussion on
limitations and weaknessspecifically related to this study process digtusses answering
the research question.

The final section o€hapterllis myreflectiononthis journeywhich bringsthis study to its

conclusion
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In Chapterl, | introduced my practitioner background ahé aim of this study. | provided a
background telinical governanceas a quality systent elaborated on how it fits within the
currenthealth governance environment amiay engag@ment is an important component of

the relationshipClinical governance has a significant amount of published literature that has
proliferated sincds inception inthe 1990s. Tis literatureexplainsthe genesis and the

drivers that createtheimpetus for improved quality ihealthcareenvironments. 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 harmrarsltbat have led tpoublic
inquiries. Thesenquiriesand investigations in some countries have resultgdwernment
intervention to monitor the provision of safe and effective healthGaven the high profile

that clinical governance has within contemporary healthcare settings, the processes of
communication to the generic governance hdadidrd is a crucial component of monitoring
and reporting information about patient outcomes, a8kl systems that support quality
activity. Closely related toféective clinical governance is hoglinicians that represent the
clinical domaininteract and relate to the generic corporate governance model that overlays
the governance of healthcare in many countaspecially related to how the generic health

boards engage in the processl clinical governance

To position this study in relation to thigerature,the first section approaches governanca as
generic concept.then discuss the different modes of governing, the architecture of
governancgandthe skills to govern effectively. | then introduce governance in healthtsare
trajectorythrough the past four decades since the 1980$\ehiéhreforms,the subsequent
influences on healthcaend clinicalgovernanceand how engagement matters in this
context.The final section explosthe impact of the Covid9 pandemic relative to clinical

governance engagement.

The approach | usdd accessing relevant and current literature was based on the need to
provide context to this practitionarquiry and to ensure that following analydigould
validate myfindings orchallenge them depending on the literature. | gutaded 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.

Theinitial review oftheliteraturewas completedtb illustratethe historical emergence of
clinical governancevithin the international healthcare environment and the evolving and
currentrelationshipof clinical governancith genericor corporate healthcagovernance
Google Scholaprovided a good sourder accessing relevant papers that were available

through othesearchengines odatabasedescribed below

The second stage of the literature review occurred threanalysis of the dataas
completedThe accesseliterature explored the theoretical underpinning of my findings
which were based on themestafst and receptivenegsower and voiceandclinical and

governance.
To achieve thiseview,| applied the following processes and screens:

x Datesspecified in search enginepublication date open, end date 2022.

x English language only
Searchenginesanddatasites

X Google Scholar
X APA Pych Net

x PubMed

X Semantic Scholar
X ResearcBate

x JSTOR

X Mendeley

x CINAHL

X ScienceDirect
Search Terms

X Clinical + Governance
X Governance- Generic

x Engagement
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WorkplaceEngagement
Engagement Governancer Healthcare
CorporateGovernancer Healthcare
Clinician Engagement Clinical Governance
HealthGovernance

Public SectorGovernance
Competency 4sovernance

Trust+ Receptivity.
RelationalTrust
Organisationallrust

Trust+ Managers

Receptiveness Trust

Distrust

Mistrust

High-reliability Organisations
Psychologicak Safety
Psychological #Meaning

Speaking upt Voice

Agency

Covid 19

Clinician + Trust+ Covid-19

Health +Reform +New Zealand
Neoliberalism+ Governmentalityt Foucault
Philosophy+ Dewey

Fieldus +Habitus+ Bourdieu
Symbolic Interactior Blumer
StructurationTheory+ Giddens
Social Relations

Power+ Types ofPower

Affect + Power

Symbolic Violence+ Bourdieu

Treaty ofWaitangi
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X Intersectionality

While thesesearchesvere helpful, my literature review was also informed by the literature
collected whilst doing my previous pegtaduate study in this area, the scanning and review
of the reference listfrom papersandthe grey” O L W ktienbf\tXr thésearches

mentioned above histhesis has evolveaver four years and in this timesgular reviews of
the literaturenaveoccurred with references usually printed out and added to Mendeley

bibliographic software.

This initial reviewincludes governance structure and ways of applying the process or act of
governing. Health sector governance is then explored refated New Zealand health

sector and includes historical reform and governance competency. External influences on
healthcare governance within the New Zealand and international environmeraari@ed
leading toa review othow clinical governance is understood as a concept. Engagement,
organisational leadershipnd organisational culture adescussedThis 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.

Governanceand the act of governirgyeprimarily concerned with how societies,
governmentsand organisations are led. This includes the way organisatierstructured

and how they manage and lead staff and indtite powerr authoritieshat are exercised
as part of theigovernanceccountabilitie§Edwardset al,2012) Governance is usually
formed upon values and principles that reflect the organisational ¢u@tahgtecture, 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
exampleat a global level influencing and guiding global responses to international issues
within governments that lead nationsaaerritorial or regional leveh some countries such
as Canada andlustralig and a local level such as regional authorities and community
providers(Edwardsget al,2012)

Governance is a commonly used tetins, however described adifficult to define(Levi-
Faur, 2012)Aspirations and intentions of governamsea processiay be based on

philosophical or sociological models or legal and economic models, but regattitess
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purpose of governing is to fundamentally engage in the exercise of reflective and
authoritativgudgemen{Bird, 2001) Governancenay also be consideredthe attitude that
is applied to the act of govemae, the right way of doing things requiring leadership,
decisionmaking, audit and review, and scrutifiyeighan & Aitken, 2021)

An all-embracing definition of governance demonstrates the complexigfatfonships.

Governance is about the rules of collective decisnaking 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 organi&aiibosay
& Stoker, 2009,3).

Governances a function and relationship is promoted by manyrakeabasedsystem that
includes cleadelineationbetween governance and manageneensureheachievement of
performanceutcomesThe rulef governancexistto ensure the effective and efficient use
of resourcesandtheydemand accountabilitynonitoring,andreportingby operational
management to the governance boatalvever there are debates abautesbasedversus
principle-basedyovernanceRulesbaseds compliancdocussedandprinciple-basedn
SGRLQJ WKH,this htnvig sdeep@rIocus on ethics in governéAgeon, 2006)
Behaviours ofjovernordancludethe expectatiothatthe board demonstraanified purpose
with governorsgenerallyexpected tanaintain acleardelineationof responsibilitiedetween
themselves anthanagemenb ensure separation of board and manage(@itotray &
Stoker, 2009)Ideally, the board should aim to lwenstructive irits approactio management
and involve the right people in discussitimeir goal to achieve their end tar¢€arver &
Carver, 2002)Good governanc®ften used as a way to describe how well governance
functions, originates from the World Bank and United Nati®isodes, 1996)he term
encapsulates sound governance principles based on law, democracy, accountability, and

prosperity(Rothstein, 2012)

Governancgalthough very familiar and used regulaitya relatively new terrthat has been
rapidly adopted since the 199@sd itspurposds to appear t@overn withoubbvious
governmentinterferencgColebatch, 2014)This modelof governing relies on relationships
and networks that bring together governmental and societal actors to steer or regulate
organisationgnd institutionsGovernance igenerally consideredile by selforganising

networks, whereas governmentuge by direction(Colebatch, 2014However, this
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difference should not delude umso thinking thaigovernment is directly influential in
governance activity, especially where the state is involvéiteiarganisation and delivery of
public sector servicqEdwards et al., 2012yhere government oversight is applied by
mechanisms that create a sense of distance from the hierarchical government institution
(Chhotray & Stoker, 2009)

Governancdias manyunctions across societthe impact ofolesand effects experienced in
many ways and influencing all levels of society.akexample 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
transnationalevel. The more recent impact tiie power and influence of a global

governance netwonkasin the response of the World Health Orgation to the Covid 9

pandemic outbreak in 202Reliant on cooperation, partnership, and the art of networking at

a global levelthe World Health Organisatias an examplef global network governance

that signifies the breadth, complexity, and pluralityh&fnetwork governanceodel

(Sohrabi et al., 2020)

Governancet a national or state level exists a functionio protect and nurtura country's
economic health and webleing It also exists tdead and direct institutions to achieve their
strategic and operational objectiétuse, 2008)The leadership of the governance process

and behaviour is measured in the achieved outcomes that indicate success or otherwise, such
as efficiency, effectivenesand responsivene¢Barbazza & Tello, 2014)

Generic functiongor governancaccording to Trower (2013®pnsistof determining the
strategicresponsibilityand direction of anrganisatiorandthe goal to ensure theell-being

of the organisation by planning the organisational direciatuciaryresponsibilities include
the regular and routine monitoring of the performancevegiibeingof the organisation.

This function may include many different measures or monitors such as quality, targets,
financialperformanceand risk managemerftiduciaryrelates to effecting goaaversightof

the RU J D Q L Yepguralger@fmance and outcomasd a third less known component of
governance is@nerativegovernancenot acommonlyused term, but this aspect of

governane createsanunderstandin@f the key issues and consequences for the organisation
if decisions are to be madk is about understanding the nature and impact of consequences
and giving governoranopportunity to reflect andain insightinto their decisiongTrower,

2013)
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Governancas a system requireframe,astructure or architecture from which it is shaped
andfunctions. Tagovern wellrequiresasystem, rules, and structusdich is usuallyspecific

to the type of organisation being goverri€dindle, 2004) The structure or architecture

creates rules that guide the desired administration prdgess.rules or procedures affect

how the governance boards socially connect and coordistaier, 1998)Moreover, how
governance systems work together is critical in ensuring adequate perforthéise

influenced bythe style of leadershiip guiding or steeringrganisations. Thjsn turn,
influencesthe pocesss that assist withehaviours that influence each actor as they debate
and deliberate on choices and decisigfmoiman & Jentoft, 2009)0rganisational

governance sometimegvelopgools and methods teelpachieve the desiragbvernance
objectives and theseontribute to the socially normative processhe development of the

group and determines tlealtural norms of the groufBevir, 2011) The chosemgovernance
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 incefpéigovernance
board(Rhodes, 2007)

The style of governingependsiponthedifferent drivers of the governance groisually,a
governance board will adoptmechanisnor wayof governing.This mechanismmaybe
constitutional wherebyrulesand laws govern the process, whereby market tietvilictate
the governance penfimance Command and contr@reanothemechanisnthat require
managemeribllows instructions Other organisationsiay be valuesbasedvhereby
principles and group values determine the response of goverifdmese. identified
mechanisms of governirdjrectly influencethe formation ofstrategyandassistwith

identifying the necessary supports requifedthe organisatiofBevir, 2011)

The shift over the years to network governamoelels and asubsequerdistancing of the
state in governanagversight createsadvantageanddisadvantageahen applying
governanceules Somesuggesthat whilst the deentralsed approaclf governance to
devolved network modelsas fagmentedhe public sectorit has as an effectdeveloped
unexpectedtrength in establishing networks based on trust, wdoohe sayesulted in more
robust governance without state interferef@@ehotray & Stoker, 2009). evi-Faur(2012)

exploresthe shift tonetworkgovernancendpartnershipsyhat he describes &srd power
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to soft powerLocalcommunity governandeas increasinglpecome a soft order, one that
reduces bureaucracy and state control with softer collaborative fopaeticfmaking He
suggests that a shift away from autocracy is an enabler of opportunity for change and
adaption in governanc€olebatch2014)and Stoke(1998)go tosomelengths to ensure
that the signifieor meaningof the Z R U @of&'nment, hierarchynd state are understotad
avoid confusion as to how eartteracts For example, anoveawayfrom a hierarchical style
of governanceoward network governance does doectly result in a shift away from
governmentGovernment simply adapts to new ways of relatinthestructure andts
responsibilitiesand this is oftesonductedrom a distance through various monitoring and
regulation technologig€Colebatch, 2014; Levraur, 2012; Stoker, 1998)

Non-public sector institutions in the corporate &hah-GovernmenOrganisation (NGO)
sectorincludingsome healthcare agenciadNew Zealangare generally free to choose their
preferred governance systeafthough there will always be some government oversight of
private business to ensure societal o(&elwards et al., 2012or thesenon-government
organisations, this enables them to appeal tio ith@ependencgamission,or purpose by
choosing theimndividual governance process and subsequent support mechaNiGms.
government organisations (NGOSs) as individuals in the governance process also promote
good governance as part of their positioning as social change ag&dga 2004) Many

of these organisations provide public sector and private services resulting in a hybrid
approach to governance that inclugesking within two governance concepjaiblic sector
governance and corporate governafitdwards et al., 2012This is sometimes referred to as

network governance.

Beeret al (2012emphasis¢hat networking agencies and privgueblic partnerships

emerged to collaborate and achieve outcofoe specific community group$heir

governance principles are transferable and focus on ethical degisiking,democratic
processes, and improved outp(Bger et al, 2012)The leadership of governanicesuch
organisationsequiresacuteawareness of functional and cognitive relationships within the
boardroom that affect governance activitiésd that governance relationships are vertical as
well as horizontalVertical relationships are dominated toyp-downgovernment rules and
compliance, whilst horizontas based on partnerships aradlationshipsthese two

distinctions are described as soft and hard forms of goveraadcare dependent on the
ability to establish, avigate and nurture good relationshfsoker, 2006)We see this in
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situationssuchas when radern governance melds the older style governance process of
hierarchical leadership ardithoritariarstructure with that od morenurturingenvironment
andhorizontal networked relationshipSoodgovernance in these structure§eson
communication, common purpgsed less hierarchy or rukdmsed governan¢8oston &
Gill, 2011)

Since 1983the New Zealand public health sector has undergone four structural
transformationsWith each changehere was a new set of organisations to fund and deliver

health services:
Table 1

Health Board Structure 1983001

19831993 Area Health Boards (AHBS)

19931997 Regional HealtAuthorities (RHAs) and Crown Health Enterprises (CHES)
19982001 Health Funding Authority (HFA) and Hospital and Health Services (HHSs
2001 District Health Boards (DHBS)

These changes were designed to improve health outcomes, irereasetability and
efficiency, and to reduce escalating health expenditBegliament, 2009Before1983, New
Zealand had introduceti¢ 1938 Social Security Atd provide healthcare and welfare to the
population, the goal being to ensure that healthcare was free and accessilaedo all
delivered to fit abroad suite of benefits to care for the populafidimistry of Culture and
Heritage Te Manatu Taonga, 1968nfortunately free healthcardid 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 sgtteitwith
subsidies paid to primary care fraghegovernment in the form of general medical benefits
These fundingirrangemerst whichwere commenced in 194femainand ardunded
throughthe government to primary healthcare organisatitws thereare stillchallenges

with ongoing planning and fundin@auld & Mays, 2007)
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The state enforced health governahgehe Health Act (1956)Controlof servceswas

through the Minister of Health supported\mriousadvisory 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 @erbd
the governanceccurredat a local level through 29 locally elected hospital badgshe
1970s there was increasing dissatisfaction with the provision and management of healthcare
and ahealthreform was signalletly the Labour governmetd addresshe concernsThis
resulted in the establishmentaléctedArea Health Bards(Scott, 1994)AreaHealth
Boardsremained until 1993 when they were replaced by Crown Health Enterpyisies
incumbent National governmerfthese enterprises required healthcare to be treated as
businesses and for profilso, & this time the Department of Health became the Ministry of
Health Theprovider function ohospitalswas split from the purchasing process and
purchasers were able to contract services from either public or private prandeiss was

a very competitive approach to the provision of health servides government monitored

the Crown Health Enterprises via a Crown Company Maoinig Unit (Ashton et al, 2006

It was at this point of changehere private providers could be contracted to deliver health
serviceghattherelationshipbetweercorporate generic governance models and healthcare
provider models collidedThe impact of the New Public Management model created a
challenging governance environmé@auld, 2003)What was termed New Public
ManagemenfHood, 1991had been implemented in thaitéd Kingdomand was

subsequently introduced into the New Zealand public sector senvitresiucing this reform

in thegovernance of the public sector crown entitexpuired a different skilet of

governance directomndappointment omanagemerfocussed on accountability,

specifically related to targets and outpwialue for moneyand amarketdrivenhealth sector.
This approach is based on the tenet that New Public Management requires managers to be

free to manage and to be accountable for re€oitisick, 2001)

Governance reform of this madundeintroduced managerial authority that determined
service provision and enforced targednd subsequenthad significant unintended
consequencesithin the relationships and structure of clinical roles within healthcare
provider organisation@®oolin, 2002) In many instance<linical leadership roles were
removed resulting in reduced overall quality of healthcare andgsganisational culture
The unanticipated outcomes resulted in clinical estrangement, lack of commaneknt
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mistrust of managemefBamford & Porter2 1*UD G\ "\HU HGilbeR,Q0O05;
Torfing, 2012) The lasting negative impact of the reforms on relationships, professional
autonomyand organisations remains today within the public and prheaéhsector

(Baines et al., 2011; Klikauer 201dpore & Joyce 202Q)One of the challenges of these
earlierreforms was the absence of clinicians at the board table, resultirgmpesitionof
boarddirectorswho had little expertise in healthcare asmmmercialpproaches to
leadershipQualities that are considered important in health governance include a deep
understanding of the system and tigalthcareenvironmen{Mannion et al., 2017and thus
enable good governancealiealth boardChambers, 2012Yhe experience of the Crown
Health Enterprisereated a distance and disconnect between governance, managachent
clinicians and relationships were very pgdshton et al., 2005)An attempt to remedy this
situation occurred in 1998 when the NatidiNéw Zealand First coalitiogovernment
replacedCrown Health Enterprises witHospital and Health Servicegntralised by a single
overarching Health Funding Authority. The goal of this reform was to rebuild the fractured
relationships and move away from {@fit-drivenfocus to that of &usinesdut not-for-
profit stancgGauld, 2003)Three years latea fourth reform was introduced by thabour
/Alliance coalitiongovernmentand the District Health Board structure was introduced and
overseen byhegovernment through tHeéew ZealandOD QDWI +DXRUD OLQLVWU\ R
This structure devolved purchasing and planning to 21 District HBaldhdsand included
primary health contractingis acollectivegroup,theDistrict Health Boardsvere

represerdd by a grougalled District Health Board New Zealatalassist with
communicationto thd DQDWI +DXRUD 0L @ridygaxethméhbgentidsO W K

TheDistrict Health Board structure within New Zealand was legislatede year 200@nd

implemented in 200{New Zealand Public Health and Disability Act, 20District Health
Boardsweredemocratically electetly the communityThe New Zealand Minister of Health
appointedour of these directors, the remainisgverbeing electedState Sector Act 1988

Two directors were required to identidyv 0 —2 Rudllif this did not occur during the

democratic procesSNKH OLQLVWHU RI +HDOWK KDG WKH DXWKRULW )
District Health Boardsvere responsible for the funding and provision of hospital and

community services in their distrigtcluding primary care servicegeneral practitioners

and other health professionals and agencies. Funding for primary eer@iper capita basis

2 3™ ffZfet ¢'¢ fUE —SF <ot %ot — NewZeakand. THe-Tr¢dty fof Waitan(ig840) is
St "t—etce¥%o Tt —efe— T St fr-ef”eS< f%"itete— ,t-™ife —St "'™™Me fet
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for the provision of primary healthcare and prevention services, skegeedeing

administered byrimary HealthOrganisatios. Primary Health Organisations are yofit

trusts, companie®r partnerships that bring together general practitionersesand other

health professionals to provide primary healthcare services to their enrolled population
(Gauld & Mays, 2007)District Health Boards were also responsible for contracting with
norrgovernment organisations suchrasal community trustgrural hospitals)DQG LZL 0—RUL
HauoraorganisationgM — R U L K H D O \ahidth&4e Rrrahdeiddntgreusually

negotiated through service level agreements that included performance and quality indicators
(Eyre & Gauld, 2003)Thedemocratic communitglection cycle of the District Health

Boards wasevery three years, and with this caaballenges related to competence to

govern a multicomplex systemas each cycle introduces new board directors, some with little
or no real knowledge of the complexity of the health seGauld (2005) found that many
individualswho voted did so from the candidate lists that contained minimal information

about candidatesndthat those elected sometimes have minimal knowledge of healthcare
governanceTheymustalsoreconcile 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 consideraioen thathealthcare is mukiaceted
andacomplex environment arttiereforet is a challenging governance environmeédne of
the challenges of governirgghealthcare organisatiovith an elected board is that
democratically elected directors have varying levels of governance expertise, thireyore
exhibitvariable skills for governin§Gauld, 2010; Huse, 2003 comparison, private
companies appoint based on competency to effect good govertiasmaimetbward
achieving specific board contribution, accountability, appropriate risk management and
competence to perform the governance (diese, 2005)This competence healthcare
governanceeaches further than the usual corposki# setsuch as financial, strategy,
fiduciary, andleadership as it also requiras anderstanding of the healthcare environment
and the clinical complexities. This is important if governance is able to deliledietgvely
and effect sound governan@@hambers, 2012; Chambers et al., 2020; Conway, 2008)

Competency to govern regularly emerges in governance articles especially related to
significant failure{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

decisionsalso receive discussion about competency, noting that healthcare knowledge is
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sometimes lackingThis ismore pronounced when governance directors are el@@tadd,
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 defifievi-Faur, 2012)If scholars struggle to

define the term, how do ordinary citizens appointed to public sector health governance boards
understand governing complexitigG@vernance 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 accountéBibjgeli et al., 202Q)
Achieving this requires a focus on the critical relationship between policy, pro\aders
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., 202Q)Within the New Zealandpublic healthsector, elected governance

directors receive orientation and induction materials to prepare them for their governance
responsibility outlining their roles, responsibiliti@nd accountabilitie€State Services
Commission, 2010However, 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 goverii@heenbers et al., 2020)

Huse(2005)and Van Ees et al (2009) discuss relationships and dynamics within a corporate
board contextmany 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 manifestsrgdex

system of professional, interpersonal, and experiential components that affect and influence
board outcome@Huse, 2005; Van Ees et al., 2008his complex set of relationships

difficult to understand, especially if participants in trealthgovernance conversations are

episodic visitors.

Cliniciansare often asked toontribute as expert agents in clinical quality matt€hese
contributions are sometimegpisodicor infrequenin 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 communicati@ggat & Balding, 2019)

Additionally, ome clinicians feel poorly trained or educated in the clinical governance

concept resulting in less confidence to participate or contribute to the disc{{3aidd,

2017; Malcolm et al., 2002Effective 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 actiliegan et al., 2007)

Bigdeli (2020)describes the macro level @lationships that boardroom interaction requires

to engage the many individuals in the governance conversations. These individuals may be
clinical, professional, lay, consumeos policymakersEachcontributesheir own

perspectivéBigdeli et al., 202Q)The challenge for thodeading governanceonversations

lies in ensuring a common understanding so that governance decisions and consequences can
be understoo@annion et al., 2017)The consequenced governance decisions in

healthcare governance deg-reachingand this is a significant componenttbé governance

function.

Prior to theestablishment of District Health Boardise New Zealand health stor

experienced a significant failune the safe provision of healthcakmown as the&artwright
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 regulag@lisop, 2006; Bevan, 2008; Vernon et

al., 2011) Concurrently the establishment ahe Dstrict HealthBoards provided a platform

from whichclinicians could be reintroduced into the governance environment, hqwlagser

was not without contentioowing to existing poor relationshig€umming & Mays, 2002)
Thisreintroduction of cliniciansvasintended to introduce qualitgportinginto the

governance architecture, but hospitals badome bereft of quality infrastructure and this

process took time

In2009D PLQLVWHUL D O +UDHRSERME Winisiéiat RaBk@&roup on Clinical

Leadership, 2009 stablished a formal clinical governance systemeheahDistrict Health

Boardwas obliged to introduce and achieve compliantés Was followed some years later

with the establishment of a health qualapd safetycommission that outlined quality

indicators andeporting expectations of governance in the form of a public&foRYHU QL Q J
IRU TXDOLW\ $ TXDOLW\ DQG VDIHWHedlth QGatity leRAIS&BetyV WU L F W
Commission, 2016Managing 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 experiemzbsocompetence and skill for governitige
organisatiorvaried dependingon the experience of individuakhusraising the question of
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whether governance of health in its present form is working effectively and embracing
clinical governanc¢Gauld, 2005, 2010)

Given the complexity, political relationships, and cultuialigations healthcare

governance in thelew Zealangublic healthsectorremainscomplexas attempts

are madeo address the health inequities aeldtedoutcomes of the population

(Health Quality and Safety Commission, 2016; Panoho, 2012P2Q a review of

theNew Zealanchealth and disability sector was condudbgdthe 0D QDWI +DXRUD

Ministry of Healthresulting inwide-reachingchanges being proposed for a

refreshed health and disability sector, in part motivated by the realisation that elected

District HealthBoards were not performirtg the desired levedf governmenand

that health inequities were continuing to adversely affextealth and welbeing

of the population of New ZealandHVSHFLDOO\ WKH LQGLJHQRXV 0—RUL S
(Health and Disability Review, 20200his review resulted in theabour

government confirming ifth health sector reform for implementation in July 2022,

in the middle of this study timeline. €fifth health sector reforrs based on the

outcomes and recommendationgtefinal health and disability stor report

(2020) that examined in detail the overaélll-beingand provision of health services

under the auspices of the District Health Board modehtified within the health

sectorreview were areas of opportunity to improve the ovavall-beingand health

of the population. Especially noted whatNew Zealandergxperience

significantly different health outcomes, titssHVSHFLD OO\ UHOHYDQW WR 1HZ =
LQGLJHQRXYV 0—&hd hai ReSypOdD MedltR qutcomes compared te non

0 — RHEhRIth Quality & Safety Commission, 2018n ageing population

inadequate disability serviseand arural sectothat has been disadvantaged by the

domination ofurban decision make(giealth and Disability Review, 2020)he

review recommendations indicatattansformationasystemlevel change that

intends, over a protracted period of implementatitmprovide better, more

equitable outcomes for all New Zealanders and shift the balance towards health and

well-being This is basedn evidence thatvithin New Zealand, health inequities and
GLVSDULWLHY UHPDLQ GIMo8IlYR®R WAdhRCRYW2HIORU 0—RUL
&RPSDUHG WR (XURSHDQ 1HZ =HDODQGHUV O0O—RUL H[SHULF
life expectancie¢Durie, 2000) The need for improved educatiand preparation of

a culturally competertealth workforcdo assist with addressinlgerecognised
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inequitieshas been highlighteandthisis now becoming more urge(jwani et

al., 2003; Hefford et al., 2005)ccess to health servicesthin New Zealands also
viewedas key to the success of this proposed reforahdingthe populatioriving
in rural and remote New Zealamdhere evidence demonstrates thatial and ethnic
inequities compound poorer health outcomes in rural New Zeé\irdn et al.,
2021)

To achieve this system changew legislationthe Pae Ora Healthy Futures Billas passed

into legislation to take effect in July 20PRae Ora (Healthy Futures) Act 2022he Pae Ora

Bill disestablishes the District Health Board structure to enablmtioeluction of a single

integrated systemwith two lead agencies reporting to the Minister of Health, New Zealand.

These agencies are Health New ZealdmdWhatu Orand theO —RUL +HDOWEK $XWKRU!
Aka Whai Ora They aresach jointlyresponsible for theationalleadership of health service
deliveryand work closely withOD Q D W | #BeXIRistiy of Health Te Aka WhaiOra is

theprincipal DGYLVRU RQ DOO KibcKdRrg Rafersiipibhe OV-VRXWLY ZRUNIRUFH
DQG .DXSDSD 0—RU lthe/dduntrifHe it abdUDR 2b{itsReview, 2020)

Governance of the new system is based oagovernance model that is basgdnetwork

governance relationships at the community level,targive this partnership effedhe

+HDOWK 1HZ =HDODQG ERDUG KDYH HT>XB-OR UnHrigite/ HQW D W L
principles of sovereignty and Chieftainshiptbe Tiriti O Waitangi(Treaty of Waitangi Act

1975)

0—RUL FRQWULEXW LR @ithihR el ZEalanth&s evialred Sir@edtiiy A 9B0s,
correct the woefully inadequate representatidh 0 —Rhgdlth board governance

processes, emphasising the lack of tikanga being valued in the governance environment
(Panoho, 2012J)rikanga is aboutespectinghe cultural practice of connection and
whakapapdhistory of lineage and ancestgfnd 0 — RuMays of doing things Tikanga should

be valued in the health board setting; this praceogainsbereft during what contingdo be
westernsed governance procesg@4odlik, 2004; Panoho, 2012)he signalled reform of the
health system within New Zealand has recognised the need to improve health services
governanc@articipation for 0 — Rddd.this is to be achieved by the establishmernd o — R U L
Health Authority. The intentioof the reform is taeveloplocality-basedco-governance
networked health provider agenciesere community providers work together to plan

services that fit their local community neddsD QDWI +DXRUD 0L,QQ20)Wheé\ Rl +HD
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essence of the process lies in the requirement that this formgavemanceelationship

between0 —R U L D Q-6 RQR.QS UTRerdo& bf lodalities ito focus on community

based health service planning and networkedoiceinequities andmprovehealth
outcomesHVSHFLDOO\ IRU 0—RUL LQ ERWK XUEDQ DQG UXUDO
other challenges as we see greater inequity compounded by other factors such as rurality,

access to hospital servicesd socieeconomic statugNixon et al., 2021)However, without
aZRUNIRUFH DEOH WR PHHW WKHRQUHHGKHUH ZIRUQ QRW 8R(
in health inequities. Preparation and workforce education is also a key focus to provide the
necessargkills and competence to honour and address the inequities within our health
system(Ajwani et al., 2003; Hefford et al., 2009 art ofthe formation and performance of
co-governancéocality groupsand central governaneell require individuals tde involved

in clinical governance discussiand therefore thenill be specific culturaconsiderations

thatneed to be reflected updBuch considerati@amay be related to the different approaches

to decisioamaking and as Panoho (2012) noted, the westernised approach to governance is
QRW UHVSHFWIXO RI O—RUL WLNDQJD RU SUDFWLFHV ZKHU}
relatively superficial as opposeddgplorative and debating, and individuals in governance

roles generallyhold roles that whilst situated in a structured governanceawealso
accountable to their infiribe) RU 0—RUL FRPPXQLW\ 7KLV SUldWvHQWYVY UH
not be spoken about openly and may red0ce- Rahkideringgovernancepportunities

(Modlik, 2004) The health sector reform relieson nbr— RU O B-RG L JRt¥ygetbe® L Q J

and sas an important piece of the equatiortloé intendedeform(Bassett]1999

District HealthBoardsare kgally responsible for oversight of quality processes within their
provider services by the Public Health and Disability @&00. The quality of health

services is a significant focus of public interest and purchaser compl@oasumer

participation in evaluating health boards systems and performance enswstegé¢helder's

voice at the clinical and governance level providing an opportunity to refine quality processes
from a consumer perspectivene genesis of enhanced consumer engagemaéetlth sector
services emergenlwing to failings within the public health and disability secifine United

.L Q J G R RBtfpwal Health Servicexperienced significant loss of public trust following
enquiries into serious healthcare errors and harmful patient eferégample Harold

Shipman a solo general practitioner found guilty of multiple murders of his elderly patients
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(Knox, 2002) TheBristol Royal Infirmary Cardiatnquiry foundincompetence analack of
mechanisms to repampwardareas of concerfAlaszewski, 2002and then the Mid
Staffordshire MtionalHealthServiceFoundation Trusknquiry (Francis, 2010jdentified
hundreds of unnecessary deaths due to poor care and inagagqghaggent responses by
governance to clinical concerrighese are but a feexamples of governance failure in

healthcare.

1HZ =HDODQGYTV PRVW QRW D Hr@tryl(Ninisxy¢f Healtk, HOGBP UW Z U L J K W
examined governance system failures to monitor ethics and quality of practice, as did the
Gisborne pathology inquir§Richardson, 2001)r'he outcome of these inquiriessuledin

the establishment of a Health and Disability Commissi@aterson, 2010)he Health and
Disability Commissionetegislation(Health and Disability Commissioner Act 199%as
introducedto promoteand protecpatientsandconsumergights. The supportinglealthand
Disability Code of Paént Rightgporovided a mechanism for consumersunderstand how to
makecomplaints when things go wrong or harmful events result from errors -@psinbal

standards of car@ealth and DisabilitfCommission 2020) Perhaps of interesbncerning

the Office of theHealth andDisability Commissioner is the ability of tHeommissioner to

initiate inquiriesof healthcare provideiisthey experience significant concern about

standards and outcomes of patient services. Situiationoccurred aftetheinitiation of an
independent inquiry by the office of the Health and Disability Commissioner into standards

of care at Canterbury District Health Boa@hristchurch, New Zealand 1998(Health and
Disability Commissioner, 1998Known as the Stent Report, it differed from other inquiries

in thatthere was no specific complainamhe decision by the commissioner to investigate
standards of care was due to an increasing concern at the frequency and nature of complaints

emerging fromwithin thedistrict healthcare facilities

One of the significant anf@dr-reachingpolicy changes involvetheregulation of health
professiona. The National Health Servid®HS) wasthefirst to introduceregulation of

health practitioner@Bevan, 2008yith other countries following as did New Zealand and
Australia(Elkin, 2014) Regulationoccurs at a distance but is mandated by the state in the
form of the Health Practitioner Competence AssurancdZ003) The Health Practitioner
Competence Assurance Act standardised the regulation processdoal kalth

professions, subsuming existing legislation such as the Medical Practitioner Act (1867) and
the Nurses Act (1977).he regulation of health professionals created dissent, especially
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among medical practitioners, given their historical autonomy and autheititymnany
holding opposing viewsnthe intrusion into personal autonomy. Many health practitioners
reacted with disbelief that regulation and audit would be imp(Sedth, 1998)

Thepurpose of thélealth Practitioner Competence Assurance Act (2003)psaiect the
health and safety of members of the public by providing mechanisms to ensure the lifelong
competence of health practitionefieHealth Practitioner Competence Assurance Act
(Parliamentary Council Offic&003)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 profesgittisn New Zealand,
theintroduction ofthe Health Practitioners Competence Assurancedgiired

demonstration and evidenceaafmpetence anldadthe powerto initiateprocesses leading to
potential sanction in situations of poor practithis waseceivednegatively by healthcare
professionalsespecially medical practitioners, adéscribed by Paterson asfall-frontal
challenge to the medical establishmgfaterson, 2010)n thatthelegislationdirectly

challenged th@rofessional autonomy and sedfgulation thahad prevailedn New Zealand.

During the 2000s, the impact of past public enquiries within New Zealand drove systemic

policy changeg¢Paterson, 2008, 2010; Walshe, 20@f)ality became a priority within
KHDOWKFDUH ZLWK WKH UHOHDVH RI D GRFXPHQW FDOOHG
to focus on safety and qualifyhe Ministerial Task Group on Clinical Leadership, 2009)

In this reportquality and safetyesponsibility and monitoringreredevolvedto District
HealthBoard governanctllowing a commitment to the Minister of Health from the District
Health Boards that they would increase clinical engagement in quality of care. This was
DQQRXQFHG LQ WKH U H&ddimert compire& ItytasOfgyaeod élinical
leaders that was formed to address the increasing disengagement of clinicians from quality
activities(The Ministerial Task Group on Clinical Leadership, 20@nificantly, this

report required District Health Boards to establish governance structures that were a
partnership of clinical and corporate managemiiso 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 .réeeting
requirementsnirroredthe quality improvemenprocesses introduced within thatinal
HealthService(Donaldson, 1998)This increased commitment to quality cavas influenced

by the United States health sedfwatin 2000 produced a compelling picture of patient harm
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HUURUY DQG VXEVHTXHQW KXPDQ DQG ILVFDO FRVW WKLV
LV + X RIbs@tute 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 Zealandgovernmentequired a watchdog for quality to provideersightof the

guality initiatives and outcomes within health provider organisations and subsequently
establislkedthe Health, Quality and Safety Commissiew ZealandHealth Quality &

Safety Commission, Z3). This commissiomemainsresponsible for the monitoring of

healthcare quality since 20li@dtrodudng theterminology and expectethfrastructure to

effectclinical governance i2009with thealready notedHOHDVH RI WKH 3,Q *RRG +
report(The Ministerial Task Group on Clinical Leadership, 20@® following up ir017

inthe form of 3& OLQLF D O * Riddinef@taealtH ahdisability ServiceProviders’

(Health Quality & Safety Commission New Zealand, 2@b7@ducate staff more about

clinical governance as a quality concept

The impact of increasing awareness of patient error andfllagmentswhen receiving
healthcareand their subsequent consequences resulted in significant infrastructure
development within Bw Zealand andverseas the form ofgovernmeninitiated
monitoling agenciesExamples of such agencies inclutle United Kingdom National
Institute of Clinical Excellence (NIGRJK), the Australian Commission on Safety and
Quiality in Health Care (ACSQHC), amag noted in New Zealand thiealthQuality and
Safety Commissiohew ZealandHQSCN2).

ConcurrentlyNew Zealandall health providers itNew Zealandareexpected to complwith
thenewcode of rights for patientachieving successfaludit ofhealth and disability
standardsind demonstrating compliance wabcreditatiorstandards. Such compliance was
driven by theMinistry of Health(Parliamentary Council Officel994; New Zealand Health
And Disability Commissioner, 1996; Reportable Events Guidelines, 20@h)activities
placing quality firmly on the governance agen@hnical Governance haguite quickly
become a common term within thealthcareenvironment, but its genesis was not always
understoodand continues to be a challenging conayan after years of implementation
(Balding, 2008; Churchill, 2008; Murray et al., 2004)
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The initial inception of clinical governance occurred in the NHS as part of its quality drive to
modernise serviceand provide safe, quality services to pati€Bisally & Donaldson, 1998)
There are now multiple definitions of clinical governance, this one composed iixenty

years ago and still frequently used:

A framework through which NH8rganisations 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.&35)
A more contemporary definition from Australi@nd 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/regidts(Australian Council on Healthcare Standards, 2004)

Clinical governance isnhancedf it is introducedasa collaborative venture within
KHDOWKFDUH RUJDQLVDWLRQV ZKHUH TXD QRyWw\etQG VDIHW)
2015) Clinical governance is considered an essential contributibealth boargjovernance

in the healthcare sectdroweverthesuccessful integration and maintenance of clinical

governance continues to present challenges to organis@@ankl & Horsburgh, 2020;

Leggat & Balding, 2019)Structurally, clinical governance defines its purpose as supporting

health outcomes amatovidingadequate data and intelligence to those that govern the

delivery of servicegJoshi & Hines, 2006; Mannion et al., 2015)

Clinical governance is reliant on infrastructure and systems that support its flardioa
multifactorial concept relying on engagement by cliniciamanagemengndhealth board
governance. It is also dependent on a healthy organisational culture to nurture its adoption
(Dickinsonet 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 jiichsdls 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 belie&titudes, valuesand behaviourglinical governance is

more likely to succeeds communication is improved in aligned tegDavies et al., 2000)

Communicatiorbetween individualg the healthcare tears a significant aspect of clinical
governance. Staff suppahables therto share concerns and worries about quality or
behaviours thategatively impactpatientsand staff alike. Key to this is the organisational
culture thaenablesstaff to feel safe to speak up at any level of the organisation, be it the
ward or governance boalelvel (Edmondson, 2003Jailure tocommunicate effectively

freely and openlyvithin healthcare institutions is known ¢ontribute tosignificant 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 engabinclinical governance as part of their regutaalth board

governance activityChambers et al., 2020)he attitude of governance boards towards

clinical issues of quality does influence success or fadtinmplementing 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 arid fiseclimate in which these conversations
occur may influence whether individuals participate or disengage in conversations that
address risk ordflure (Frankel et al., 2006Based on theublic sectocorporate normative
structure most healthcare boards tend to focus on fiduciary and strategic issues, with clinical
governance discussion the least import&hts is evident when we read literature that
highlights a continuing challenge with gettidgoards on boardwith clinical governance
(Chenoy & Carlow, 1993; Joshi & Hines, 200B8pnically, 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 foundatiorof clinical governance asquality systemdrawstogetheifive components
that create amtegrated concepthesearesystems awareness, teamwork, communication,
ownershipand leadershifNicholls et al., 2000)Othercomponentsre requiredhowever, if
clinical governance is to be successfully integratéolan organisation. Féars thatsupport
the adoption or integration afinical governancevithin the workplace include a good
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organisationatulturethat is open to learnindeadershigrom the top that encourages and
supportghealignmentof values and principlegffectivesystemsanda structurethat

recognises the importance of quality (Drew & Kendrick, 2005)

For clinical governanc#o function effectively, many mechanisms, processes, structures, and
connections need to aligihhe core system componeiwifsclinical governanceentified in

the above paragraptave a higldependencen practical and workable systerfgilure or

harm event# healthcare nearly always involggstem failurgWiedemann, 2013 his is
importantin the context of healthcare aitsl concurrentomplexity, especiallywhen 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 interactj@specially when

dealing with complexityinherently increasthe possibility of error(Reason, 2000How
healthcare teams communicate with each atheital to ensuringhatsignificantinformation

is shared in an effort to reduce harm or increase risks to pdfleitts2004)

Engagementan be described #ise 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 engagemarthe context of this studyt can be

considered as work engagement or employee engagéBakier 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 autoneefficassifand
meaningfulness contribute to the overall experigBadkker et al., 2008; Schaufeli, 2013)
Employee engagement is the conditions whereby individuals can express themselves
physically, cognitivelyand emotionally during their role performar(béay et al., 2004)
Where employees do not experience ideal conditions for engagement such as austerity,
burnout, lack of supervisory suppast poor teamwork, vigour and vigilance are reduced
with subsequendisengagement hiseffectis undesirable in healthcare environments and
reduceghewillingness of staff to speak oat 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

40



work: psychological meaningfulness, psychological availability, and psychological safety.
%DVHG RQ .DtHé&3&dhdaiBnd are critical in whether employees can fully engage in
their work environmentKahn, 1990) The significance in the context of clinical governance
discourse is that of understanding any barriers that affect ogteatih boardjovernance or

clinical engagemer(Chambers, 2012; Maslach, 2003)

Frontline clinician enga@ment as explored by Lock et §,017)describes the impact of
structure institution, policy, and how clinicians feel about their engagement with governance
within their organisationTheyrecognisehat clinicians have a choice in participation in
clinical governance activitiedriven by an individual's perceptionstwgalth board

governance and the connection between frontline staff and executive health board relations.
Relations and ways of communicating between the diffetanttares within organisations
arealso relevant to the context of engagenaerd health board communicati@irock 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 océAfithout trust, engagement does not
happen, resulting in increased risk and reduced quality of health out{idilaset al.,

2015) An organisation's culture plays a significaole in whether health professionals
participate in clinical governance activi#.healthyorganisationatulturehelpsto achieve
participation and functional relationships between clinigiam@agemenand health board
governancéFreeman, 2003; Hogan et al., 2007; Mitchell et al., 20083dership is vitah
fostering a ndblameerrorreportingculture that supports the disclosure of mistakes and

promotesopenness and trudEdmondson, 1996)

Leadershipstyle and approaatan influence readiness to engéyembhard & 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 Iekealiofy

weaknesses and strengthiood et al., 2016; Schermuly & Meyer, 2016; Sieweke & Zhao,
2015) Organisations that demonstrate a culture of support andkme approach to error

are more likely t@encouragerofessional$o bewilling to engage in a professional quality

activity. Furthemore staff are more likely to effectively communicate risk, work on

strategies to reduce risknd continue to engage in conversations when they are supported by
their team and leade(®enis & 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
guality patient outcome@Vest et al., 2015)0rganisational 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 w8thneide(1987)highlights the
complexities ofanorganisatior] 8bcial relationgnd thatollectively, the dominant
behavioumwithin anorganisation becomes the way an organisation is jubgedhers He

proposes that individuatemainwith an organisation because their pers@halacteristics

suit the organisatiorAstime passeghose with similar characteristics increase, thus

becoming therganisation'®ehaviour 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 dominaculturalbehaviourgo leave(Schneider, 1987)

This matters because these propositions suggest that organisations become the character of
those employed, whether good traits of conduct or negative characteaistias suchhe
organisation is a sefferpetuating success failure, which may impact participation in

clinical governance or quality activitiddow organisationasupport for those thgtarticipate

in clinical governancectivity is providedrequiresa commitment ofime and resource to be
effective in achieving outcomgthis beinga point of contention in New Zealand where time

is notalwaysspecifically allocated to clinical governance acti\i@auld 2014)

The act ofengagemenetween clinicians and governardieectorsis importantf we

consider the impact of errors on individuals within the healthcare syBtamds that lack
curiosity about clinical issues and choose not to engage and inquire deeply about the
organisational responses to clinical concegimgease clinical risk and poor governance
outcomegDenis & Usher, 2017 Errorsin healthcareesultin significant psychological

stress for those involvd@®epartment of Health London, 200@) well-supported workforce

is more likely toactivelyengage towards improving patiggrbcesseglorm et al., 2019)
Understanding the underlyirfigctorsthat optimise clinicians' ability to bemeinvolved in

guality improvement processes requires an environment that allows individuals to engage in
meaningful interactiomvith all colleaguegJorm 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 besfTodo so requires an environment that allows tipgechological

conditions tooccur; these are psychologicaéaningfulness, psychological availability, and
psychological safetyBased on.DKQ 1V V H P (KQihQL9AGhefdlundthree
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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 Cowvit® pandemiavhich will be explained further in this chapter

Involving clinicians inhealth boardjovernance conversationgttersf they are to feel heard
and understood by governance boards. Feedback to clinicians on clinical issues signifies that
governancelirectorstake an interest in what they aearing,and thathe governancéoard
understand what has been presentéds feedback matters to clinicians because they are
otherwisenot confident that information has been read or understobedith board
governancéBradfield, 2019) Communication and engagement are key features of daily
healthcare practiciat affecthow staff feel about their place of wolkis increasingly

evident that this does impact how individuals approach their work and why they choose to
leave an organisation or disengdlymslach et al., 2009; May et al., 200@neof the less
explored consequencesdisengagement is relatedrt@nagerialismThis term emergdas

part of the nediberal healthcare reformthat became the dominant system of management in
healthcare in th&990s(Klikauer, 2015) The impact ofnanagerialisnmelating to

engagement of clinicianaithin the United KingdomNationalHealthServiceand New
Zealandpublic health sectdnave indicated significant dysfunctiairelationships between
management and clinical staéfsulting in reluctance of clinical staff to engage in clinical
guality governance activit{Carlisle, 2011; Flynn, 2002; Gilbert, 2005)

If we consider engagement asaifective state, we can begin to appreciate saine
influences ortlinician readiness to engage fullydhinical governanceBeforethe 1990s,
engagement as a general psychological effect was not well resednaivetdter, more recent
work hasexploredthe antecedents to employee engagertigadtker & Demerouti, 2008;
Saks, 2019)Engagementr lack of engagemewntf employees in healthcare has demonstrated
severalareas that are directly impacted such as staff turnover, producandypatient safety
error? thuslevel of engagement mattgiBaugherty Biddison et al., 201&}linician
engagementf any health disciplineften draddlestwo domains of practicehat ofself
goverranceandclinical reasoningFlynn, 2002) Healthgovernancédoardsalsostraddle two
dimensionsgenericgovernanceleliberationand clinical reasoning, but this presents
complexities asot all governance directocancontribute to botlelinical and governance
aspectsgesulting inthose without a clinical backgroupdtentiallyexperiening a knowledge
deficit (Gauld, 2010) Sometimesthis is further complicated by the lack of knowledge or
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familiarity with dinical governancas aconceptand affects individual willingness to

contribute to discussion or activiti€Sauld & Horsburgh, 2014)

Engagementvithin the clinical governance environmenay befacilitated by an

understandingf anorganisation'sulture its subculture, andmportantly, what it is that

motivates individuals who work in the organisati@ismark et al., 2013; Clark, 2014;
29"RQQHOO %.Rhehtalth governance environment is complex and elicits

affective, cognive DQG HPRWLRQDO UHVSRQVHV WKDW PD\ LQIOXH
to participate meaningfullfdacobs et al., 201L3puchunderstandings are not unique to

clinical governancethe applicability in appreciating what motivators exist within the variety

of staff mattersf staff areto be able to becomengaged effectively 21" RQQHOO % R\OH
2008) The ability to recognise and responcetdropicand damagingrganisationatultural

behaviour is importantt is easy for poor cultures to form where there is an acceptance of

lack of participation or meaningful interaction whiaber timebecomes the normative

behaviour and is not questiondide people essentially become the plgehneider, 1987)

Thus,it is important to understand araentify barriersto engagemenih orderto createa

more responsive healthcare system that attenlistktopolicy application and the patients

(Bigdeli et al., 2020Q)

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, cognitiavety/physically as

they perform their work rol@&ahn, 1990) Disengagement also manifests as personal
negativity and cynicism, whereby over tinmredividuals replace their energy in their role

with exhaustion, their work involvement with cynicisamd their work efficacy to a state of
ineffectivenesgDemerouti & Bakker, 208). 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 engd@ake&t Gruman,

2014) Burnout is a term that describes the pathway of environmental and societal changes
WKDW PD\ KDUP DQ LQGLYLGXDOYV DE.lOdn\We My¥Rursditid RUP W
most recognised measurement scale being the MaBladoutScale(Maslach et al., 2009)

The MaslactBcale was the result of working with healthcare staff to research the

psychological impact of high arousal on stress levels in their work environhtenterm
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Yurnout” 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 distregSchaufeli et al., 2009Whilst the Maslach burnout scale is most
commonly used to assess burnatifier models for measuring burnout also esisth as the
Copenhagen Burnout Inventofigristensen et al., 200%8)nd the Oldenburg Burnout
Inventory(Demerouti & Bakker, 208).

Within the context of this study, whilst the intention is to exptbeefactors thabptimise
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 refornamd more recent)ya global pandemjdas affected

engagement within the health sector

Disengagement of clinicians and management withilN#ne Zealand publibealth sector
emerged after government health reform introdubedNeo-Liberal, markedriven, new
public management ideology known as managerialBeaglehole & Davis, 1992)

Following the inception of marketriven healthcare during the 9®, managerialism harmed
clinical and management relationsh{ptiws, 2000) Reduced clinical autonomy of
clinicians, increased management control, budgetary constraiotseducediealth board
governance conversations impacted relationships and trustpalblie health sectdiGilbert,
2005) Varied perspectives on managerialism exist, with some scholars sughestithgare
embraced the administration successfudlyd othersa fragmenting and silimducing
procesgChristensen & Laegreid, 2007; Halligan, 2007)intended consequences aisth
health reform on the organisational culture and engagement of healthcare staff resulted in
clinical estrangement, lack of commitmgamnd mistrust of managemg®amford & Porter
219*UDG\ ‘\HU HW DO * L O E AW disengagérRdut firagnJ
team participation and ext@urricular activities was alstocumentedBevir, 2010; Hodge &
Harris, 2012; Lemke, 2010; Lorenzini, 2018)

TheCovid-19 pandemidhat emerged in 202€freated a transformation in workforce
engagement and connection between clinicalreadth boardjovernancavherebythe
clinical governance domain emerged as crucial to managing the re¢ptaises et al.,
2021)
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The pandemic also changed the dynamic in the healthcare boardrooms. This occurred at
international, nationahnd regional levels dsalth boardjovernance conversations in

healthcare systems throughout the world sought clinical expéFtigeresponse significantly
changed and challenged the normative governance processes that usually hinder efficient and
adequate decisiemaking in the health boardroofBerwick, 2020) The pandemic sharpened

the conversations as the imperative to preserve life, reduce mortality, and control the rapid

transmission of the Cowtl9 coronavirus became the focStaines 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 taciypeanodel of
solution and rapid response to the escalating situéitaines et al., 2028nd it has also

raised the impact of inequity in access to healthcare and subsequent Mm@k,

2020) Scientific expertise dominated thealth sectogovernance conversation as clinicians
became key informants to government and healthcare séataters, 2021; Mather, 2020;
Sharma et al., 2021There was a ubiquitous welcoming of expertise and revised protocols of
health interventions evolving witinontline clinicians as well as academics who became
seminal in providing leadership and strategies for managing this ongoing thisisiton,

2020) The hew norm’in healthcare improved responsive ways of working providing
opportunities for future transformatigBerwick, 2020) New Zealand reacted swiftly by
engaging expert advice and following this by imposing quarantine legislatioducergublic
travel and socialisingiming to reduce the spread of the contagidhe governmenalso

began to prepare the health workforce and social support systems for the impact of the Covid

19 virus reaching our shor@dlinistry of Health New Zealand, 2020)

The Covid-19 pandemidas influencedhealthcare providers to become rapidly adaptable to
changing the usual way of working. Staff engagement weaseptionallyhigh as clinical

teams took the lead transforminghe clinical environment to one of collective action and
collaboration(Thornton, 202Q)As the pandemievolves engagemerttas moved beyond the
immediate clinical domain to that of national and global engagement in marfiaiyirey
pandemicgBrousselle et al., 2020; Lavazza & Farina, 20db)e Covid19 pandemi¢

however hasdemonstrated thare-pandemidealth boardjovernancgrocesses and
systemdindered rapid change, the pandemic initiaabgity to change rapidly, and how
quickly governance authority evolves in the face of existential tiiAdadrn & Loh, 2021;
Lavazza & Farina, 2020Although 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 baclk s@nse of normality is not yet clg@erwick, 2020)

What is clear is thahe continuance of the pandemic and subsequent impact on frontline
health workers oadversepsychological effects may becommreevidentin the face of this
relentless pandemic, and it would be imprudent to not consider the possibility that clinicians

may disengag&om their work as a form of seffrotection(El-Hage et al., 2020)

The review of the literature provides a platform for exploring the breadth of papers available.
Also, from the practitioner perspectijveprovoked my curiosity to search more widely and

deeply for articles that provide a more nuanced spectrum of inform@hewasfacilitated

by accessing referencesadmange bpapers that enabled me to appreciate the evolution and
significance of seminal articles and research and the impact early resehech®r® WR GD\{V

current contemporary clinical governancel @mgagement environment.

Strengths in clinical governance literatuedate tothe quantityand breadtlof publications
Thisvolume and depthreindicative 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 poljcemerge, anthusit is important bhat this literature mphasisethe history

and evolutiorof clinical governancéor thosewho are rot so familiar with this topic. Hence
early publications do matter in this review in positioning this stuidlyin the contemporary
healthcareenvironment. Recent literature explores the adoption of clinical governance, how
well, or otherwiset is embedded within organisatiorghis is evident in thenaount of
comparison across and within different countagploringhow well clinical staff and
administrators understand clinical governance and why it matters poavision 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 failuresSubsequentlglinical governance systems are questioned and critiqued.
Closely aligned with harmful events and failures isahailableliterature thatocusse®on
communication and the significant ra#ective and safe communication within clinical
governance plays in reduciegror. At this nexusthe healthcare governaniterature in

more recent years has focussed on governasp®nsibility, government oversight and

policy, monitoringandsubsequent intention amapact of professional regulation. Clinical
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governance literature provides a rich source of information that extends beyond the
constraints of a quality systetrit encompasses the whole health system as well as

government and governance responsibility.

Weakness in the literatutdnave identifiedelates tqublications about thexperience of
engagement between clinicians and governance diresgecsfically within the clinical
governance environmeriEngagement as a construct is well documented in the literature
especially in areas afrganisational structure suchragnagemenmntelationshipsandwhy it is
important to a healtbrganisational lonate.Engagement is cited in many publications about
governance and clinical governance within guidelinesvaithin policy. Engagement in
clinical governance is mostly focusselassessing how andiifdividuals and organisations
engage in the process and application of clinical governance in their daily pradtiess.
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 staffhe literature in clinical governance, operational manageroent
governance boards does nohgrally define engagemeat how itis 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 cliniciafbased studieg£ngagement within health governance bo&ds
focussed onvhy health boards should engage in clinical governandewhethethe
governance directors understand what clinical governancehs context of their
governanceesponsibilitiesOthers focus onompetency to @vernand governance structure
generally from a generic governance perspectieat 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 subsequeetfectof this experiencelhere is minimal information abothe residual
effects of these interactions and the immarcthe relationship when clinicataff and
governancelirectorsconnect It is this gap that | aim to begin to understand in completing

this study.

In this chapterclinical governancés supported by aignificant amount of published
literature this havingproliferated sincéts inception in the 1990anddescribes the purpose

and impetus for improved quality lrealthcareenvironmentsClinical governance intended
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to promote an environment where organisationsfloamish andfocus on safgatient
outcomes are foremost in the delivery of safe healthcare sewatest harm events and
errorsfeature stronglyas drivers for successful implementation and eaegagt inclinical
governance in modern healthcare environmeXitso noted isthat in response to providing
improved safety and quality, other government lagalth boardjovernance processes have
become part of modern healthcare monitoohthe provision of services directly linked to
the governance responsibilities of the providerd institutions of healthcar€losely
associated with good oversight of clinical governant¢mig clinicians that represent the
clinical domain interact and relate to the corporate governance sranatlarchitecture within
the public sector, and how this directly influences the interactions, conneeatighs
engagement betweérealth boardjoverrorsand cliniciansThis relationship is complex and
influenced by historical health reformovernment ideologyand competencyAs the

literature has shown theeis an enduring memory of tdamage caused in past decaoles
significant and repeated reform and political influeneesithatresidual damage remains
within the healthcare systems that experienced this cultbreeffect on organisational and
individual cultureis linked to the discussion on disengagement; what disengagement is, the
history, what it looks likeand how it manifests within individuals and its impact. Finddy,
concludeChapter2, | have briefly presenteithe unexpectedrrival of the Covid-19 pandemic
during this studyCovid-19 has it seemsinterrupted the trajectory of clinical governance
relationshipsy unexpectediyproviding a refreshed literature perspective on how effective
relationships between clinicians anelalth boardjovernance can flouriskthis becoming
evident inthistime of significant crisi@nd global catastroph&his recent literature, whilst
still emergent in nature, does invitee question a® whether the improved connectedness
and engagememie have experienced during the response phase of the pandemic will be
sustained after the crisis pasdast it also presents a more ominous picture of burnout and

psychological damage.

The llowing Chapter3 presents detailed information about the research methodology,
design and method chosen to conduct this studgtaborate further on mgositionality
within this studythis sectionprovides a more hdepth discussiofollowing the brief
introductionl provided inChapterl on my positionality as an insider researcher. | then
providetherationalefor the qualitative pradigm | have chosen for this study amdroduce
the qualitativedescriptiveanalysis and selectegtounded theorynethodd apply to this

study. Thigs followedby detailson the research desigaims andjuestionsparticipants
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selectionprocess andthical considerationgollowed by he research meth@hddetailsof

the interview process.
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In thischapter| begin with an irdepth discussion of my positionalidg a practitionewithin

this study This section follow®n fromthe brief introduction | provided i@hapterOne on

my positionality as an insider researcher. | then providesati@alefor my choice of a
gualitative paradignand introducehe qualitative descriptivanalysisandthe selected

grounded theorynethodshat are usedithin this study. This igollowed by the research

design, aimsandquestions| thendescribethe participansample decisions, the participant
selection processheeligibility criteria, and exploreethical considerations that influenced

my approach to this stuand WKH 0—RUL FRQV XOW DRandfiieQ@eSIURFHV YV
structured interview is explainedong withdetail of the interview process. This chapser

followed bythe coding and analytical procaesChapter4.

Prior to determining the most appropriate methodologynagithod for this study, |
consideedmy positionality withinthis study.l havebriefly introduced positionality in

Chapterl to enable my role and the practitioner considerations to be acknowledgenh early

this study. This section provided a more detailed description and understanding of why this is

an important consideration for me throughout this stBdgitionality is usually determined
in three areas)Xhe subject under investigatid?) the research partmgants and 3) the

research context and pess(Holmes, 202Q)

1) My practitioner backgroundithin the healthsectorin New Zealandituates me as a
practitionerwith specific knowledgef my researclsubject Thissubjectknowledge was
acquiredwithin my professionatoles ancenhanced byhe completion ofpostgraduate
study.Consequently, | positiomyselfwithin theconstructivisiparadigm whereby my
ontology and epistemologgirectly contributeto the researchrocessas a ceconstructor
of the research outcomé®his constructivist approach positions me an involved
researcher aiming to achieve authentic reflectionspairicipant'sreality (Costley et al.,
2010)

2) My professional background increases the likelihntbadsomeparticipants will be
familiar with me in the context of past relationships which have since diminigbed
some this mayhave involved working as a peer, a direct repmrtheymay have been

senior tome.| have reflected upon the ethiof care angotential risk to ongoing
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relationships in the context of this stualydthese are addressed in the ethical
considerationsection.

3) The context of this study sEtuatedwithin the environment afural, urban, and primary
healthcareand their health boardjovernanceThis study does not involve patients or
require access to clinical informatidParticipant recruitment is aimed at health
professionalsgovernance directond policy implementoraith specificexperiences in
the clinical governance environmefitis study is being conducted during the Ceifd
pandemiavhich has influencedhy study trajectoryThis includesa decisiona re-enter

clinical practice in theommunityin response to the pandemic workforce demand

In the context of this practitionstudy,| considemyselfan insideresearcheut | also

reflect upon whether my time spent away from praaioeng full-time studychange that
status.This creates a slight dilemma for me as | consider myself to be positioned as an
intermediate, half in and half qutith the distantpast not necessarilyraflection of the now.

| see this as a blend of thenic and eti¢Holmes, 202Q)This can also belassified as hybrid
whereby | am somewhere within the continuum of insider and ou{Sidetun et al., 2009)
Thisis based on the stance that insiders are researttteirgndividualknowledge and

known colleague$practice, as opposed to the outsider who has no knowledge of the area or
individuals being in the studinderstanding this dilemma presents me with an opportunity
to be more reflexive as | will be operating from a knowledgelaaéebut a more distant
position andwill not be familiar to everyone involved in this study

The question is whethéeing annsiderresearcheis an advantage or disadvantage in the
process of conducting this studerton(1972)suggests that outsiders may be unschooled in
the language and incompetent to represent the findamglstnay not be told the social and
cultural truth, whereas he describesidersas having penetrating discernment and special
insight(Merton, 1972)In this study someparticipants may consider me an outsider, whilst
others consider me an insid&hisis influenced by their role and knowledge of me as a
practitioner,somy positionality is not fixedThis aspect of positionality is known as duality
in positionality(Hammersley, 1993My positionality, therefore may shift and change as the
study progressdsom insider to hybrid, but it cannot be an outsider perspective because of
my practitioner knowledgand background explained @hapterl (Jootun et al., 2009)
According toHolmes(2020) there is no guarantee of good reseabchiinsider 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 practicéHolmes, 202Q)Ideallythis results irnnfluencing practice
or policy as an outcome of stu@igostley et al., 2010 his V W X gikdp¥ds to understand
what optimises engagement in the clinical governance environareatea that is unique,

political, sensitive and not commonly explored.

Beingconsideredn insideresearchemay be through personal connection or specialist
knowledge, but it camean that individuals will be known to each other and have established
social relations. This familiarity may create a sense of closeness bpbatsblyanxiety as

the partigpant and the researcher wddgetheiin what can be a sensitive dynamibe

researcher needs to talkere to maintain integrity and authertijowhich requires a

continuous awareness to ensure the interviewer respondent relationship is maintained
(McConneltHenry et al., 2010; McEvoy, 20QI)his element is what | consider taking care

of the participants and myself throughout the research process so that any possibility of harm
is reduced within the relationshgs well as after the study is compléfhis position is based

on the belief that research is a process, not just a pr(lugtke, 2014) Theeffectof 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 reflecttbn

confronting the realities and consequences of discovering ingi{gaar, 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 relationshipé¢nadindong after the research

has ende@Bourke, 2014)

Reflexivity, the seHscrutiny of the researcher, is an essential element of positionality within
the research proce@Billow, 2010) Without reflexivity, there is a lack of awareness of the
relationshipinfluences or biasdsetween the researcher and participdhescrutinyof the

self enables an ongoing salhalysisto maintain a conscious element of awareness of
individuals and context within the interactions and relationghifise research process
(Merton, 1972)It is this act of reflexivity that eventually will contribute to the voice
projected by the researcher, dodns a significant contribution to the overall research shape

and findings of the research, which is constructed by the rese@vidreiam et al., 2001)
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This study is situated withithe qualitative constructivisparadigm(Costley et al., 2010;
Rehman & Alharthi, 2016)Constructivisms based on thbeliefthat social reality is derived
from ourexperiencesvhich areinfluenced by our personal situation, actions and beliefs or
ideology(Costley et al., 2010My practitionerexperience islominantly inthe social setting
basednthe social sciencesubsequentlymy ontology, or way of experiencing the waqrisl
fundamentally basednthe interactions | have with individuals. A large part of my practice
involvesgathering 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 meetisgtsvof

what carsometimede divergent needs or clarifying infortian that enables individuals to
be able to contribute to the interactimmd express their position without feeling concerned
that their needs will be overridden. | experience this asoostruction in my professional
world, one of workingoward mutually beneficial communicatiddy values of respect,
inclusivity, autonomyand partnership provide my ontological foundations for the
constructivist paradigm chosen for this stdincoln et al., 2011)My epistemological
approach is one of discovetycannot know what another is seeing or thinkimg | blend

this social realitywith my experience and knowledge that | use to form my approach to
situations Beingaware of thevay | interact with a friend is very different from how | would
interact with a colleaguer @ client my knowledge is situated in the ability to adapt to
different ways to approach situations and cont&xte context of thisstudyrequires me to
recognie my area of knowledge balso to remaimpen to discovering anoth&r Q GLYLGXDO TV
perspective or understanding of the tofilis involves my becoming a @mnstructor of the
emergent knowledge as | attempt to make sense of the participanesience$Corbin,

2016; Rehman & Alharthi, 2016)

My choice of methodology is based on assessing how best | can acquire the knowledge of
others to inform my research. The choice | have made reflects my aim to remain in the
constructivist paradigm, recognise that my knowledge is based on many yearsieheepe

and empirical knowledge, but also enables me to consider other data such as literature to
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inform and validate myhinking about emergeimformationandwhat it represents within
this study outcome@.incoln et al., 2011; Rehman & Alharthi, 2016)

Methodology is the way in which theory and epistemology are utilised in a specific study
(Fontana, 2004 )Qualitativedescriptiveanalysis enables me to offer a comprehensive
summary of the datandrequires the researcher to stay close to the data digging deeply into
it in order to convey their meanimgd achieve a rich and descriptive product that conveys

the participantsfexperiencéSandelowski, 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 infordedthat can enhance knowledge

of a specific topic. Baseah 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 participantsformansto be

experienced in the topic under study, and to be contextually informed.

Studies usingyualitative descriptive analysmsayusesimilar datacollectionmethods and
analysisseen inother qualitative approaches, three of these being phenomenology, grounded
theory, and ethnographfs example, in qualitative descriptive analysis, the grounded theory
process ofmemos may be used to inform future data collection during intendadisecall

of information or eventQualitative descriptivanalysiss applicablein a variety of
environmentsuch asndividual interviews, focus grogpandworkplace settings, and

therefore adaptable to facilitating qualitative research (SulBelgai & Bova, 2021)

Sandelowski (2000) describes jtaive descriptive analysis as an approach whereby

researchers stay close to their data and the surface of words and events; the research approach
providesan eclectic combination of sampling, data collection, analgsis representation of

findings (Sandelowski, 2000)

As a practitioner with significant insider knowledge of the topic being studchsider
myself to be amctive agent in theo-construction of knowledgas an outcome of this study
thus, being able tmtegrate specifically selected aspects of grounded tteemty asnitial

and intermediate coding and ugenemos throughout the analysis enriches the analysis

processfinal descriptionandidentification ofthemes in this study. THigerature review to
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ground research findings assigiish rigour andwith clarifying the importancef new
knowledgeto the field of studyCharmaz, 2014Mills et al., 2008.

When considering why | have used saspecifically selectechethodsf analysighat are

not strictly necessary tachievequalitativedescriptiveanalysis studies, it iacceptedhat
occasionally qualitativeesearchers dadd other selected methodological approaches to the
analysis, examples being frgphenomenology, grounded theory, and ethnogratbieygoal

to provideadditionalprocedural and analytical processduring the assessment of data
(Sandelowski, 200Gullivan-Bolyai & Bova, 2021) 1 choseo approach my analysis of the
data byselecing specificgrounded theorynethodqgCharmaz, 2014Glaser & Strauss,

1967) these being initial and intermediate coditigeoretical sensitisaticand use of memos
to enable caconstruction of the datahis approactcomplimented my qualitative descriptive
analysiswhichis epistemologically positionadithin the constructivistnaturalistic and
interpretivist paradigmand isdeductive in thg@rocess of developing theon2 f&RQQRU HW
al., 2018)

My choiceto usequalitative descriptive analysesknowledges the role of the researcher as a
co-constructor othenew knowledgeyenerated from the stu@wd is within the

constructivist qualitative paradigr@o-construction acknowledges the process of developing
theoryas both participant and researctisscovemew knowledgeastheyinteract 2T1&RQ QR U
et al., 2018)Crucial to this process is accepting thadr knowledge of the topic may, with a
reflexive approachy the researchestrengthen the overall research and data collection
(Sebastian2019) Charmazand Thornberg (202Xoncur thatie most important aspeat

both approaches to tla@proachs toensure that thparticipant'svoice is represented

(Charmaz & Thornberg, 2021)

Thespecificgrounded theorynethodl have selected in this qualitative descriptive analysis
study aranitial and intermediate coding of datagoreticalensitisationand the use of
memos.Themesddentified formthe outcome of the analysis ageneratenew theory as an
outcomederived from the participants informantsFindings argrounded irboth
participantdataandby co-construcion of the researchéBirks & Mills, 2015; Sebastian
2019 Sandelowski, 2000

Thefollowing sectiondiscusseshe research aims.
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This qualitativepractitionerstudyaims to discover insights into the factors that optimise
engagementeadinesn the clinical governance environmemhis study specifically
focusses oseeking recall odn L Q G L Y ln@Adbi&3 hdsociated withe act of engagement
when cliniciansaand governance directorsiéractin clinical governance conversatiddased
onthe qualitative paradigm, the research questadies apecific phenomenathat can

only be answered by individuaivho have specifiexperiencesThe participants are the
instrument of the research because they are the sourim afata(Bourke, 2014pand

thereforechosen with a specifigpurposéul approachPatton, 20%; Sandelowski, 2000

This qualitative research study will bempletedoy applyinga qualitative descriptive
analysig(Sandelowski, 200Q)tilising selected groundettieorymethodgCharmaz &
Thornberg, 2021; Corbin, 2016)nalysis of datan this approaclis guided by coaurrent
dataanalysisand identification othe emergng themespatternsand relationshipwithin the
data.This data enableke researcher to approach further inquirjpbgoming sensitiset
thethemeddentifiedin the data. eoreticakaturations the process that will assist with
determining when sufficient data igadlableto achieve interpretation of the data
characteristicand emerging theory, and this assessment determines the final participant
numbergPatton, 20%).

Thedesignedapproach t@chieving thelata collectionn this studyis twofold; the firsts
based orsemistructurednterviews that capture personal memorable experiences and
providedatato illuminate meaning(Fontana. & Frey, 1994and the second my
professionakxperience in this area of study acontributon to understanding the area of
enquiry(Patton, 20%, p 46).

Finally, | recognise thaas theresearcher am the instrument of authenticity can achieve
authenticityby remainingreflexive during myapproach to thdatagatheringprocessin
being aware of this, | cagive voice to the datas well as concurrentigmainpolitically and
analytically aware of the complexity of this procéBatton, 20%).
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This practitioner enquiry aims to answiee research question:

3What factors optimise the effectiveness of engagement betweendigadtans and

governance directors within the clinical governance environment?

The process of participant recruitment wagntionalto provideinformationrich data
sourcesProfessionaloleswere identifiedas likely to provide an informed source of
experience of the phenomena being studieelse includgovernance directors in healthcare
and clinicianssuch as medical, nursingnd allied healtindividualswho hadexperience in
clinical governancénteractions Also includedareindividuals with experience in
implementing policysuch as chief executives or senior policy implemer{tdingin, 2014,
Patton, 20%).

Thesample grougonsisted of purposive and convenience samples.appomacheso

recruitingwasused Participation was voluntary.

1) Organisations invited to participaitecluded rural hospitals and primary health care
providers based primarily in the South Island of New Zealaretjuestedhe persorfusually
a chief executive or senior managexgeiving thanvitation to share thenformationwidely
with their senior clinicians and governance directdrgs approach fulfilled two
requirements: it attended to thermissiorbasedequirement that organisations usually
expect when researchers wish to access employed staff, and it recognised the authority of the
chief executive or senior manager to declaeress to researchevghout explanationThis
recruitmentapproach mape considered a snowball recruitment procebant on individual
control andpowerbasedsharing(Noy, 2008) As a sample group, it would loescribed as
convenience samplindlker et al.,2016)based ortherationale thaelements oelf
selectionby individualswho respond may be consideradandomselection Random
because | have naotitially specifically selected them, instead relying on them utilising the
participant information criteria astaol (see appendix 1.3)om which individuals can self
determine their relevance as a participant in the stogntial participants were invited to
directly email their interest to me. Direct contact with me enabled the protection of

anonymity that had been assuredha participant information. This also reduced the
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opportunityfor coercion at either an organisational or researcher (Bigdt-Springer, 2017;
Sieber & Tolich, 2013)

2) The other approadhused was to approach individuals whom | had previously worked
with andknew to beexperiencedn this studytopic. This sample | would describe as a
purposeful, or purposive sample grdliger et al.,2016) | was confident they could
contribute to the subject mati@s key informantswingto my prior professional
relationship andknowledge of theigualification.Invitations werevia email withan RSVP
processThis group included governandeectors clinicians (multidisciplinary including
medicine, nursingand allied health)and policy implementorsomewho were known to me
through professional and previous wdrised relationships (thepeofessionatelationships
more than 13 years ago). These invites vaemmpanied bparticipant informationgee
Appendix1.1 and 1.2

| invited potentialparticipantgo contact me if they required additional information, or they
couldcontactmy professionaientor identified in the participant information should they not

wish to connect with me

Context related toecruitment process is importadt the time of commencing this research
study, the Covid19 pandemicesponse planning wastivein rural, primary, and urban
healthcare settings creating a significant additional workload and pragrity for health

care professionals and provider organisations. Remaining cognisant of the pressures likely to
beexperienced byhe target participant groups, a reminder invitation was sent following a
pause of at least three weeks, even though | had indicateday X0llow-up in my invitation

letter. Nonresponders following the reminder weesnoved from the potential participant

list. Of note, one organisation requested additional information to fulfil their internal research
participation policy process. Thisachieved by sending a copy of the associated learning

agreement as background information.

This study aimedo discovelinformationrich insights into the phenomeihavas studyingTo
achievethis, | used botlpurposive and convenience samp]itigs decisiorwasinfluenced

by the effect of Covidl9 on the healthcagersonnel'svailability to participatein research
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Purposive Sampléy selectinga specific group of individuals who could provide

illumination of the area being studigtle questions can be explored creating thick

descriptions and rich informatiothis is recognised as purposeful sampliRgtton, 203).
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 wiits beseligibility for

the study(Diefenbach, 2009)nherentlywhen purposiveamplingis the chosemethod

there is an element bfasof boththe researcher and tparticipants. This adds to the

complexity and necessity of careful application of reflexivity throughout the research process
Reflexivity is discussed later in this documehheresearch questias important in selecting

the sample methaaks ithelps define the type of knowledge and qualification participants
would need to demonstrate eligibility.

Convenience sampl€onvenience sampis somewhat more random, but in this instance
enabled a necessary litdkkaccessural hospitals and primary healbhganisation$o gain

access t@otentialparticipantsvho were not known to meandwho might well be able to

add insights to the research gtien 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
perspectivellker et al., 2016)This approach also enabled individuals to-select during

the Covid19 preparation and public health response without pressure from colleagues or
superiorsor prior professionalelationshipsBecaus@f the nature and focus of the research

| 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 aghief executiveandoperationamanager) required experience in applying or

sustaining clinical governance activity.
Governance directorequirespecific health governance experience.

| acceptedgarticipantsvho had recently retired from their organisatioredponsibilities
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In the demographics sectidrshare theole, skills and characteristics of the participant
gualifications 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 theneenience sample process) in that they identify as having
experiences of engagement within a clinical governandéealth boardjovernance
environmentMy practitioner background and subject knowledged my familiarity with

the majority of participants in past professional rofesre me confidence that my judgment

in selecting the final participants would provide a sample from whioclhltd@eductreliable
information that informs the studiKhan, 2014; Mills et al., 2006)

Participant informationsent with the initial invitationprovided thestudydetailsto assist
individualswith decisionmaking Thisinformationoutlined the reason for the study, the
aims of the studyandtheeligibility criteria. Also outlined were the processes regarding data
safety and ethical approvéalprovided theoptionfor participants who may have experienced
ambivalencdo discuss the researstudywith the academic supervisor/menfsee
Appendix1.1,1.2 and 1.3

The purposivesample secured ningarticipants &ll individuals were known to me) artioe
conveniencsample(individualswhom| did not meet until thnterview,but | was familiar

with their roleshadtwo particpants

As part of defining theligibility of the sample groupl consideredour criteriathat would be
acceptable foparticipation inthis study.l did not specify tenur@ therole as tenure is not
necessarily indicative of depth experieniset | 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 Istualy.

aware that | would potentiallgxclude the ability to achieve insights should | restrict the

ability of participation based on tenure.

The firstgroupidentifiedwereclinicians Clinicianis a generic term for individuals who
conduct a clinical role and are certified blgealth professionakgulatory authority. They
may be from any regulated cliniadikciplinebut must have hagxperience in interacting in

clinical governance activitiemndconversationsvithin thehealth boargjovernance
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environmen{current or pastand must have experienceurban, rural, or primary healthcare

within New Zealand

The second group were individuals with experiefocerent or pastin healthcare governance
directorship Experience irnealth boar@jovernance directorship mustWwéhin the urban,

rural, or primary healthcare within New Zealand.

The third group represented those individuals that held dual rokesatth boardlirectorship
as well as a clinical role within the organisation they gove(oedent or pastyithin urban,
rural, or primary healthcare within New Zealand.

The fourthgroupincluded individuals with policy implementati@xperiencef clinical
governance such as senior leadehsef executivesyperationaimanagersandpolicy

producersgurrent or past)These could be based in urban, rural, printeglthcare

An exclusion factor was that individuals could not be cureemployee®f theDistrict
HealthBoardwhere | was workingas discussed in the section on ethical considerations in
this chaptex. | did not exclude individualfom participatingwho were recently retired or
currently residing outside of New Zealand based on the rationale of achieving rich and
insightful information(Patton, 20%)

The final sample groupepresented individuakdl of whomwerebasedn the South Island of
New Zealandapart fromoneparticipant recently domiciled in thék who had worked in
New Zealand as chief executive of a District Health Boah@ careehistory of most
participantsvas predominantlyNew Zealandwide experience, andomehad nternational
experiencen health boardjovernance and clinical governanEerther discussion dhe
demographics of the participant group describedn section 41 providing further context

and informing the intersectionality discussion later in this document.

This study is situated within the New Zealand He8&Mkctor. The studylocation isthe South
Island ofNew ZealandThisstudy involveggovernance directors, clinicians and
organisational leadegith experience imealth governance and clinical governance. It is
situated within th@rimaryhealth sectomural hospitaprovider settingandthe health board

governancenvironment.
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New Zealand i¢ocated geographicaliy the SouthwesternPacificOcean with an estimated

resident population of 1HZ =HDODQG 0—R U Un@demnbuipelaplee HD OD Q G
TangataWhenua, the original inhabitants of New ZealaFde population of New Zealand is
measuredy the government in a census every three years, and it is during this process that a
profile of NewZealand'population andirbanrural spread is recorded. The 2018 census
statisticgBedford et al., 202Q)rovidesthe following information abouhe New Zealand

ethnicity profile

x 70.2% European (3,297,860 peop)e
X 0—RUL (775,840 peog)

x 15.1% Asian (707,600 people)
x 8.1% Pacific peoples (381,640 people)

Rural distributionindicates that the majority dfew Zealandermostlylive in urban areas

andthat 0—RUL KDYH D KLJKHU SURSRUWLRQ RI WKH SRSXODWI
R1 W K H p6pdw&idh). and rural areas (18.0%), compared with the total population (10.0%

and 16.3% respectivelyBedford et al., 2020)

The health services within New Zealgoribr to 2022 were geographically distributed into 20
districts. Thesdlistricts formed the public sector health governance entities called District
Health Boards. In July 202the District Health Boards werisestablishednd replaced

with four Te Whatu Ora (Health New Zealand) regions of which the South Island (Te
Waipounamu) of New Zealand became one geographical health rBgimmethe reform,

each District Health Board provided health services to both urban and rural districts by way
of funding rural hospitalsscommunity trustand general practiced HZ =HD @RQ G TV
hospitals are distributed across the more remote ar¢las obuntryand 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 Zeakhdural

hospitals provide broad scope of services to diverse rural communities at a geographical
distance from urban centres and specialist servigethe 24 rural hospitals, me are owned

by community trusts anldavetheir ownhealthgovernance boardhe 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 contracte®isyrict HealthBoards (pre2022) to provide
essentiaprimary and preventative healthcare, usually working from establminete

practices These private practicegrk independently and receive-payment from patients,

and a general medical subsidy from the government on a population basis. To aid
coordination of the multiple practicasost align with a Primariiealth Organisation to

facilitate centrallycoordinatecadministratiorsuch as contract negotiation, payment
facilitation, and centralised monitoring of service specificatibpsPrimary Health
OrganisationThroughoutNew Zealand there arew 30 Primary HealthOrganisations,

some very large and many small. PrimBlisalthOrganisations emplogr connect witha

variety of health professionadsmd community service provideis meet theirFRPP XQLW\{V
healthcare need&auld & 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 Zealaaaddsee the changesade by lhe health reform
process, the left mapdicatesthe now disestablishagkographic boundaries of District
Health Boards in New Zealand pdaly 2022 and the map on the right represergstpuly
2022 Health New Zealand Te Whata Ora boundaries
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Source:( httpg/www.buddlefindlay.com

Ethical approval for this study was issumdAugust 4", 2021,by the Otago Polytechnic
Ethics CommitteéseeAppendix 2).

| initially entered this study as an independeiittime learner without affiliationsvith an
employer My background isn nursing, managemerdnd professional leadershifss 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 stafffho are considered a resoufoethe purposes of researde process

includes communication with the Ngai Tahu Community Research Committee as all research
LQ KHDOWKFDUH L(geéApperidX ) QW WR 0—RUL

The emergence of the Covi® pandemiin 2020 changed my approach to this study as |
responded to theeed to establish a professional workforce to assist with the public health
responsel made a professional call to become part of the pandemic workforce intargart

capacity as | felt morally compelled to assist with the pandemic response. The impact of this
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decisionmeant | was not considered independent of any emplbydiscussion with my
academianentorswe concurred | wouldeek tarevise my Otago Polytechnic Ethics
Committeeapprovaldeclaring gotential conflict of interest as | would be employed by the
organisation thathad includé in my participant recruitmergroup | determined that to
preserve my ethical integrity andmeveany conflict of interest, | wouldeed taexclude my
place of employment from the potential participant list. To foiseahis a revision of my

ethics applicationvas completednd issued in August 2024eeAppendix2). Therevised
application removedpproachingny current employee the District Health Board from
becoming a participant in this studythereforefocussedn recruitment frontherural

health servicsector(community trustsnonDistrict Health Board ownéd primary
healthcareenvironmen{private practitionergrimary health organisationgndindividual
goverrors,cliniciansor policy implementawho werenot currently employed by a District
HealthBoard.Given thatl no longer requesteatccess to staffithin the District Health

Boardl no longer required thiecality approval of theistrict HealthBoard to access their

staff. | therefore halted this additional approval process, but not before | had connected with
WKH 1J—L 7DKX 5HVHDUFK &R VniersiyDoOitag @) NevR ZeRlardy W H H

introduce my practitioner inquirfsee apendix 3)

Havingbeen grantedy revisedethicalapprovalfrom the Otago Polytechnic Ethics

Committee (appendix 2) considered my approach to this study especially because the topic
of this inquiry may be sensitiier some participants. | considered this in relation to risks
associated with data and participant saf€tigooi, 2011; Sieber & Tolich, 2019h

particular | was aware that ethical issues can emerge unexpedstiys is a potential with
insider research, and especially so if prior relationships exist that had a degree of power
relations within the work contexBrewis, 2014; Costley et al., 2014; Sieber & Tolich, 2015;
Taylor, 2011) | was also acutely aware that the information that may be shared in this study
could be considered high risk if confidentiality is breac{®&dber & Tolich, 2013, 201%nd

also that cultural considerations as part of the research process were significant given that
governance is the topic of the stugjudson & Russell, 2009Complexities related to

ethical considerationserea priority that involved specific decisions prior to commencing

the interviews These were, for instanaegt conducting focus groups aodnducting

personal transcription of datieconsidered the transcription process as a point of potential
weakness in maintainirthe integrity of information Thiswas experienced as an intuitive

level of discomfort with having transcription performed by an external transcriber, and thus |
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transcribed each interview to assure myself of the integrity of the promise of maintaining
FRQILGHQWLDOLW)\ 7KLYV HindWHAESHRYito MEciEemphakidesitbef V
involving a second person to transcribe shares possibly sensitive information not intended to
be heard by anothé®ieber & Tolich, 2015)The information subsequently remains safe and
secure, and | 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, | cannot corat what happens outside of the study environpregjuiring ongoing

reflexivity to respect relationships.

| intendedto maintain an overall ethic of care and apply constant attention to vigilance and
reflexivity as the study progressédiller & 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 perspecti®lerriam et al., 2001)The benefitof insider and outsider
knowledge present opportunities and challenges to the research process. These aspects
require consideratiobeforeandduring the research stagg#olmes, 2020; Merriam et al.,
2001; Merton, 1972)Nhilst there are positives of being an insider researcher, such as access
to participants, this alsoresentshe researcher with challenges in maintaining ethical
mindfulnesgo ensureno power relationship influencése decision to participate. Power
influence on relationships can be managed, but forethought and awareness of the subtleties of
relationships, even if they are historicsthould be considered by the researcher to assist with
changing the participant perspectivesharole of the reseaher andpastroles(Finefter
Rosenbluh, 2017; Merriam et al., 200Eamiliarity 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 thfe research environment. Mitigating the potential for this
requires framing the interview process and acknowledging relation@ipgco-Bloom &
Crabtree, 2006)nsider knowledge may also lead to assumptions about what participants
know, but itcan also impact how participants shreir responseso 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 participandialied
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the voice of the participant to emer@tolmes, 202Q)The complexity of conducting

research as an insider presemt®ntinuous challenge to remain aware and conscious of the
many elements that affect the overall quality of the,catd howthis challenge can be met to
represent the voice tie participantgEtherington, 2004; Hertz, 1996)

| took particular car@ot todo harm to participantsy 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 horizoexternal 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
colleaguexould potentially recognise our turn of phrase, tfeeeequickly 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 hon{hNoestedt & Breimo, 2016)

Other considerations emerged as | considered my positionality in this study. One aspect

related to the redaction of informatioollected during the interviewAs a practitionen have

DOzD\V EHHQ VHQVLWLYH DERXW P\ SULYLOHJHG DFFHVV W
information. Redaction was requested by a smathberof individuals specifically related to
information that in retrospect they chose not to shattending to this was straightforward,

deleting is easy. The ethical burden | belisits with me as the researcher to ensure that the
redaction is also bracketed as panmyfreflexivity. In this casemy ability to respect the

redaction by a conscious exclusion of the information from the overall context of the
WUDQVFULSW 7KH ZRUGV , XVHG ZLWK DQ DFDGHPLF PHQW
perhaps a contradictory statement but an important compohkaw | consider my ethical

responsibilities as a researcher, but alsa practitioner in health.

Prior to commencing my research, | met with Otago Polytechnic Kaitohutohu office to

introduce my area of studgs partof the initial District HealthBoard ethical approval

processl DOVR LQWURGXFHG WKLV LQWHQGHG VWXG\ WR WKH 1
Committee. A positive response was receisabfAppendix 3)
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At the commencement of this study, | was acutely aware of being pai@h® — R U L
Governance is centrbour VRYHUHLJQ UHODWLRQVKLS ZLWK 0—RUL V
Waitangi (Treaty of WaitangiTe Tiriti O Waitangi, 1840). | have reflected upon the ethical
accountabilities as a pakeha researcher explbeagth boargjovernance and engagement,

and in particular my positionality as seeing governance through my lens of a westernised
JRYHUQDQFH V\VWHP , VHH P\ UHVSRQVLELOLW\ WR KRQRX
have considered my obligations as a practitionegarcheand reflected upon the principles

of partnership, participation, and protectigtudson & Russell, 2009) hopethat there will

EH DVSHFWV RI WKLV VWXG\ WKDW UHVRQDWH ZLWK 0—RUL
engagement. As it evolved, | did not interview any participatis LGHQWLILHG DV 0—RU
however, | will share this documentwithJ —L 7DKX 5HVHDUFK &RQVXOWDWLR

recognition of reciprocity within the research community.

Throughout the study have maintained an awareness of cultural considerations related to
Manaakitangdrespectthroughout the research process. Manaakitanga is concerned with
upholding respect for persoaadcultural and social responsibilityfhis includes

maintaining privacy and confidentialigndprotecting and demonstrating care and aroha
during the researgbrocesg{Maui; et al., 2010)I have integrated int€haptes 1 and2,

literature that reflects the significance of the relationship that is formed as part of the
governance experienderecognisehe special relationships formed during the research
processvhichare HVSHFLDOO\ VHQVLWLYH WR Weusto®d@R@FWLFH RI W
practices that are deeply embedded in the social caiMextik, 2004) As | have reflected
upon my learnings as part of tiigocess| am acutely aware of the lack of sensitivity to
tikanga that is demonstratedtssalthcarggovernance processes occur within the westernised
lens of governance processé&his causes me to pause and reconsidefutoye approach to

the relationship in the clinical governance environnagrthow | will position myself

relative to the findings of this study

Having established myethodologyto guide this studyl considered the most appropriate
method of data collection. My inquiry is focussedumderstanding the experiences of
individuals as they connect within the clinical governance environiémen considering
the suitability of a chosen methddconsidered the context and sensitivity of the data

discovery andS D U W L FkKely BtR)dal ¥dhcerns that may emerge as part of this process of
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sharing past experiencd3ata collection in qualitative research is achieved in three ways;
listening to what people say, observing what theyodeonductinga historical inquiry
(Fontana & Frey, 2008My chosen methodology guided mela®nsidered mygoal of
achieving insights and experiences that participants may remember or want tdshare
facilitate thismethod ofdata collectionl aimedto achieveelational rapport and degree of
reciprocity. | also considered the possibility that participants may be uncomfortable
discussing this topic in the presence of othenslbecause of thjd excluded the option of a
focus grougTolich, 2009) The use of a structured standardisethterview process was not
considered an option as these restrict free conversatbtherefore limit facilitated
knowledge exchange duripdnenomenologicahterviewing(van Manen, 2017)'he method
of data collection eventuallychose is serrstructured interviews. Serstructured interviews
provide the opportunity ttacilitate the direction of the interview apdovide versatility
therefore yielding multdimensional streams of informati¢@alletta, 2013)A hybrid

method, semstructured interviews can alternate betwepanendedquestions to
theoretically helpful questionfiusenabling a deeper exploration of the phenomena under
study. Thisability to adapis particularly helpfuto the researchevhen exploringor probing
SDUWLFLSDQWYV UHVSRQVHVY WR LOOLFLW GHHSHU PHDQLQ
(Rabionet, 2011)

The interview questions were as follows:

x Tell me about any experience in clinigglvernance 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 pgractice

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 Covid9 impacted your experience of engaging in
clinical governance conversatiéhs

X What changes, if any, have you noted during this time, and why might this matter to
you?

x How has Covidl9 impacted your health board discussionsaauaisionmaking?

70



X The future NZ health reform is confirmédow have you experienced this process,
and how does this matter to ybu
X What else, if anything, would you like tliscuss today
X What else should | have asked you about today, and what should | think about when |

read your interview

This studyis conducted in the qualitative paradigm usjuglitative descriptive analysis and
selectedyrounded theorynethods! aim to explore with participants their experience relative
to area of studyDiefenbach, 2009; Khan, 2018andelowski2000. Using semstructured
interviewsenablel me aghe researcher xplore memories that participants choose to
sharethis processs one ofco-discovery guided by a more fluid relationship during the
interview, the role of researcher begle to be a little directivduring the interview
(Fontana. & Frey, 1994The constructivistapproach acknowledgéise ethnographic

position of the researcher leading to a more naturasaaidl relationship during interviews
(Corbin, 2016)

Semistructured interviewsrere the chosemethod for data collection in this studgthey
provided privacythereforefacilitating a safe level otngagmentwith participants. As a
professional practitioner partaking in the research protéas this method acknowledged
the participantsbpinions and views, their attitudesd providedpportunitiedo enable
probing and discovery frommy researcher positigthusachievinga sociable way of
interacting(Gilgun, 2005) The ability to connect with participan@nd how participants
experience this connectipimfluences the quality and depth of data shabed this
interaction comes witthe researchertesponsibility to maintaineflexivity (Jootun et al.,
2009)

In total, eleveninterviews werecompleted] aimed to interview a minimum of eight

participants but had anticipated upieelveinterviews, this being determined by theoretical
sensitivity to emergent data from each interview and sampling until | felt that | had achieved
data thatdentified data threads amdhievedsaturation(Hoare et al., 2012Yhe mode of
interviewing was determined by the Coviél pandemic lockdown statusth social
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distancing rulesesulting insix interviews being by videoonferenceThe remaining five
interviews were conducted in persdostinterviews occurred over@0 00-minute
conversationThis scenario was not ideas$ | had a preference for fateeface interviews
however it is not uncommon for qualitative interviews to be conductedeahnological
meangNehls et al., 2015)nterviews were recordeth a privatevoicerecorder used for the
sole purpose of this research stuitig S D U W L pér@iBs@ Wiy sougbeforerecording
and notes were made during the interview to act as promptsefoodater.

Following introductions, | opened the interview by askingpperended semistructured

guestionThe questonwaE DVHG RQ VHHNLQJ DQ L Qtley MddGnethad IV H[SH
was memorable aboahgagingn clinical governance conversatiorhis approach allowed

participants to be free to choose how they responded, how much information they chose to
convey and the context of their respo{Bempsey et al., 2016; Fontana. & Frey, 1994;

Rabionet, 2011)Constructivisapproachefocusses on emergent the@ryablingeach

interviewto explore themes that emerge in concurrent data anaBgsnstruction requires
anin-depth conversational interview that requires telling and listening; the outoinde

able tomake meaning of what is shared between both the interviewee and the interviewer

(Patti & Ellis, 2017).This approachmeant that as interviews progressed there was variation

in the interview format, especially after the initial opening question to ca@DeJ WLFLSDQWV I
views on data discovered in prior intervie(@ndelowski, 2000Fhemelis et al., 2022)

Over the course of the intervieas participants shared thekxperienced was attentive to
their verbal and nomerbal responsgas far apossiblewith video link) to seek further
information as the conversatipnogressedThis interaction between me as the researcher
and the participant became central to the discoverglafionshipsand themesluring the
interviewandalso seved to add depth to the intervi€®orbin, 2016) The participant
conversations evolved in a manner that relaxed as time passed and congriirdame
more fluid and candidThis created a rich conversation and concurrently contributed to

sensitisatiorito newdata

After each interview| thanked the participant and explained fibleow-up processThe
follow-up process involved an email to participamgting them to readheir transcriptand
makeany changeswith aresponséimeline of two weeksSomeparticipants requested
redaction of informationOnce | had completed i) | emailed the revised transcript to the
Once analysis begaall identification was removed from transcripts andafphabeticatode
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was given to each transcripd,de-identify and provide anonymity of informati@s | had

described in the participant information sheseefppendix1.1,1.2 and1.3).

| foundco-constructiorto be an intimatechallenging, and sometimes confrontexperience
because of the requirement to sélfH Y L H ZpdcQdibfjidalesponse during interactions
such as the interviews in this studlapproached cgonstruction as a partnership as |
planned my stud¥ the realisation that those participating know much more about their
experience than | can kndand my contributioras a researche to acknowledge my
HISHUWLVH DQG UH P DL QaRtiscttahvevdatidn QdroihE tHddfsiveY(Rattizk
Ellis, 2017).1 initially thought of this relationship aspartnershipvhich was arequal,
beneficial,andmutual collaboratiometween usl intendedto stay distinctly in rolewith me

as the researcher atifttmas the prticipantbecause that is what | had understood to be the
preferred way to conduct qualitative interviews to reduce forms of bias and collusion. |
confess that this approach felt venynaturaland for meit made the very first few

interviews seem less persoriahppreciatéhat beingpersonal is also fromed upon by many
researchers who see separation as necessary to maintain objectivity, and the question |
continually asked throughout the interviews is whetlstrould maintain objectivity, or
simply accepthat | desired the process and encounter t toeaningfubxperience for both
of us asco-constructorsintuitively, | acquiesced to the lattel found no intrinsic purpose in
simply usingthese precious intervieves a means to an erddiccept that structure is
important, and havingemistructured questions helps direct the conversation, but the actual
experience of an interview is somewhat less predictable than a scripted prfbesstore,

for the majority of interviewghe roles of participant and researcher becamestgsratas
our converstion became focussed on the conteeing sharedather than the roles that
brought us togethelr.was used to interviewing during ncgreerhowever what became
apparento me as | prepared and entered each interwi@s that these inteiews felt and
behaved quite differentlifrom those that | had conductedrmy past rolesl thought about
thisand realised thahe context of my history with some participants changed how | felt
about the significance of the interactidmealised thamy relationshipwith past colleagues,
whether close or distardid change the way | psychologically approached and responded in
each interviewWhat | discovered as a consequencthefnterview is that the process is not

linear, it is at times surprisg, confrontingand created a deep sense of-aglreness that |
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had not expected. It,itfeel, a deeply personal experience, amany surprisgprovided

insightsinto the research topis well asnmyself. A realisation is that although we each have

our own experiences, these are unique to the individual and even as we use familiar Janguage
the meaning of that language does differ for each individual and is contesttwatehn

specific It is a very interactive experience on many levefien evoking parallel thoughts

and memories as the conversation occlifesegpossibly subtlyinfluencedthe conversation

in variable directions| was acutelywary and anxious about deviag) wildly from the
expectedpracticeof some distance between researcher and particidantever,to connect

means to shareand at times sharing was an importseguanto new conversational areds.

do not think | was a perfect interviewendwhen | was less familiar with th@articipantsl

found | reverted t@ more formal structureapproach.

Preparing for interviews created a sensarofietyand vulnerallity. These feelings ¢ame to
recognisebecause o seismic shifbetween thenantleof authority | had been privileged

with in my past role and my choice to now be labelledi@arner. The label of learndr
discovered Hid notlike 2 | preferred candidate, for reasons that | still debate internally.
Learner feels junior, not adult, back at schb@lt that learnepositioned me as a novice,
inexperienced, uneducatexhd confroring my sense of selparticularly whethemy past
competencevas real or imagined:his feeling wasnorepronounceds | encountered
individuals with significantly higher educational achievement tnarncreatinga feeling of
vulnerability. The interviews where there was prior knowledgd familiarity withthe
participantwereexperienced differently from thosaterviews wherd did notknowthe
individual professionallyr previouslyhadlittle contact withthem | experiencedess sel
confidence during the interviews of those | did not kadiae rapport during the interview

was different | felt and behaved more tentatively, was less expressive and | was left with a
feeling of a more formal and less connected interaclibis. became important as | read
these transcripts because there was ¥gsatter, more pausesndthese interviews were
shorter. | remember thinkingthAW KLV SHUV R Q G RaddA@fidareficeRtBatr H
matter?As | read these transcripthere is distinctly less disclosure of emotional response to
the things that mattered toe participantThis wasvery different from the majority of other
interviewswhere there was increasingly open and deep sharing of emotion and reaction to
their experiencesSo,to answerthe question as to whether familiarity improves the interview
experience when you are conductmquplitative descriptive analysis asiasiderresearchr,

| concludeit does mattewhen you are known to the other person as a practitioner because
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that is the relationship that allows-construction to be effectiyenore meaningfyland
searchingCo-constructionwhen in actionis not aoneway processl consideredhis as |
becamencreasinglyawareof boththe participant'sand mycontext ininterviewswherel was
relatively unknown to the informanitusedto be a senior practitioneutamnow alearner,

in a role whereby | am askirghersto contribute their time and effort for nipgnefit as |

conduct this studyFroma power perspectivé present a choice to thparticipantsas to what

and how much they choose to share in the intervidws.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 incongruenawwttof

the themes that emerged in the other interviews, but they were expressed in sslesafgga
more detached style. This resultedne working harder when | was transcribing to

remember the feeling and consider how this influenced my memories and subsequent writing
up. As an outcome of the interviewing processr many monthg experienced what |

describe aan evolution okel-awareness how | had viewedhtervieweed had known ina

work relationship, and hosompleting and listening to their experienceanged that
perspectivel would describe this evolution as transformationdhe realisation ohow

easily one becomes immune to what is going on around them because it isindnatal

cultural contextBy confrontingthis realisationl had to ¥e-calibrate” what | thought | knew
compared to whatdow understood conveyed through the experiences of another. | spent
many hoursconsidemng my response to the interviewdhe experience in interviews of

setting aside feelings of surprise or shock apttiat of disclosure sometimes left me
wonderingif | had colluded, or had | been passatehis pointl think it is impossible to
interview individualswith whom you have sat in the same room, heard the same
conversations, the same rhetoric, andaoohprehendhe scene they are painting in front of

you. Yet, with your %ther voic€, you conduct the role dheinterviewerby attempting not

to collude, to agree to something that is slightly contentendto keep a distance so that

you follow the rules of not gettintpo closeso thatdata is corrupted by confusion and
FROOXVLRQ 6R WKDW{Y{V ZKDW , ZRvbdd teddihgDHEdRgh\WenQ W KH L (
afterwardsThe worry was goadComplacencynd apathyremy worstfears- not worrying
creates sloppinesand things get missed, or mistakes happen. That is something | have
become familiar with in my professional practice KDGQYW H[SHFWHG LW WR FDU
my research roleso | welcome that feeling as it keeps safeand honours myesponsibility

to those | work withOther factors contributetd my experiences during the interviewsias

surprised to feel annexpected response of anxieapdnervousnesabouthow | would
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navigate the complexities of conducting interviews that involved a sensitive and complex
topic | know well. This was especially heightened as | prefer to conduct what | consider
crucial conversations in person, and so | experienced a strong sense of disappointment that
for many interviews | would not be able to be physically present. | realised that lemaly

and engage well when | can experience the whole event and connection, the body language,
the nuances, the gesticulation, the things that somelisee that we lose as part of the
technological approacis | thought about thid,reflected orthe act of interviewingind
consideredvhy the approach to these interactions mattevede so muchespecially in the
context of research and qualitative inquiry. Mezif@d®90)provided an answer to the

guestion as to the discursive nature of intervieiW process of making a new or revised
interpretation of the meaning of an experience, which guides subsequent understanding,
appreciation and actiorfMezirow, 190, p 1). Thisperhapsighlightsmy worry that |

would fail in my ability to gairmnunderstanding and appreciation of what matters to the
participants, and subsequentlyvould not be able to do justice to their experienbgs.

critical self, the hidden part of my personality that is not shown to ofS§axena, 2015)

featured prominently in the emotional preparation for interviews, particularly as | was known
to some participants felt somewhat protected by the passing of tihfelt it provided me

with a period ofgnorance of their activities and political issues with fewer overt
RSSRUWXQLWLHVY WR IRUP D ELDV WRZDUGV SDUWLFLSDQW
and roles of those interviewed and the reality they would have of their own perspectives of
their experiences.was alert tqpotential datantegrity issues when interviewing individuals

with whomwe have a familiarityMcConneltHenry et al., 2010)Familiarity, | felt, is an
interesting terni to be familiar with someone is to know théma specific contextut

familiarity is also key to insider researdy definition, insider research requires some
understanding and familiarity with the topic being researched, but this also presents the
researcher with important ethical considerati@@astley et al., 2010My approach to

familiarity is to embrace & be prepared tacknowledge the relationship, reciprocaied

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 metingbes These
commentsvereapplied as theysedtheir memorieso descrile their thoughtsilt is, in my

view, impossible to bracket eveaspect of amterview that in many ways depends on the

very familiarity that enables me as the researcher to have access to what | consider privileged

informantinformation. Privilege in the sense that, without former relationstiipse is little
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or no basidor trust and reciprocityreciprocity being such a crucial aspect of co
construction. | think of c@onstruction as being bilingual in some wayise 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
RWKHUTTV SHpéseHdedWheY: Hne can move fluidlyithin a subjecteasily, and
without awareness of transition between differing environmentgerhapgshat is how | see
the essential aspect of-construction in this relationshgndwhat makes me able to be
presentand usefulluring the interviewl had to work hard to achieve thegnitive challenge
of beingpresent andontemporaneously aware of roles during intervidi@und myself
scribblingkeywords fearful that | would forget why these words mattessd therrealising
that for many participantshis was thg opportunity to share their experiendeause they
felt comfortable and sate do soPostinterview,| would do a verypersonal debrief. Partly,
this personal internal debrief enables me to consider| have attended to the ethical and
personal aspects of the interviawdwhether | havdeen overly familiar or distariKahuna
(2000)suggests that researchers have a responsibility tabathnce between nearness and
remoteness to avoid the risk of going native, which should alwatygelrnt of mind for the
researchefKanuha, 2000)I thenquestioned my understanding @©foing native and what
thatmeans for mel. found it quite tricky to know when one hagone nativeé because |
GLGQTW WKLQN EHLQJ GLVW DgamswhAdkaeu Medwould find Qi WKRVH S
discordant witthow they had experienced me prior to this sfuhdl would find it
uncomfortable trying to change my approach during sgignificant conversation.saw

this as the power of econstructior? all participantsincludingmyself move between being
the researcher and at times a contribufée each spoke the same language and whilst we
had very different experiencasd roleswe were working within the context of our
background and practice environmebistancewould have changed the rappdhte flow,
andthe experience of being iR Q ldl§naent, oas | often sayin the momentl eventually
embraced myreinterview anxietyandl achieved some insight by considering oayeer
and how Ihave used anxiety as an indicatonof slf-confidence and also as a safety. net
Anxiety is my messenger and | listen carefully. Why anxiety and not excitement | have
wondere® Somesay anxiety and excitement are the same neural pathluzyf®r me
anxiety is the shadow aspectroyself. The part that keeps me alertitay activeimposter

syndrome.
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Such doubts kept me company throughout the period of conducting interViesvgersonal
transcribingof interviews is an experience that providepportunity forfurther reflexive
thinking - postinterviewreflexivity. It providessome seklinsight listening to how | navigate
interviews., KDGQYW IDFWRUHG LQ KRZ VLJQLILFDQW awKH LGHD
| compare this to answering a satisfaction questionn@ireboxes get ticked but the free text
part is where the real issues or opportunities are mentiohad.dveithe yearof my career
always asked3Anything else? " at the end of interviewdt signalled the interview wasnding

and enabled thearticipantto ask their questionsa straightforward interactiomm this study

| changed the question,t8Vhat else should | have asked you about today, and what should |
think about when | read your intervi@wThis question | found to be transformational. The
learning for meas a practitioner by askingatguestion is that freedom to speak is

profoundly liberatingIn some transcripighis component of the narrative became key to
understanding the real issues that were on the minds of participants. The impact changed the
interactionand added real depth to the content of the interviews; it was metamorphic. My
practice has changed as an immediate effect of this realisatithe interview became about
what mattered to the participant, my role was to capturashpart of theo-construction
processin some wayd feel this shifted my sense of where | was positioned relative to the
participant contributiod it felt respectful safe,and authentid spenttime reflecting on

whether being authentic means something different in an academiasemsg conclusion

is that this is a paradoxical questidwuthenticityis fundamental in establishing open and
sharing relations based on trust and recipro@ityere was no question in my mind that | was
placed in a position of trust and | remained very awétbis privilege.When they provided
feedback on some of their transcripts, some particigmiessed surprise, and sgme
embarrassment that they talked sacimanchadshared theiexperienceso openly

however, nanewithdrewfrom the studyCo-construction created the environment for me to
achieve, for the participants to shaardfor us to converse from mutually constructed
dialogue | became aware that the interview experience was a changd@gsmmne

participants. Thedialogue was as important to them as it was to me as we both experienced
new-found insight. Ultimatelyl experiencedhis as an act ofeciprocity, sharingand

remaining open to bersfperspectivess we ceconstructed our conversatiqBryan, 2016)

Whatwas therelationship andheinfluence of my past in th co-construction of my
interviews?n this study, | felt less qualified than many of those intervielesduseerhaps
P\ GHJUHH ZDVQ YW Howeuer, qualifizatiow/doesnbt vhean | was not an
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experienced professional with influenpewer, and agencyand for the majority of
participantsthey would have worked with me when | was a senior practitioner, albeit in
different contexts. For somi was a peer relationshi@thers 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 | recognise that it is
by virtue of the professional relatidnp | was able to conduthis study. Did the past

relationship influence mye- RQVWUXFWLRQ RI GDW@neé thal fequizsdRRG TXH
deep and retrospective reflection of how | experienced the past relationships (if there was
one). One of my realisationas | commenced this study,that | never imagined a future

whereby | interviewed past colleagues about sensitive, personal accounts of their experiences
as they interacted within their areas of expertise. My relationships were verjosadgsed,

and | knew very littH DERXW WKHP DW D SHUVRQDO OHYHO , KDG P!
had theirs, as to whether | respected them, or whether | agreed with their political perspective,
or whether we differed. | saw that as a necessary skill set for workihgetecutive and

board levelbut | now see that | never actually considered whether that swayed or influenced
my action or omission as a consequence. | was what | descobasequencéocussedand

| know | was considered an individual with a strong professifmtals | worked hard to

understand all aspects of a situation and coulchéengingjf needbe EXW , ZDVQTW
untrustworthy and | was open to debartel | hope that is what participants recalled when

they said yes to my studgs | reflect on the interviewsach had its tone and sensitivity

relative to the past work relationship. | noted earlier that | was surprised at the candidness of
the conversations. | see this willingness to meet on equal termrsféexction of a good and
mutually respectful reltionship. Did | become influenced by aspects of particular interviews?
Certainly,therewere aspects of some interviews that were surpribuigthis enriched the
conversation and added to tthepth,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 | had been alerteditbat, KDGQ W DQWLFLSDWHG ZDV W
candid and unexpected information arose, there was a declared need yahsafet

accompanied these disclosures, and so it felt almost like a confessional in those moments.
That is what | felivasmost influential on my interview eoonstructionl| realised that our
professional relationship was viewed as a past event and the caseaichelationship was

a different lens of being safe and anonymous, which | think ntleatitwas tusted.
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In this chapterl havediscussed my positionality as an insider researcher. | have considered
the impact oy relationship with participants and how | atteddo theethical

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
ariseduringthe studyl havediscussed my choice Qfualitative Descriptive Analysis using
selected grounded theory methoghy rationale for the usaf semistructured interview

guestions anglstified my choice not to use focus groups. | have explaimeplarticipant
recruitment proces$ haveoutlinedthe eligibility criteriafor the participantsReflexivity and

co-construction during the intervievesethe final section of this chapter.

In thefollowing chapter| describehe demographics of the participant group. This is
followed by theanalytical and codingprocessthetheoretical sensitisation asdmpling
aspects of the procedghenintroducea discussion aboutgour and validityof the analysis
RI WKLV VWXG\YV GDWD
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In this chapterl introduce thedlemographic information amatocess oanalysis applied in
this study.The following areas will be discussbdginning with thearticipant
demographicsThis is followed by information about the transcription coding process and
subsequent coding with relevant examples. | then follow with theors#oaltisation
theoretical saturatigmndthendiscuss how tletermined théhemesard findingsas an
outcome of the analysis. This is supportedilspmmentary on credibility, transferability,

dependabilityand confirmability followed by a summary.

| approacheaight organisations within the rurahdprimaryhealthcareenvironmenin the
South Island of New Zealandlhis initial approach via the chief executive of each
organisation achieved a respoifigen six interested participants. An additional five
participants were recruited by individual invitation. In tp&éven participants took part in

the research study.

Three additional interested participantiso declared an interest in participating were
eventually unable to commit to the reseavahing to the interruption of the Cowi9
pandemic response. This did not impact the overall research study as | determined that
sufficient data had been collectieeforeconsidering further recruitment of participants to

achieve the required rigour in research justification.

| was known professionally to nine of the eleven participants.
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Table 1 Participant Demographics

Gender | Age
Male 60+
Male 60+
Male 60+
Male 60+
Male 60+
Male 40+
Male 60+
Male 60+

Female | 50+

Female | 60+

Female 50+

Ethnicity | Placement| Discipline

NZ
European
Other
European
NZ
European
NZ
European
NZ
European
NZ
European
NZ
European
NZ
European
NZ
European
Other
European
Other
European

Urban

Rural

Rural

Rural

Urban

Urban

Rural

Rural

Urban

Urban/

rural

Rural

Urban

Medicine

Medicine

/Governance

Governance

Governance

Medicine

Governance

Medicine

Governance

Management

Nursing

Management

Nursing

Years

Experience

20+

20+

10-15

20+

20+

10-15

20+

20+

20+

10-15

20+

Participants were aged 40 years or oltleeefemalesandeightmales.

Dual role

Governance

No

Yes

No

No

No

No

No

No

No

No

No

Three patrticipants identified as Other Europeaneagkitas New Zealand European.

82



Three participants had ten to fifteen years of subject experience, and eight parti@pdants
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.

Professionallyfour aligned withmedical(general and rural practigeoneas nursingsenior
nursing leadershipjwo as managemenCEO levelwith a nursing backgroundndfour as
governancéPHO, ex DHB, Rural Hospital Community TrugDne participantdeclared a
dual role ofhealth boardjovernance directorship and medicine. All had significant career
backgroundsanddemonstrated working knowledge dfiealth boardjovernance, clinical
expertise, leadership within healthcare organisatiookjdingexperience and understanding

of the clinical governance environment. | therefore considered them eligible participants.

Elaborating further on eligibility to participate the following provides a brief synopsis of each

participant'sexperience and practice context:

Participant A:Chief Executive of a largerimaryprovider servicehat employs/contracts
multi-disciplinary health providers to deliver primary health servidd®d health

backgroundActive engagmentin healthgovernane board and clinical governance
leadershpCRQWUDFWYVY ZLWK PDLQVWUHDP DQG 0—RUL RUJDQLV

the Covid19 community pandemic respon§rreer 15 years plus.

Participant BGovernance DirectoAllied health backgroundCareer dominated by
governance directorship in healthcare and commewgganisationsChairman of a large
District Health BoardExperienced irgoverrance ofprimary healthsectororganisations and

governance of rural trust hospitazareer 30 yeanslus.

ParticipantC: Medical practitionerPrimary healthcare based ira rural trust hospital that is
community ownedExpertise as a joint clinical staff member as well as a governance board
director of a rural trust hospitakovernance director on a large District Health Board
Academicclinical teaching rolet a tertiary institutiomn general practicéActively engaged

in responding to Covid9 in the rural sectoHas experience internationally in other health
systemsCareer 40 years plus.

Participant DGovernance DirectoNon-clinical background, PhBGovernanceexperience

in theprimary health sector, rural hospital sector, education sectdthe health
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professionategulatory authority sector of New ZealaAdtively engaged in continued

governance role€areer 20 yeanslus

Participant E: Chief Executive of Rural Trust Hospi@uality system®xpertin healthcare
within New Zealand anthternationally Active participant in governanairectorship in

private healthcare. Responsible fonical governancéeadershipRecognised leadavithin
the rural sector and primary healthcare sector of New Zedlatednationallyexperiencedn

quality systemsActively engaged in Covid9 response. Career 30 years plus.

Participant F: Specialishedical practitionerPublic and private practicast snior
academic aatertiary institution including deanship. Past Chairmaradfealth professional
regulatory authority. Experience of governance directorship in private healihsiitgions

Not involved in Covid19 response. Career 35 years plus.

Participant G: General Practitiomeiralurban Seniorteaching aademicwith aspecialty
focus on primary and rurahedical and nursingesearchFamiliar with theprimary health
sector and primary health organisation processes. Actively engaged in responding to Covid

19 in the primary secto€Career span 30 plus years.

Participant HNursing leadership at two district health boaads rural andonetertiary.
Expertisein clinical governance implementati@md managing major projects related to
guality outcomes and systems. Nursing representative at national leadership forums.
Experienced health governance board participsative role during Coviel9 response.
Career span 20 plus yeaRetired.

Participant I:Nursing background. PhZhief Executive of Ruralrust Hospital Prior
experience in leadership of District Health Board satellite servicasural area of New
Zealand. Experienced loth provider/purchaser functions of district health boards.
International experience in healthcare and educatiotive engagement in response to

Covid-19. Career span 30 plus years.

Participant J: Specialistiral medical practitioner. Rural Trust Hospital. Clinical governance
Leadership responsibilityoint clinical teaching and research position with tertiary
institution. Active engagement in response to Ce%fl Career span 30 plus years
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Participant K: Nursing background. Former Chief Executive atidshalHealthService
FoundationTrust(UK). PastChief Executive of aegionaldistrict healthboard in New

Zealand. Prior governance directorship experience. Clinical governance advocate and past
leader of quality initiatives within New Zealand and the @&reer span 30 years plus.

Retired

Quialitative Descriptive Analysis (Sandelowski, 2000) and selegtachded theorynethods
(Charmaz, 2014Glaser & Strauss, 196¢uide the analysis of this study. Thenstructivist
approachanalyses the participant data andorporatesspects of the researcher asa co
constructor of the dat&o-construction requires the researcher to develop questinmsg
the dataas it emergeghus guiding the direction dfitureresearch questions obtain rich
and insightful informatiorfCharmaz, 201;7/Sandelowski, 200p)Achieving this requires
adherence to thieindamental concept d@fitial purposeful samplingndsystematic
concurrentanalyss ofdata to inform future sampling questioiffie key activity is toanalyse
the data as soon as possidfier collection and before moving to the next data soiBicks
et al., 2019Sebastian2019) The constructivist approach acknowledges that the
epistemologyand ethnography of the researcheractive in identifyingareas of
relationships within the data for future exploratand that the final theory is aco
construction of knowledg®mrmed between the researcher and the d2t§ 8 RQQRU HW DO
2018)

Themajority of theparticipants were whahaybe described as a homogenous group of key
informantsrecruited by purposive sanipd) (llker et al., 2016Patton 2015). Key informants
provide the specific area of expertise required to answer the rese@siionhowever, this

may reduce the possibility of outlier or variable sources of information that woulal add
unique perspectivand experience of the phenomena being stuéiation (20155uggests
thatthoughthere is bias involved in purposive sampling, it is likely that views or experiences
will emergethat provide a comprehensive understanding of the phenamelea study. This

is an intendedonsequence akelecting individuals with specific knowledda.some
instances,teir views may also be known to the researg¥tech cancreat an element of

collusion, closenesand lack of objectivitf{Kanuha, 2000)In this study as part of the
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recruitmentprocess) alsorecruitedtwo participants that | consideredrveniencesampling,
andthiswasbased on my intention to recruit individuals with sector knowledgt did not
know inpreviouswork relationships. Thiprovided an opportunity to sele@articipantswith
potentialy differentexperiencesf the phenomena studiead therefore reduce potential bias
in the sample groupwingto the random nature of selection (llker et al., 2(Réfection on
whether my sample group pérticipans influenced my ceconstruction of the data

highlighted both the aspects of closeness and distance discussed by llkerNBOdpose

was to explore the experiencesheflth boargjovernance directorslinicians,and policy
staffas they engaged wlinical governance activitiehus because of thgpecifictopicsl

was researching | required a specific audigngrrticipat in the studyOne 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 thgdatambe
1982).Competency of partipants in this study is describedrlezr in the demographics

section proving professionattributes and qualifications that fit the key infamh

requirements. What is not able to be described, or could be known until the actual interview
is whether participants were reliable as key informanesaning are thegble to provide

honest and truthful insightthisbeingdependant on their level of comfavith the topic and
how it is explored (Godambe, 198Zhis aspect is where the relationship between
participant and researcheringstogether their respective contribution to the intervighe
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 ard exploring the narrative with the participant.

The section on my experience ofconstruction $eepp 75-82) provides my insights related

to interviewing partiggants 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 |
describedthere are advantagand disadvantageo former relationships and familiarity.
Achieving rich and deep data in qualitative enigpsirrelies signficantly on the ability to

create rapport and ease in conversation, without whiglexperience is less satisfying and
somewhat superficial; | described shades of this in the reflexivity discushiEm

interviewing those | did not know prof@enally (see p75-82). What isnot overt within the
interview scenario is the role that power and authgigly, whether that be positional status
or expert knowledgduring prior relationshipsn both participation and interactioAll of

the participants in this study, myself inclugled various experiences within highly
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influential and powerful positions. Not justerarchicapowerwithin anorganisational
structureputfor some political powerandstatutory power in some instances, and relational
power within the spheres of influence that eachsifeld. These factors wemmainly silent

in the interviewslIt was not overtly discussed, nor did it need to be. With hindsight, and since
| have acquiredhsight considering the unique and candid sharing of information from this
participant groupl have reflected on the hdén aspects of our professional lives; what we
GRQYW VKDUH ZKDW Za&hdikRvire\déisdlhR realisatisnknBRseabled me
to reconsider howositionalityduring professional relationships influences what is shared
and what is withheld, and with the insights gained from this stuldy this matters in our
professional relationshipsrom a political perspectiyéwas very aware ahesesensitivities
and also thaif | hadbeen in a working relationship apposedo a researcher rglprobably
these interviews may not have occurred. It is this shift in roles that afforded access to the
participants as there is distarareated by the passing of time that removes the anxiety of
sharing truthsPerhap is a safeenvironmenihen there is physical distance and a low
likelihood of working relatonshipsbeing reformedl am not sure | would have achievie
samedepth ininterviewshad | been aurrentcolleague and so the framing that we each
processed at the commencement of interviews enabled a degree of sepaiiestion that

| have touched on imy reflexivity commentarys whether there were critical influences that
occurred as part of past relationshifzany research influenced by these relationships
therefore biasing my focus and results? Did | favour some interviewees over others? Did |
treat all data equally? What did | ignore, or not acknowledge were these exclusions
biasedShould | havaised a differenapproach to reduce the opportunity for bias? | have
attempted to address these questaarslidlyin the ceconstruction reflexivity discussion

and the strengths and weaknssstionof this study however| am certain there amissed
opportunitiego improve or reconsider aspects of this study from a different perspective
opportunitieghat have only become apparent with the passing of time and the conclusions

reached

Transcriptios wereproduced in the days following each interviévis enabled an
improved recall of the interview and provided me with an initial perspectivieeatata. A

pause occurred whilst participants took time to check their transcriptions. Confirmed
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transcriptions were delentified, and an alphabetical code was applied before coding began
(seeAppendix1.7).

| chose to use selected methods fignounded theoryirgitial coding and intermediate
coding memo$ andapply concurrent analysis of the datssisted by the use of memos
Theoretical sensitivity to the datas it emergednabledhe comparison of relationships and
themes andubsequentoding.To addrigourto the research supported my analysis and
subsequent findings by accessing academic literature to support or chtliegéshat |
co-constructedBirks & Mills, 2015;Bruscaglioni, 206, Sebastian2019.

Initial codingwas the first phase of analysis. This involved reading eachskméenceor
paragrapho identify what was emerging in the data. | chose to use coloured highlighters to

ensure that | used a systematic approach.

Figure 1: Example of transcripanalysis.
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In Figure 1, as shownin the exampl@bove, gurple highlighter was used to highlight an
early code opeoplerelatednarrative.l thentransferred the code peopleto my notebook
coding page and highlighted it purpl&eeAppendix4.1 asanexample of transcript coding)
Next, Ire-consideredhe narratives highlighted in the transcripts to identihat aspect or
activity or event occurred in the transcriphis formedmy initial coding, providing deeper

detalil to the analysis

Figure 2: An example oihitial coding

Figure 2demonstratedie completedohase ofnitial codingenabing me toidentify what |
sawasthe natureor topicof what was being described. This process involved looking beyond
the initial preliminarycodeto identify what thedata represente&o,where the initial code
indicated P/ Reljpeople/relationshipthe next codasanexamplecouldbe dntegrity ', thus
P/Relintegrity (people/relationship/integrityY his process was repeated for each subsequent

interview, building on the emergent data.
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Figure 3: An example oihtermediatecoding.

Selectedmethod of thegrounded theory approatichoseincludethe production of memos
and the application of theoretics#nsitsation the aim being to note patterns and
relationships, or differences, and to identify areas to probe in future interviewsttataid
sampling decision@irks & Mills, 2015). | achieved this in a variety of ways, some |
consider messy and unstructured (yellow sticki@ded, and lists of notetiown in
Appendix4.6). | alsomappedthe narratives as mindaps,and these were assential
component of thentermediateanalysis that | conductddeeAppendix5.1 +5.19. This is

not to saymemos are unhelpful, but | found there is a degree of abstraction necessary in
looking at thisdatg and mind maps helped me conceptually to achieveptiase of
intermediate codingOverlap in the data concepts provided some complexity, but it also
clarified how significant the identification of relationships and pattertesqualitative
descriptive analysis proced% elaborate on the process of transcript anabsescribed in
figure 1, example of transcript analygisee p 88andfigure 2, exampe of initial coding(see

p 89), the mind maps | created were representative of an individual interview transcript. The
transcriptanalysis process exampieFigurel, example of transcript analygjsage88)
contained 14 pages of narratiihemind map created for this interview consistshe

following two pages of mynind mapof the transcript analysis Figure4, an example of
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mind mapping (see p 91¥lind maps assisted with refining thieatermediatecoding inFigure

3, example ofntermediate coding. (see p 90)

Figure 4: An example of mind mapping
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This process informed my thinkirapout patterns and relationships and enabled access to the
data in a variety of waysvhich | found helpful when drawing together the emergent

concepts anthemesAlso, this process, supported by my intimate relationship with the
transcript datgassisted with establishing theoretical sensitivity to the data.

Theoreticakensitivityis the ability to recognise elements that have relevameemerging
theory(Birks et al., 2019andplayed an important part as | navigated the .ddtavever,the
data identified areas that were unexpected which added to the deptia @hgosed new
perspectives throughout the analy&isr example early interrogation of the dathgure 5
example of early interrogation of the data, ) &@&ated questions akownin Figure 5 this

processenabled a deeper focus during future interviews
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Figure 5: An example of early interrogation of tdata.

As a final stage of comparison and analysis of thefddtaving theinitial and intermediate
coding procesd re-aggregate aspects of the data to connect coaled formthemes and
subthemes The purposef this intermediateodingwasto identify the when, whereyhy,
who, how and with what consequenc@harmaz, 2006)nitially, | grouped data withifiour
themeqseeAppendix4.4) butreconsidered whether thettemes'dabels” were
representative of the essence of the data. | went back to the data sources/agaially
deductingthat todescribehe consequences of the data,tttmeseeded taleeplydescribe

thedata,and this rdook evolved as three cotkemesnformed by many suthemeghat
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when viewed together described the essence afdtaecapturedrhese themes are
demonstratetielowin figure 6, core themdsllowing revision of data with sutheme

codes.

Figure 6:Core themedollowing revision of data with suthemecodes.

The data in its entiretsepresented much more than three setharhesThis 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 compelicguse | needed ook across

and into thedatg immersed would describe this experientas was how used the coding

andmy co-constructiorto makesense of thevhole picture of what | had discoverekt this

point, | created @anddrawndiagram representing tlessencef theanalysisprocessas

shownin Figure7, my big-picturemind map(see p 95 and alsdppendix6).
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Figure 7: The big picture minanap.
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My intentionwasto usetheoretical sampling, however, | did not achiévis due to
constraints as a consequence of Ca8d heoretical samplingims to fulfil the process of
pursuing Specific information that arise@luring analysisn a grounded theory studyBirks

& Mills, 2015, p.181) Thus,my application tdheoreticakensitivitybecame important as |
reviewed and analysed data to identify afeagurther inquiry. Isupportedhis procesbgy

the use of memaoseeAppendix4.6). | did not need to recruit additional participants as part
of this procesd. also returned to the existing daigpeatedlyto compare what haaccurred
earlier and in what contexb assess relationships goatternsthusenabling concurrent
analysis of the data

Saturation is associated with rigdn researcl{Morse, 2015h)Theoretical saturation is
satisfiedwhen additional data does mobvide 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 cordagitconceptuahterpretation that it
representgHennink et al., 2017)n this study, asthemesmerged, they were iteratively
incorporated into future intervievessdemonstrated in thedividual mind mapghat were
produced as eaghterview was considerg@eeAppendix5.1 +5.19. The mind maps

provided a picture of the emergguatterns but also provoked questions of relationships and
behaviours as events became apparent within the narrative analysis. | considered these mind
maps an essential component of my analysis pro€hssprocess enabledeepeinquiry

and exploration ofhe concept$o assist wittconstructing a view of what the relationships

and conceptwithin the data were reveali{@andelowski, 1995)Themind maps assisted

mein seeinghe characteristics of the data relative to the context of where andspbeific
characteristics emergedhisclarified the relationship and effect, but it also showed me
patterns of behaviours in differectntexts.This aided my understanding of the data from

different perspectives, which becahmgpful owing tothe breadth of data emerging.

One of the challenges in this stuayhich | have since considered more deeply by reading
Morse(2015b) was to know wheimformationdescribing the events that led to the category
formationhad become saturateahd it was this question that mattered toasgecially when

| looked atthoseaspects of the data that were not so evident in the majority of interviews
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Thequestion | asked myself was how would these change the context of what | was seeing in
the main essence of thata,and should I include these, and if | drebuld that change the

data substantively that stood out in its various pattdrosficluded that @ two events or

situations were the same, ltbhbse thahad characteristics that drew the data towardsto

the emerginghemearewhat | experienced as sufficiency or saturation of the (@&tase,

2015a)

Reflecting onimmersion in the datd foundit to bean interesting personal experienthe
SURFHVYV RI KHDULQJ DQRWKHUTV Y, Rhekthnedtisnghdti@hOHFWLRQ
the rationatyping andreading of transcriptalong withthe bracketing of information that is
outside of the research inquifffhereading and coding of whegpresentshe essence of a

S D U W L exp8riziiz&ythatanding back from the daiaterrogating the obviou$poking

for the less obvious, creatirsgnse out ainultiple experienceshat mattered to the
participantsFinally drawing it together into structuredset of codeand themess quite an
extraordinary experiencéhaveconsidered whetherave done justice to tle®ntribution of
theparticipants Was | fair and accurate, able to be present within the interaction, recognise
my biasesand deal with theHave lattended to my responsibilities as the researeimet,

used the data tauthenticallyrepresent what | constructed from the whate®e | conveyed

the participant's/oice in a way that is representative of the multiple experiences conveyed,

and if | havedoes it resonate with others?

| determineg after considering what saturation represents in this stodtyl had analysed
and consideredharacteristics and everntsat cumulated sufficient information to provide

validity to mycategoriegMorse, 2015a; Sandelowski, 1995)

Initial and intermediateoding,theoreticalensitivity, memosand identification of final
themesenabled distinct stages in the coding protesgork withthe emergng information.
The process afoncurrencomparisorprovideda backandforth process to enable an
improved conceptual understanding of the emerging data.oltiegcstages providedvaery
broad set of data withnoverlap of conceptand codedetweerthemesThis overlapof
conceptsvas an essentigharacteristic that eventuaklinabled me taonnect themergent
patternsaasthemesThethemedell theevolvingexperenceof the factors than this study

decreasehe ability tooptimise engagementhe emergentheoryin this caséecoms
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apparent when the questionvalfiythis ishappenings asked of thélata in its entiretyThe

answer to this is discussed in Cha@er

Rigour in qualitative research requires me to demonstrate criteria of trustworthiness in how

the research process and analygseapplied, and conclusions reached. Trustworthiness of
gualitative researchquates to rigar describeds truth value, applicability, consistency and
neutrality(Lincoln & Guba, 1986)Rigour in qualitative research is required to demonstrate
credibility, transferabilitydependabilityand confirmability if it is to be judged trustworthy

(Guba & Lincoln, 1994, p.114Yhe 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
considerd fair (Patton, 20%).

In this study credibility is demonstrated bgssessing whetherference are “accurate and

well-founded’ (Polit & Beck,2012,p.745) The question is whether the phenomena &s it

presented can be recognised by oth&hether the research appears truthful, @hdtherthe

research findings are plausible based on the analysis pro¢®asdelowski, 2000Also, is

the research expressedways that make sense to those who may have experienced the
phenomenaAssessing qualitative research is challenging as it is subjective and represents an
LQGLYLGXDOYV VSHFLILF H[SHULHQFHS#hHebWskE DOREQRW EH UL
1993) and so the issue of credibility is about describing and demonstrating the process of

analysis andhowthe research outcomes are described and written

Dependabilityand confirmabilityfocus orwhether the research is reliable. Glaaresearch
be repeated and produce the same réstitis is of course challenging when qualitative
research is conducted and oftditits commentary that it is not possible to repeat the
findings because of the inductive phaselata analysisMorse(2015a)posits that replication
of a project is unnecessary and undesirable in qualitative research. This me#entsa as
to theassessor being able to determine the worth of the qualitative research as the
relationship between tise contributing to theesearch and the researctsesubjective which
is considered a threat to validiggandelowski, 1993)r'his can be addressed éysuring rich
and thickdatais accessedhis beingdependent othoughtful and theoreticakelection of

participants and sample si@dorse, 2015h)In this study sample size wdstermined by
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constariy compaing data andapplicationof theoreticakensitivity, the sample size is

directly linked to the substance and quality of the emergen{idateon, 20%). Furthermore

this study provided a complex picture of the phenomena stadieslidenced 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 theaosfeing topic enabletthe

sharing of ich information This information wasble to be expressel@scriptively n the
datafindingsandsupported byhe multiple codes andhemesdocumentedluring 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 out¢@®olgn & 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 sesatibn and

key informant selectionontributedto the quality of the dateollected(Patton, 20%). Given

the distinct, but related discipline§the participantivolved in this qualitative research
transferability of the research findingspossible but would not be able to be replicated

owing tothe co-constructiomatureof theresearch outcomégnney, 2014)

This chapter has introduced tiemographic datand theanalytical processappliedwithin

this qualitative descriptive analysis studyave described the approddookto access
informationrich data sources, described the process of transcription and coding of that data
and how larrived at my construction ahemes| have followedhis by discussing the rigo
applied to conducting this study ahkdaveprovided dataexamplego support my process
Additional comprehensiveata isavailable withinAppendk 4, 5 and 6to elaboratenthe

processes applied

This study identifiedhreethemeghatrepresent the findings of this studiy.Chapter 5/0ou

will read about the role dfrust andReceptiveness and why this is important to the
participants in this stud¥hapter 6 introduces the roledwer andvoicewithin the clinical
governance environmerand Chapter provides a variety of perspectives that represent the

findings of theClinical and Governanctheme

| havepresentedhefollowing chaptersn two sectionsthefindingsbased on the participant

narrative followed by a discussiogection The discussion sectiancorporatescholarly
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literature of relevance to the defindetmego assist with understandirnige connection

between the data and current theory
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This chaptepresentshe firsttheme Trust andReceptivenesresented in two sectiorls,
provide thefindings of the study, followed bydiscussion sectiothat explores theoncepts
of trust and receptivenesEhe study findings are then exploiadhe context oturrent
scholarly literature¢o assist irelaboraing why this category is significant within the study
context.In this chapterl find that trustand receptiveness are entwined, both dependent upon
each other to enable the formation of a trusting relationship withinetiéh board
governance enviranent.Whilst this studyfocusse®n identifying factors that optimise
engagementhe findings indicate that receptivenesthis initial determinant in whether one
chooses to engagéhus, you willreadthatparticipantsiprior experiencemfluence their
willingness and openness to engage in the clinical governance relatioNleie | have
guoted from an individualarrative, | have used tladlocatedanonymous alphabetical

identifier at the end of the quote in brackets.

Participantsn this studyconveyed a strong sense of how relationships influence clinical
governancenteraction, whether around a board table or other forRakationshipsnatterto
everyone; good relationships foster a sense of belonging and pride, whereas poor
relationships leave feelings of resentment mngtrust Individuals sounded warm and proud
as they conveyed a shared sense of belonging to their comnRanitigipants described the
great qualities of their colleagues and a deep respect foctimemunity. Respect and
valuing emerged strongly when related to their place with relationships described as open,
transparent, and sharing. Engagement within their environwentescribed as a regular
activity with information sharing being easy, especially in small organisafitiespersonal
connection between their team was important. It was clear that they understood their
environment intimately. All were keen to discussrticénical governancexperience and
were mostly passionate about shatimgir views and opinionglowever there were some
anxieties about how to safely share their past experievitetheseconcerns posing a
potential risk to participants as they made clear todnmuldn't want this in the public

D U H RditicipantB), and so almostmmediatelytrust entered the conversation.
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Trust within relationships emerged stronglyust in the context of the interviews signified

safety, freedom to speak plainly, freedom to share openly, to be able to debate, to deal
FDQGLGO\ ZLWK KRVWLOLW)\ D Ra@ichaRtskesyridad tidd &K RWKHU TV
intrinsic to engagemen§f trust is lacking, you just can't have engagememtj§isynot

possible’ (ParticipantB). Intrinsically embedded, sometimes overt, but often hiddesthe

effect of poweion trustin the clinical and govermeeboardrelationship Appearing mainly

in describedehavioursrecalled relationshipand conversation#, was clear thapower and

how it is usedmpacttrust.

Trust enabled consensus and understanding by talking plainly and dealing with the issues in a
safe environmenflrust was not just about governanitepplied ¥ight down theOLQH "’
(ParticipantF). Trust also signified that another's opinion was of valtieat what they had to

say mattered and deserved the time to work through the Bsaigwork requires trust,

especially where teams are diver8st homogenous(Participant=). Differentskills were

to be valued and open communication meant #vatcan talk about the things that matter
(Participant~). Being able to discuss the things that mattered emerged as important to
participantsand 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 dynamicThis was countered by described positive relationships betywestnance
directorsandclinical within smallercommunitybasedsettings However, the role of

clinicians advising governancirectorsremained a challenge due to the nErdncumbent

lay governance directote deeducated ParticipantE), creating concern that clinical issues

of significance may not be well understo@bvernors and clinicians experienced this from

their individual or organisationglerspectiveand the differing perspectives created

difficulties that emerged as tension and disconnect.

Governancelirectorssometimes felt dominated by cliniciai@inicians were described as
powerful? they had the professional expertise that governors could not legitimately
challengeand they were able to cite patient safety as a reason to gain the upper hand known

as 3N clinician'sF D URafticipantH). Governancelirectorsfelt caught in the middle as
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they faced having to make a choice based on being reliant on the knowledge of clascians

evidenced in this quote

, PHDQ LI WKH GRFV VD\ LI \RX GR WKLV RU \RX GRQY\
\RX PLIJKW LQWXLWLYHO\ WKLQN DV D JRYHUQRU \HDK
else is gonna digit's really hard to argue with that because if you ignore the advice

and something happens you egsponsible, sthe power dynamic is quite different to

a normal commercialrganisatior(ParticipantB)

Clinicians on the other hand, felt dominated e governancéoard Clinicians saw
governancelirectorsas powerful, especially related to financial cont@inicians felt

frustrated resulting in feelings of the patient not being the priority, and therefore quality of
patient care or accebgingaffected.lt also signalled disrespect for the experienced clinicians
who deeply understood the services provided andahstdong knowledge of their community
needs Thisresulted in organisations feeling disténaim the urban areas andn the outef
(Participantl). These feelingand experiences emerged when decisions were challenged and
led to some participantiescribing the benefit of joint governance and clinical r@esne
described joint roles as an advantage as ¢bajdunderstand both perspectivétowever,

what also emerged was their view of the importance of clinical knowledge latadhe
governance tabl@Vhat | bring to the table is my clinicalV L PgdrticipantC). Clinical
representation and behaviour in teardroomwerenot always viewed positivelyespecially

as so much of thieoardgovernance activity is reported bye media with public perception
strongly influencinghe governance decisiarbhis affected alparticipantstrust inthe

governancerocess

Public media was describég someas a powerful tool to create further division anidtrust

between governanabrectorsand clinical particularlywhen access or reduced services were

the subjectMedia 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 iwithedia

clinicians securing thénobler andholier” (PaticipantB) labelby the public.Essentially,

there was a sense of unfairness because the support for medical practitioners from the public
wasvery high.In turn, this feeds the sense sdéparatenessnd that governanairectorsand

clinicians are divided.anguage such a®ealth E R V VR4NiCipantB) or Health
EXUHDXFUDWY DUH WKH UHDVRQ ZK\ WKNQHRMtipaNY HQR X JK
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B) were said to create a divisive public view of the sysiBmstbasedelationships

appeared harder to achieve in such an environment of uncertainty and this was nicely
captured?®ou are never gonna get trust because one side is trying to maximise their position
and the other side is trying to defengasition” (ParticipantB). Therefore, the issue of trust

and trust being aecessary attribute to encourage engagement became increasingly
significant within the context of forming supportive and cohesive relationships between
clinicians and governanahrectors 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 formingstbasedelationships.

Receptivenes®r the factors that influence and shape receptiveresrged 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 avéicconflicts with management, governarimsards

clinicians, and external agenci€s/eryexample involved people and the effect the

interactions had on the participarnit#ra andinter-disciplinarymistrustand disrespect

emerged duringheinterviews, this related to all layers of management and committees and
highlighted thaensionsetween primary and hospital practitioneranagenent and
clinicians.There was a lot of emotion and feelidgringthese interviewsHierarchy inlarger
urbanhospitalsin towns and citiethat provide emergency and specialised servgces
commonlyexperienced as dismissive of general pracBcefessional knowledgef general
practitionersvasdismissed bynore juniormedicalindividuals with less experience

Participants experienced this as disrespebtigked on the advancedility of primary

healthcare clinicians to rapidly assess and know when referral to acuteasarequired
Disregardinghe competency afenior general practitiongwas feltto beinsulting 3You

know a general practitioner will call up a registrar and the registrar wsladigxperienced
general practitioner(Participant). Therural providers felt that they were treated less
inclusively in communication from larger provide®BecauseZH{UH DQ@H*@RQITW JHW
the same level of information &HBs “ (Participantl) 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 abitnt whole wayorganisational functianinsteadof
viewing itasindividual parts during clinical and governanoearddeliberation.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 pri@diepetency and

skill in being able to navigate these compegtimperatives 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 communicatiochP JRQQD
wanderdown the corridof (Participant ). This was a positivaspect of organisational size

and made a positive differenceconnectionSmallorganisations seemed to connect more
informally whichis described as a benefit when dealing with concerns and itenmreduate
crossservicecommunicationThe rural services appreciated the impact on their service
delivery if they are not working well as a teawting that if staff resigrthe results can be

dire for the communityor onestep away fromG L V D YPaktieiphntC). However, what also
emerged was that when issues airsemaller organisationghis appears to have a negative
impactonrelationships and trust, especially so when the issuedhe &ealth 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 featureavithin many comments mainly related to lack of time to sit, talk, and

openly engage on issues thadtter

WKH SUHVVXUHY DUH RQ \RX VHH ZHYYH JRW WR GR Wt
Z H 7 g6Ho0 go to see a patient, oh my god, you know there is no time to do this

(Participant).

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 takealighe O H D @rirelaivdihindered opportunities to engage
authentically, build trusting relationships and gain organisational insight. Lesakergork

to make time to connect with staff were felt to #special S H R SRaiticipantB). They were
perceived as workingpwardanimproved understandingf anissueand identifying

individuals who are ready to engage in a quality activity, althdlgbe individualeaders

were described a3dU D UPHIrticipantB). 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 activiti§<O O
ZRUU\ DERXW LW DJDHXV Ra&tdiQantl), lereatiRg\bakigrs to building good
trust in boardnteractiong it simply seemed to make it harder to hold safe discussions and
deal with hostility and issues. Hostility also emerged as affecting receptivenesasaand w
linked totheinability to engage well on essential issuastead becoming defensive
Everybodyturns L Q Z D WP&ticipant-), blaming others3Thetrouble lies in those people
over theré (ParticipantF), and individuals losing sight of the case they need to resolve

3: H 1 Yoken herso many timebefore” (ParticipantB). Suchresponses appeared to lead
towards undermining opportunities to be receptiRagticipants shared past experiences of a
variety of organisations and how their experiences changed the way they feel now; stories of
how Zulture gets into theZz D O Bawticipant=) and how strongly that culture, especially the
negative aspectsemainsover time, sometimes emerging when thingsiotogo so well

Yoom, and it's righW K HRakiCipant-) reflectedthesdessthanhappy memories.

Memories of experiences that were not positive reminded some participants of what mattered
about their experiencesdhow they wouldhot conduct themselves in future roles as they
experienced a poarganisationatulture.

, 1 6ékn differenthings,and | think the mosmportant thing is the relationship
between the board and the company, the people in fheen beantagonisticand
some organisations aam absolute disastéFheyhate the board and things don't go
well (ParticipantC).

The impressions left from past experiences emerged as particularly posveifig
reflection upon padituations thatesulted in negative memories; these memories provided a

comparison for some e better relationships which were valued.

To summarisehis section,| have describedhat | have interpreted from the data that
informs the category of trust and receptiveness. | see that for, thanyost significant
influencer in establishing meaningful authentic relationships iadkien of trust within the
inter andintra-disciplinaryrelationship. Past and current environments where trust has not
manifestegositivelyappearto changean L Q G L Yslagpolcdfthe governancboard
conversationConsequentlyl see behaviours such as conscious withdrawal broand

governance conversations as a powerful way of demonstrating dissatisfeatiothers
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deflectingand externalisingheir frustration results ifurtherestrangement and resultsan

broader impacbn an organisatiof§ internal culture.

This discussion considers the relevant literature in the context chtbgory of trust and
receptivenesand exploreshis themeof optimising engagement opportunities in the clinical

governance environment.

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 thagmergedrequently andvas applied throughout the multiple contexts of

the conversationgdividually and organisationallyAs a construct, trushay be considered

within an individual or organisational context, but regardlegsast is said to be based
relationshipgMayer et al., 1995and this is certainly consistent with wipairticipantsn this

study expressed.

Definitions of trust are cited in contemporary literatyet,the original definitions began as
early as the 19508/ ellinger, 1956)ncreasingsince the 1980&henthe concept and
exploration of trust became more prevalent as a featwrgahisationatulture and structure
(Mayer et al., 1995)Defining trust is about expectation, potentislappointmentand the
choice to be vulnerable, whereby individuals rely on the openness and reliability of others
that theywill perform the task they promised to do, and be sincere and honest in their
intentions and motiveEvans & Krueger, 2009; Robbins, 2016)

Trustfulfilment requires two individuals, or parties, that are willing to risk the vulnerability

of trusting anothet the trustee and the trust@iayer et al., 1995)The notion of trust is

rooted in thegremiseor expectation that the other person will have concern for your interests
and therefore be authentic in fulfilling the trust relationg@pson, 2006) This was not

experienced by sonparticipantsn this study.

Trust consists of two components, the cognitive and the affd&irdem & Ozen, 2003)
Cognitive trust emerges early within team relationshipereteamwork, valugsand
cooperation are the focuSometimes this is described as the hygiene faatdiaeming
relationships, whereas the affective component of isustiated to emotions and responses to
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situations that create concern or woffe affective responses change the way individuals
feel abouta situation and thesychologicaimpact of the evenlarvenpaa et al., 1998)
Sometimes confidence is confused with triistist is described dhefaith that others will
commit to what they havagreed Confidenceshould nobeconfused with trust as the two
constructs are differenThe rationales thattrust is based on the motivations of others that
cannot be known until they are fulfilleahd trustworthinesthen becomesvident whereas
confidence comes from experiencing trust fulfil{gtarrison & Smith, 2004)Theexperience
of fulfilled trust leads to theoncept that someone is trustwor{iayer et al., 1995)

Trustworthiness in relationshipsfounded and grosmwhen trust becomes establish&tle
traits that indicate trustworthiness in others inclokaracteristicsuch as discreetness,
availability, competenc@pennesspromise, loyalty, receptivity, fulfilment, altruism,
reliability, shared values, feedback, expertise, judgement, benevolence, @adreputation
(Mayer et al., 1995)Thus,many factors commmto play when assessing whether to trust
another andhisis determined based on assessmephafacteristicand actionslt can be
situationspecificandrely on individual factors ohtegrity, ability, and benevolencéMayer
et al., 1995)For example,ntegrity is important in relation to being judged trustwordng
relates specifically to past actions and morality, the congruence of past behaviours and acts
that remain consistent over time. Perception of integrity featsinegportant in how we
determinewvhether someone has integityntegrity is considered aantecedento trust An

L Q GLY Ilp&ceptionoVanothes H U VilRegritywaffectschoicein building relationships
(Mayer et al., 1995Maintaining integrity withinatrustbasedelationship requires

motivation and how motivation influences trustworthinessaatextsensitive

Whiteneret al. 1998)applytheories of motivatiomo examining organisationalelational,

and interpersonal behaviours that either encourage or constiationshipformation based

on trustworthinessSocial exchanges take the form of providoemefitsto each party as a

form of reciprocity and therefore bding a foundation of trust ianeanother. Whitener

notes that social exchanges attend to either intrinsic or extrinsic motivations that drive
individual behaviour. The key element here &t 8tcial exchange fostethe exchange of
advice or encouragement to othérhisenables the beginning formationtaistbased

relations. Aspects of the befit of this approach emerged in the narrative of this study related
to lay directorship orhealthgovernance boards and the benefits of clinicians connecting and

supporting lay individuals in a supportive amah+confrontingway to build trust in their
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relationship. Fundamentallyrust is relationa{Davis et al.1997) Understanding what it is
within a relationship that makes behaviour trustworthy reqtiv@sghtfuland consistent key

behaviours and congruence between action and wdrdgener et al., 1998)
Whitener§ model of trustworthy behaviours promotes five core comporEmse are:

1) Behaviourakonsistencyrepresenting reliability andredictability Consistency is
viewed as a predictor of behaviour and helps to build trust in future interactions and
relationship(Lewicki & Bunker, 2012; Shockleyalabak & Morreale, 2071

2) Behaviouralntegrity: representing consistency between words and actions including
demonstrated attributions such as integhynesty and morality. This includes
telling the truth and keeping promig@gayer et al., 1995)

3) Sharing:involving employees and subordinates during discussions and debates
indicates a level of trush the HP S O Rink¢Rti§invto trust their manager. This
perception of trust increases when employees are asked to particigatésion
makingandinvited to influence some control over their work role as well as voice
their opiniongTyler & Lind, 1992)

4) Delegation; delegation is experienced as a social reward for stafidicdtesrespect
and approval, which increases trust in the relationgdgsen & Jerdee, 1977; Tyler
& Lind, 1992)

5) Demonstration of concern; often called benevoldMayer et al., 1995)This
attributerecognises 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 interestthre welfare of the othdt.ewicki & Bunker 2012;
Whitener et g11998)

The combination of theomponents ofrustworthinesss supported as a social exchange

model to improvdrustbasedelationship formation within organisational structures.
Maintainingtrustbasedelationships does require commitment and repeated engagement and
communication to ensure willingness to engage in trusting relationships @rewski &

Bunker, 2012; Whitener et al., 1998yust as a construct is important in all relationships and

is particularlysignificantin organisations of complexity where multiple relationships and
activitiesrely on each othgiErdem & Ozen, 2003All organisations have a form of

hierarchy, even though some promote-seffanising teamand social relations based on

peer status and professi@uchs, 2003; Whitener et al., 1998)

109



In this study, interprofessional relationships emerged as comptedat times oppositional.

The oppositional experiensappeared related to differing drivers and valuesiof HU\RQH TV
position,for instancethose of clinical imperatives versus fiscal constraints or clinical

autonomy as opposed to government polfthin this contextthetrustbasedelationship

is directly challenged, and relationships sometimes become fraciudenay result in

distrust

Distrust mistrustor violation of trust presentssignificant challenge to professional
relationshipsasit is almost impossible to repair reconstruct trust meaningfully once it has
been violatedLewicki et al., 1998)There is debate as to the notion of polarity between trust
anddistrustwith some suggesting that within interpersonal relations there is a continuum of
trust todistrust(Schoorman et al., 200Qthers see trust amlistrustas rational choices that
can be applied in conflicting situations, and thatstages of trust ordistrustcanfluctuate,
situationdependenfLewicki & Bunker, 2012) There is also discussion regarding low trust
not being the same as high trust, and ligtrustnot beinglow trust and these conditions
represent distinct differences in the way individuals behave. Tcclalfy, anindividual

may have low trust in a colleague arriving on time for a meeting, but high trust in the
individual performing a surgical procedure weknd so these facets of the continuum enable
fluctuation of the expectations ttistbasedelationships. Differenfiacetsof relationships

that change depending on the situation rely on the relationship history and the common
experiences of individualdewicki et al., 1998)Thereforefrust can move between trust and

distrustdepending 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 tdgitrust, distrust,and

violation of trust are a major challenge associated with-prafiessional relationships which
have a large effect on the U J D Q L Yé&favrhdR€g avd culture. Such violation of trust
negatively affects communication and reciprocitg @an be damaging to organisational and
interpersonahealth(Lewicki et al., 1998)How distrust manifests can be disastrous for

future professional relationships and understanding that impact provides someimsitie
challenges faced by organisations vathistory of trust breakdow(Fulmer & Gelfand,

2012) This studydemonstrated these dualities throughout the narrativiesadth board
governancelirectorsand 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 governandeoardsin an impossible situation, whereby bad things may happen to
patients, and the risk of trusting meant others may be impactedeive lesser services that
placed them in an impossibdeiandaryieadingto a situation otlistrust

Distrustpresents in a variety of behaviours including waringsspticism defensiveness,
watchfulness andigilancewith many of these affective states being hidden and not obvious
(Lewicki et al., 1998)Whilst sometimes not ovethese affective states create barrterthe
formation of constructive relationshipehese affective states may hdween reinforced over
years of repeated encounters that strengthen aenfoecethe negative feelings and build
furtherdistrust(Barrett & Russell, 1999)

This relationship wherdistrustexists is tense as ofteweryoneelies 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 perfarenanproblem withcompliance
basedmonitoring, especially when working with clever peofikoffee & Jones, 20073 that
determiningW UXVWZRUWKLQHVYVY FDQ EH H[SHULHQFHG DV FDOOL
competence resulting in further suspicion about whether one is trusted(bfayer et al.,

1995) This situation engenders more defensiveness in responses teeqthestor
communication, especially by thoa#o are perceived to be powerfot have authority.
Eventually this spiralling system of control leadstte deterioration of the cultural climate

in which trust is required fahe effective delivery or management of services or
organisationgZand, 1972)Within the context of this study, | found that increased
defensiveness amdistrustreduce the willingness or ability to participatgmoblemsolving
activitiesandleadtowards a lasting decrease in effectiveness or participationeffac
rendered the relational aspect of trust meaninglessesntied inwithdrawal from social

exchangeg¢Schoorman et al., 2007)

Withdrawal of participation or interaction emerges from the past relationship and experience
that directly influences thé Q G L Y Id&isiBnCay % whether to engage in the act of trusting.
It is a conscious choice based on prior experience as to whetherdsapgointmenor take

the chancata positive outcome. Such choices involve personal risk and therefore have an

emotionaleffectonthe individual because of their vulnerabil{f§kinner et al., 2013)
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Hall et al. (2001)eflectthat 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
impossble to restoreEssentially, our past experiences change useunbciously? they

shape our approach to future encounters or interactions, and often we are unaware of our
level ofreceptiveneswhen we attempt to engage in so@athanges, especially those that

have been experienceddistrusing (Barrett & Russell, 1999participantsn this study

shared their experiences@icounters that they described as lacking in trust, and this
influenced their subsequent receptiveness towardagaging with the person or grodhis
effectresulted in them feeling it was impossible to fortnustbasedelationshipwithin the

institutional settings adboth clinical and health boagbvernance

Receptiveness is described as an iptsonal social construct dependent on the relationship
that individuals form(Minson & Chen, 2022)Barriers to being receptive thers'

perspectivesr points of view were evident in the narrative, with examplestwhidation,

bullying anddismissive behaviours. Receptiveness is characterised by the willingness of an
individual to consider andssess contradictory opinions from an impaxi@lvpoint(Minson

et al., 2020)This communicatioms described asonversational receptiveness whereby we

use our language to communicate our willingness to thoughtfully engage with others, even if
they hold opposing views to oufgeomans et al., 2020pPne of the challenges faced in
complex healthcare system relationships is the ability of individuals to navigate relationships
thoughtfully, even though there are opposing vieWmis,the abilityto lead individuals

through difficult conversations is important within the healthcare context.

The benefits of receptivenessdimerviewsarean improved and balanced source of
information exchangthusenablingdifferent perspective® improve debateThis exchange

can be a challenging conversation requiring a courageous approach, which jiseerae
ability in many situations where opposition is being debg@t&dson et al., 2020)Ultimately

this contributes toward the purpose of governance oversighdeliberate well for thevell-
beingof the organisatiofBird, 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
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WKLV VWXG\TV QDUUDWLYHV ZKHUH HPRWLR abiépdhR'QWUR O

experiences.

$ FKDOOHQJH RI EHLQJ DEOH WR EH UHFHSWLYH LV WKDW F
response to subjects or activities that invoke negative menfimmaghe pastThese

emotional or affective responses hinder the ability to rerf@en” or receptive toD QRW KHU TV
viewpoint, thus creating a complex conflict situation requiring careful negoti@anmson &

Minson, 2022)Emotional responses emerged from the participants in this study when

sharing memories dheirinteractiors. Role identity featured within these memodase

differences betweethe opinion or view of clinicians and governaraieectors the difference

in professional respect between primary and secondary clinicians and govéroartiseand

the relationship with external agencieh each of these encountesntainingconflict

elements rooted in prior interactiofSmotional responses can be diffictdtunderstandThis

emerged for those participantéo shared their experiencestwiw they are influenced by

their past exposure to difficult and emotional clinical situations, something thafinmmans

could not relate to becausé W TV H P E H GG @artiQipaR&).U

Four factors influencendividuals'affective emotions when faced with opposing views
(Minson & Chen, 2022)

1) Negative emotionarethe first factor to emerge when encountering negative
attitudes or opposingriewsandmay include angefrustration,and disgust

2) Curiosity is the secondactor,encouraging individuals tdemonstrate a desire to
achieve more insighnto the topic at hand

3) Derogation of opponents the thirdfactor;this captures the negative beliefs
about opponents

4) Taboo issuearethe fourth factoandrelateto topics that areff-limits andwill
not be voiced at a(Minson&Chen, 2022)

Minsonand & K H @dfRjindicatesthat all four factors become active when encountering
individuals with divergent viewsf themselvesBecause this iexperiencd at a
subconscious level it is difficult to change &rQ G L Y eSponse. | V

One of the challenggwesenin situational and interpersonal receptiveness to others is that
we are in the moment as we cognitively and emotionally respond to the other (dirssom

& Chen, 2022)This practitioner studglescribed boardroom interactias a dynamic
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environment in which participants functidlinsonand Chen (2022xplainthata good deal
of cognitive activity occurs rapidly during these interactidrge act of assessin QRWKHU {V
body language, verbal cues, intonatariacial expressioniand body position is a continuous
process that tells us important information aboutcmumterpartvhichis quickly determined
sulronsciouslyas towhether they appear receptive to ihieraction Interactions create a
fraught dynamic coloured by the political, interperspaatl situationatontext in which the
interactiontakesplace(Yeomans et al., 2020pne of the challenges faced by individuals in
generalkcommitteesor groupsis that often we cannaiccuratelytell how the other individual

is experiencing the conversation and this cregpg®rtunitiedo misreadcognitive processes
in others resulting in a fraught and inaccurate perception of the perceived rgdpimssa

& Chen, 2022)

Theparticipant narrative imy study described the difficulty of establishing relationslinps
the boardroom environment and tidvantage of informal engagement durrgrdroom
breaks. Participants described times outti@éeboardroom where conversation flaxasfree
and more spontaneaukhis enabled candid communicatiomhich in turn increased
receptiveness to communicate more openly within the group setting. Importantly for the
participants in this stugyhis activity wasfelt to increase suppoifr both professional and
lay individualswithin theboardroomenvironment and some participants felt more
opporturties for open communicatidhatcould increase connection between governance
directorsand clinicians. This was especially relevanpadicipantstcommentaries this
study consistently highlighted the normative rules of engagement bef\weemance
directorsand theR U J D Q L étBfWvheRe@lffddmmunications from the board go through
the chief executive to staff amlanagemenrdnd viceversa. Rirely do board governors
breach the governance maeragent divide.

Thus,trust and receptiveness are important in enabling the interactive engagement between
clinicians and governanarectorsin the healthcare environmehtnderstandinghe act of

becoming engaged requires an understanding ofredgptiveness important in the context

of trustbasedelationshipsindividualschoose to engage if they feel supported and safe

within their work environmenirhus,understanding what engagement means from a

psychological perspective may help organisations to make seimsbvidual responses.
EngagemenHPHUJHG LQ OLWHUDWXUH IROORZLQJ .DKQTV VHPLC

psychological constru¢kahn, 1990andhassincebeenwidely discussed in literature
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(Bolsin et al, 2018; Classen et gl2011;Macey& Schneider 2008; Magt al.,2004;Saks

2006; Saks 2008; Saks 201Bnhgagmentcan bedescribed as when an individual can

express themselves, physically, cognitivalgd emotionally, and show their true selves

during their work performanggahn, 1990)Personal engagement is described as when one
candemonstrate their preferred stlin other wordsbe 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 suggestthiateferred self enables physical
involvementin tasks, teamwork, cognitive vigilance, and empathic connection to others in
the work they are doing. Being engaged enables individuals to display what thaydeel

think, express their valugand improve their connection to othékahn, 1990)In this

study, participantnarrative tel of experiences that led them to be resistant toward future
engagement such as splitting behaviours between clinicians and govetinacies

blaming others rather than attending to the issues, and objectifying individuals in a
GHURJDWRU\ ZD\ ZKHQ WKLQJV Gpoesf sfacidrstAatidl@nas X FK H[DP !
future choices to engagé/henindividuals had no choice but to engage, it had a damaging
effecton theway they felt about theelationship This reluctance to engage presents a
significant concerin the clinical governance environment where openness and transparency
of communicatiorare crucial elements of risk managemarthe modern healthcare

environmen{Nembhard & Edmondson, 2006)

Nembhard &Edmondsor{2006)highlight how healthcare interactionsvieevolved over the
decades, resulting in greater reliance on effective communication and integration of practice
across the discipline$his has evolved significantly atinical practice has become more
specialisedvith the depth of expert knowledge increasingéocommodatscientificand

practice advances. As a consequence of specialised knowledge, the connections, interaction
anddecisioamakingbetween multdisciplinary specialisthaveincreaseciddingcomplexity
andtherequirement foeffective conmunication anaollaboration between clinicians to

reduce the chance of eriddembhard & Edmondson, 2006jowever, to be fully engaged

within our workenvironmenis not as simple as we might thinkhe narratives ithis study
highlightedthatwhen individuals havexperiencd negative organisational culture
behavioursintimidation,or threatsat times of stress @rovocation can lead to an inability

to become fully engaged. Appreciating factors that enhangagement requires us to
understand the psychological influences and conditions of engagantthese are

applicable in any healthcare setting, including the boardroom
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Three psychological conditions are required to achieve personal engagement; psychological

meaningfulnesgsychological safetyand psychological availabilitiKkahn, 1990)

x Psychological safetyapplies to the social systems, the way an individual is treated,
andwhether they feel others are trustworthy, predictable, reliable; sppportive,
andnonthreateninglmportantly this is demonstrated when free expression occurs in
group situationsndwhenleadership and management behaviours are trusting,
consistentand competent.

x Psychological meaningfulnesequates to role fit, work interactions that promote
dignity, inclusiveness, professionalisautonomy, feeling valued, afeingable to
give and receive in the work role.

X Psychological availabilityfocusse®n the ability to be present physically and
emotionally Psychologicaresourceso perform the role at harwhn be compromised
by individual distractions that preccupy lack ofphysical energy, fatigugioor
emotional capacitylack of confidence imabilitiesand status, sefonsciousness,
ambivalence with social systems within the organisation, and issues outside the

organisation that consume conscious effort.

FurthermoreKah Q Wdrk demonstrated that individuals felt psychologically safe in

situations where they trusted they would not suffer for their failures, and experienced
consistent and nethreateninggroup or individual interactions. In the contextloi 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 addresse@thers found time pressure anwdrk demand competing with clinical
governance prioritisatioandfatigue fromthe pandemic response, and others experienced a

lack of perceived respect and communication from other age&oe® participants

described these as affecting their willingness to contritageoup or individual situations
Behaviourswvere said to haviermed over many years and continue to endinese patterns

of behaviourareconsidered an undesirable product of organisational culture.

To summarise this chaptergcdncludethat relationshipgiescribed in thisategoryare
fundamentallyirustbasedThe findings when discussed in the context of the literature help to
explainwhy trust and receptiveness are significant aspects in achieving engagemngnt

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 thefollowing chaptey! introduce the findings andiscussion of the secorideme Power
and Voice | present my findings followed by a discussion sediii@t incorporatebterature

of relevanceo the study findings
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This chapter introduces power and voitee secondf threethemesdentified in this study.
Presented in two sections, the findings of the study, followed by a discussion section that
explores the conceptd power and voice. The study findings are then explored in the context
of current scholarly literature to assist in elaborating tigthemeis significant within the

study contextln this chaptenr identify that power and voice are present within the clinical
andgovernancéoardenvironmentsometimes portrayed positively, although in this study
they assert a negative influence on formaémgaged relation¥.ou will also read that whilst

this studyfocusse®n identifying factors that optimise engagement, the findings indicate that
power and its associated philosophical relationship with expert knowtedigke with

institutional power and dominatiofhis collision directly affects the ability to engage well in

the clinical governance environment

The powerdynamicwithin the boardroom of health is possibly unigWhat is clear in the
narratives is that cliniansare seen as the power holders during clinical governance
discussionsExpert knowledge changes thewer basé governancdoardswveredescribed
asresponder$o clinical advice, but it is also held to ransomtly impact of not listening to
the clinical perspective. This applied to patient outcomes and fiscal perspective because

clinical staff had thelpower to make differences that could save mdrEgrticipantt).

Governancdoardsand clinicians often have different imperatives; one hasegonsibility
to governandthe authority to impose government policy amdndateswhilst the other has
theresponsibility to deliver safe, professiohalalthcareservicesand risk sanction by

professional regulatory agencies should erroffsitures occurOftenthese 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 decisiddswever, governancdirectorsperspectives were
influenced by previous experiencestloé poorbehaviour of clinicians and for some this
changed their ability to engage openly. Clinicians were said tdijsk away” (Participant
B) if they did notget what they wantetbut governancdirectorsandoperational

managemergtaff were unable to do thatlow cliniciansuse 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 participantsdescribectlinical representation at theealth boardjovernance level as
important. Clinical advice mattered, thaw they interacandfeel about the conversation and
use their influenceither hinders or helgbeboard reachwvell-informeddecisions. Some
shared how communication is used to influence or nuance discussions, sometimes positively,
but also to intimidate either withior outsidethe boardroomfactually quite overt aggressive
responsé (ParticipantB), andas well,blatant dsregard of governandmardauthority.
Clinicians were described as sometimes using their influence to gain public support by
communicatingusing media to dispense divergent propaganda related to governance
decisions and healthcare issu#sis was seen as diminisig the role governandeoards

play in managing healthcare aadsuringthe clinicians retained public support as sides were
taken bythemedia. Others describetiniciansassimply withdrawingfrom conversations

and participation, or less overt ways of communicating dissanh agacial expression,

sending textsor in some casephysical behaviour to provoke intimidation.

Fear of being open during normal governaneardrelationships and discussions was
expressedThenarrative inthis studycapturedexpressions of fear if confidentialityas
breached, this risk worried some participahi4 jGst gettaken apart if | said this ipublic”
(ParticipantB), and this appeared to manifest in the inabilitppenlyconfront challenging

situations.

Participants reflected on difficult situations thaadre at times shocking, howey#re
boardroom environmentas notalways able to deal with hostility and conflict at the time of
interaction. Many participants this study were able to share memories experiencesf
hostility, bullying, intimidation, collusiorfinger-pointing, blame and splitting. Coercive
power by clinicians emergeédovertbullying behaviours, standing over and speaking down
to noncliniciansin dismissive andlisrespectfutones and usingntimidatinglanguage Such
tactics were described atfibsewho dared challenge woul@et doneo ~ (ParticipantB).
Behaviours of this nature were relatively overt and rarely challerigeds described as
%establishedulture” (Participant) and ¥he way ve do things aroundere” (Participant=).
Theculturalbehaviours described within this study suggest that tharkack of ability to
respond to such behavio@ollusion and condoning of poor behaviours attdudes were
remembered,sawasa sense of impotence as to how to addoessviours oindividuals
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who are very powerful and oftdmullies” (ParticipantB). Deflectingissues thatreated
tension towards others within and external to the boardroom tended to occur instead of

addressing the isssi@irectly.

Very few participantsn this studydescribed an ability to deal with conflict during
interactions. Where participants were skilled in confliethagementhis contribution was

thoughtfulandconstructive demonstrating a deep understanding of the hcaondition.

divisions start to occur undpressureand everybody turnewards, everybodgays the
WURXEOH GRHVQYW OLH LQ XV WKH WURXEOH OLHV LQ W
something right, the wdie, everything would be bett@ParticipantF).

These were very significant contributionghés study because they added reason and
rationality to the discussiofit. became clear th&b 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 responsibilithéassues and

working with whatever emerges was described as an important part of managing conflict.

Power and its impaan relationshig was evident in most interviews, but the actual process
of intervening or how to change this dynamic was not so app#ireaemed paradoxical to
speak of solutions but néllow through with action, leaving the sense that power was at

work even when awareness of behaviouasapparent and overt.

Untangling the threads throughout the narratives uncovered layers of relationships within
organisations that are changed by how power masifgsthe very topfraught,andoften
intimidating relationshipbetween boards and ministry filter downwards via the chief
executives. These imperatives, most often targets and digstdrity enterthe clinical

domain and are struggled with around the board table. Participants ainaredtive

describing poor behaviours of government officiddée found out this behaviour, thumping
the table, was happening throughout the country and quite a few peopiatimeidated

and it actually can have a realhegative impact on whaiappeas” (Participantd). Thus,the

relationship withgovernmenobfficials also emerged agppositional vith flow-on effects.

Participantperspective®n power and relationshipsrieddepending on their professional
role. Clinicians feel the burden tifeir professional responsibiliti@ndfind it difficult to

explain to those who havet had experiences as a clinici@overnorsattendto the
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obligation of their policy directives, and in doing gestance themselves from the clinical
perspective and confront choices that need to be made. Both govdroanmdgirectors'and
clinical staff perspectives are clouded by tensions that exist almost before the conversations
occurasindicated.

manyof theother people involved in governansay they areinderstanding anlistening
to the clinical things but whenébmesto doing stuff it gets split up again ahthink can
bedifficut IRU VRPHERG\ WKDW KDYV @QFawicigait).Q WKURXJK FOLQL

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 thé clinica

governance&onversation indicating culture influences relationships.

the culture, LML WKH ZDOOV DQG LW FRPHV RXiNWiRX NQRZ ZK
problem | W 1 Vthistt ¥plit \etween those bloody managers and those stupid clinfcians

just boom andt's ULJKW WKHUH DQG , VHQVH LWV sdpdADWHU LQ
othersParticipantF).

Participant narratives ithis study moved in and around the influences of medical power
duringhealth boardjovernance conversatiors)deven though this study mainlyin the
context ofhealth boardjovernancendmulti-disciplinary clinicians, the power of the
medical clinicians was pervasive throughout. This form of power wide irse of voice,
sometimes carefully structured to g#ine advantage, which was recognised in most
narrativesas the contrast between a nornsaimmercial operation and health system, the
power does all sit in the doctoHands’ (ParticipantB) and that when necessary to get the
board$§ attentionthe <linician card” (ParticipantH) wasplayed to secure board support for
fear of patient risk.

Participants described how clinicians used their \sticereatea threeway split between

health boardjovernance, clinicataff, andoperationamanagemenf(This occurrednside

and outside of thkealth boardroom environment andludedthe manipulation of media
whichemerged as a platforma influence public perception dfealth boardjovernanceas

being thehealthbureaucrat$(ParticipantB). Such activity created feelings of resentment as
it was felt that this was an unfair representation of issues being attendeldaltbyboard

governance processasmedia sometimesiisrepresentomplex situations and often tend to
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promote the clinical viewthe message beirigathealth boardjovernances non-supportive

of clinical issues. The media were said to label governdineetorsandoperational
management as the bad guhealth bosseawvhich demorsespeople” (ParticipantB)
promoting the idea th@overnancealirectorsprevent clinicians from doing their job atitht
public suffering the occurs This approackelicited strong feelings and created more tension

and ambivalence in engaging with each other openly.

Participantsn this studydescribed the challenges and tensions of debatingcliibians
andthe spectre of making poor governaboarddecisionsvhich wouldplace them in
periloussituationswith dire consequences$hey felt that the clinicians would always win
because governand@ectorswere not professional medical experts and therefore could not
argue3Z KR TV JR L Q@anicpaztR)QNithin the healthdisciplines it was suggested by
participants that behaviours weteibal “and that clinians wouldgo dog andtop anything
you want to dd (ParticipantH) if thingsdid notgo their way and this created opposition

instead of cooperation.
Clinicians were said to thindifferently.

all cliniciansare notthe samie\RX NQRZ ZHYUH WULEDO UHJDUGOHVYV
come from, medicine is as tribal as you can getsing[is] not much better, and it comes

with all the political aspects dfibalism ParticipantH).
Also described was the positive aspedtritalism.

you know at the end of the day when the going gets tougtiitheianswill stand up and
be there and when you get the board to understand the importance of clinical
governancé well we call it clinical inputjt gets their respectou can actually do a hell

of a lot(ParticipantH).

and this was particularly salient when resources were discussed akgtiartal governance

conversatiorabout the influence clinicians can choose to lavelinical decisions

theonly way you were going to save money was getting the engagement of the clinicians
DQG , 90 CheeeH\ EXOXYHWIRW WR JHW WKHal@ydo@yetPHQW RI GRF
engagement with them agetthem to understand that they have the power to make a

difference to savenoney Participantd).
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Engagemenwithin 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 impacbn relationships within this environment.

The above sectiobaptureghe experiencef power and voice from the narratives in this
study. This sectiodiscusgsthestudy findings in relation toelevant literatureand how
power and voice contribute to optimising engagnt in the clinical governance

environment.

Foucaultstatesthere 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,198(.142).

Power and iteffecthavebeen documented over many decadeshavebeen researched by
philosophers in social sciences, some of the more notable authors beingRdictaliltwho

haswritten extensivéy on power, thendividual (which he calls theubjec} and

governmentalitfLemke, 2001, 2002; Peerson, 1998)LHUUH % RXUGLHXYV ZRUN R(
and Field(Bourdieu & Collier, 2020andthe forms ofsocial and intellectual capital that
LQIOXHQFH R Q Hprafersrivésilife (NMaQedh(PG14arealso importantGiddens
(2005)alsowrites of structuration and agency theory as a social relations form of power

(Tucker, 2014while Goffmanwrites aboupower relations and how power is often hidden

within social relations and used in covert ways within institut{deskins, 2008)

Theorists such as Barneitd Duvall(2005)present power as the social production of
capacities, actions, beliefs, or conduct of individyBernett & Duvall, 2005)Theydescribe
power as either a direct or diffuse effect; direct power includes compulsory power which
requiresproximity 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 conflattwhichpoint direct compulsory power can be asserted over
another, by forcing or insisting the instruction is followEthmet, 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 thecgtioln of constraints or

UXOHV WKDW FRQWURO DQ LQGLYLGXDOYV EdhissioiLR XU EH
(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
activitiessuch as those requiring mandatory regulatioprofessions. It is at this nexus

where we see a blend of compulsory power (legislation) and institutional power asserted in

the process ahonitoring and sanctioning stgfflynn, 2002)

6.2.1.2 StructuralPower

Structural power withimrganisationgnd institutions can be considered a form of direct
power based on internal relations of structural positiond, @G L Y lidenxitl) anfi their

role capacities produced within this contétructural power can be conceived as a way to
shape social capacities aimterests, irother words, create relationships and networks
therefore we can differentiate this from institutional power because of such ability to form
social relationgBarnett & Duvall, 2005)

It is easy taconsider institutional power and struclpower 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 spdesiand positions
within organisationgiive some morgrivilegethan others andreate relations of
subordination and dominatigBarnett & Duvall, 200%)

6.2.1.3 ProductivePower

Productive power is described by Barnettreesproduction of subjects through diffuse social
relations that result in shaping meaningful practices of indiviqiéamett & Duvall, 2005)

The overlap between structural power and productive power creates an opportunity to shape
individuals'practice without experiencingpnflict. Thisis becausef knowledge sharing in

socdl relationsresulting 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 mearfingis discursive. By discursive experiences
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individualscanchange the way they think and behave, much of this being what Barnett calls
themicro fieldsof problems, the ordinary everyd#yings that matter to individuals.

Barnett§ view of power closely resembles Foucuit982) whereby discourse and
knowledge become discursitleerefore changinthe meaning anduture thinking and action

of individuals(Foucault, 1982)

Foucaulton the subject of power explores tt@losophicabasis of domination and violence
that represents power in its various forfnemke, 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 vafuass,government,

knowledge, communication, hierarchy, authonitiplence,andorganisational 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 straraturegulatory laws
and decisionsreate control. Foucault theorises tteathnologie®f the state or the self are
used to create forms of control and behavfotgchnologies symbolising sanctions or
penaltiedor resisting domination within power relations, or ways of achieeomgpliance
(Lemke, 2007)These concepts oésistanceanddomination provide some insight related to

the effectof power within intraprofessional relationships explorethis study.

Weaved within the narrative dis 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 congrugiarrett & Russell, 1999)t was apparernthatsome individuals

were more consciously aware of power issues than othessyas dependant on their
situation andhe relationships that they were describing. For some particjpheatact of
discussing their experience created new meaning as they recognised elements of what

matterednostto them within theidiscourse.

Situation and contexreimportant given that we make meaningsitiations mostly as a
past experience of discourse, and it is this ¢hedites what Foucault describeghees
dividing practice of an individual or group who becomes subjectivised by an¢breyfus
& Rabinow, 1983)| see thieexpressed within the narrative; terms suchragels or demons

describe the way doctors are viewed compardgeaithgovernancéoards Deflection by

125



placing problems upon othegssentially objedying the other persona® HfUH WKH JRRG [
they are the bad peopleorthe lamed and thblameless. This context perhaps represents

the term3splitting " that was referred to by participantglsoobservedhat power in itself

does not exist it exists only in as much that individuals decide to eitteguiescer resist

domination; it is therefore the individual subj#tatcreates the power relatiotisatexist

within our organisations in various wafBreyfus & Rabinow, 1983)Power used for

domination oracquiescenceas described vividlpy participantsklinicians ardribal “and

3f clinicians go dogthey go dog and stop anything you wafarticipantH). Participant

accounts ofintimidatingbehaviour (ParticipantHd) describehow individuals use their

power and their voican ways thatirectly impact the affective memories of the participants.

6.2.1.4 Voice as @&ormof Power

Voice as a form of poweflock et al., 2017gmerged irthis study narrativegdluminating

how fraught the power basearewithin thehealthboardgovernance and clinical interaction
This division of knowledge, power and voice emphasiBggarticipantssuggestshat there

is a real sense of splitting within the socelhtions.

the perspective you know, you have doctors and then you have health bosses and that
UHDOO\ SLVVHV PH RIl EHFDXVH WKHUHTY DQ DWWLWXGH
LQYROYHG LQ KHDOWK PDQDJHPHQW \RX NQRZ NMdKH\fJUH \
of them (the health bosses) everything would run smo@dayticipant3).

This furtheremphasised

if | were to say that in the public areyau justget taken apart because the public
SHUFHSWLRQ RI GRFV LV WKDW WKH\TfUH Di@a@REOH DQG
LV WKDW WKH\TfUH WKH UHDVRQ WKHUHRaMIQEIEWBIHQR XJK PR

These narratives were filled wigarticL S D énWgt\ofis evident in the wadkieyexpressed

their thoughts to meahus, I gained insight inteow extensivelythe S D U W L ExpSri21z&V V I
of powershaped their narratives. Suexperiencs clearlyinfluenceindividuals,and this led

me to explore the psychological impact of power relatigiffective states describine

feelings experiencebly individuals as they engageimteractions. Thaignificanceof

affective responses is that they create emotionasabdonsciousmnemorie<licitedduring
aninteraction,and this is influential ian L Q G L Y keSpODsEsIS effectis called

psychological valenc@~azio et al., 2015)
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6.2.1.5 PsychologicaValence

Valence is aubconscioupsychologicakffectthat occurs as we reflect on or are faced with
similar situations to past events that evelteng emotional or attitudina¢sponses and
emergewithin organisational structures and social relations as well as personal relationships.
Essentially, valence primes asubconsciouso bereceptiveor not to a variety of interactions
that we encounter each ddiyseemsbased orthe studyparticipantsthatmany have

experienced negativedfectsin their interactions with others and felt powerless to change the
situation(Barrett & Russell, 1999)

Reflected throughout the narrative, tredence factor in an organisati§rculture meaning

the positive or negative affective attributes that infilt@teost subconsciously, strongly
affecthow 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
alienationwithin the professional work context, especially should the activation process lead
to emotionakpisodegBarrett & Russell, 1999 Emotional episodes represent a different
activation of neural stimulus resulting in a complex response to a situatiwtition,or

person. Emotional responsegtovocativesituations include overt behaviosuch as anger,
frustration, violenceor shouting Often these responses are-préstingbased on prior
experiences of affective feelings residing within individy8arrett & Russell, 1999 he
combination of both affective and emotiopabcessesreatesa distinct perspective from
which we can consider one impactpaiwer within the context of this studywe think about
how voice and power are used to achieve specific outc(Baerett & Russell, 1999; Rogers,
1977)

Accepting the situation that causes tlegativevalenceor emotionakffectis described in
(UYLQH *RIIPDQYV K¥IfindnRLEBIPGOHARAUfocusseon faceto-face
interaction andhe effect of power as individuals interat¢te describes humans as having the
capacity to continually accept miserable interactions or arrangements. He notes that such
miserable social relations usually contaicoarciveelementsuch as 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 betwéealth boardovernance rules legitimised by the
state, and intellectual capital governed by expert practice know{Badggfus & Rabinow,

1983) This confluence of power, institutipand knowledge emerged in the narrative as

127



paticipants recalled their interachs with internabndexternal authority. These interactions
involved power related to their specific roles of hiergrsich as executive powetthin the
organisatior(Farrell, 2004)or compulsory power enforcdxy external authoritieBarnett &
Duvall, 2005)

6.2.1.6 Executive olCompulsoryPower

Such areffect of poweremerged as a tension during the early stages of plannitigefor
Covid-19 pandemiovhereby government agencies (tege) anchealthcare institutions
(governed by the state) were directedniplement specific procedurekhis direction
immediatelychallenge®stablished social relations (from which power is created) within the
organisatiorn(Dreyfus & Rabinow, 1983Where participants ithis study experienced a

power differential in structure, and where there were dependencies on achieving funding or
information during the pandemic preparation, participants expesd a perception of

reduced agency and a heightened experience of institutional power from outside of the
organisatior(Barnett & Duvall, 20058)This experience of exclusion alatk ofinclusiveness
created conflict as it was experienced as disempowering and changed the expectations of the
relationship(Farrell, 2004)

6.2.1.7 Responses to thexhibition of Power

How an individual espond to theeffect ofpower presents individuals with a chqides this
decisionpointthat maycreatea conflict situation for individualEmmet, 2017)It was clear
in this study thathoosing whether to create conflict appeared to be influenced by their
previous experiences and areagxpertiseThis was highlighted as governardieectors

attempted to debate with clinicstiaff resulting in a change in the powdymamic.

You need a board to understahdt FRPPDQG DQG FRQWUWRabhBR&AVQITW ZR
L Vd fiedipe for failure and where I think the boardasngto come unstucKf clinicians

JR GRJ WKH\YOO JR GRJ DQG VWRS DQ\WKL@&EMRX ZDQW V
(ParticipantH).

From this example we see thaindividuals make choices either comply or become nen
compliant whichin philosophical termseanschoosng freedom(non-compliancefrom
power(Farrell, 2004)

Participants irthis study were aware dhe consequences to relationships when there was

conflict, but this did not manifest as an attempt to decrease coiboteparticipants felt
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strongly that the way communication occurred by not including clinicians signified a lack of
respect and powembalancgDoolin, 2002) This feeling also emerged related to the issues
affecting the health system atigk state's responsethe pandemic which was felt to be
causing significant stress and distractioglinicians Some jartidpantsvocalised mistrust of
healthsystemreformsand governmerds well asuspicions ofjovernment behaving

coverty to push through health refordander & R Y Luéfreglla” (ParticipantG). Some
participantdescribed a cleatistrustof the state duringhistime of pandemicesponseand

were notreceptive to continuing to trust anengage in discourseith governmentSome
participantdelt that they did not have a voice in planning for the pandeesigonse and

were dominated by the government ainelDistrict HealthBoard.

Voice within organisationss used to form and influence the social relationships within
organisationsVoice also influences and inflicessform ofpower and sanction withipower
basedelationshipslt is closely linked tcagency D Q L Q G Lwillingnéess@oTactand
determines thehoiceanindividual maksrelated to engagement within the workplace
(Greenberg & Edwards, 2010; Lock et al., 20Mfice, and how it is useddandemonstrate
resistanceéo domination This may béy specific behaviour such as intimidation or
minimisation of individuals and objectifying individuals to create diswhat Foucault
would call dividing practic€Dreyfus & Rabinow, 1983)Dividing practice aaform of
power carbecomehe normative behaviour within organisations; it becemandane and
invisible, and behaviours such as those desciibéts studybecomeanacceptegatternof
behaviour Once embedded within an organisatisach behaviouraffect the valencer

cultureof the organisatioJenkins, 2008)

The concept of voice has been described as nuasggesting that voice is used to achieve
many differingoutcomes and applied by individuals and groups to indicate many facets of
personal and professional identity aasbociategpower.Voice is usually applied aontext
specificand is usually focused on a specific ageiiace can be used asway to express

and demonstrate individual motivatiayyr values and principles, our social and cultural
identity, our sphere of influence, antvg expressin to our feelings and symbolisfinock et

al., 2017) How individuals use their voice indicates the political or situation context in which
it is intendedo affectand this is contextually important in relation to this studyice, in

this study was applied withirand outsidehe boardroom to achieve various objectives.

129



Lock et al.describevoice or silence as linked to three responses.

1) Acquiescencehe firstresponsgindicatesdisengagethehaviourandis often based
on resignationto the situatiorbeingfaced
2) Defensive, hesecondesponsegis a protective response to achieveelement of self
protection This may be a fedrased response.
3) Prosocial, hethird responsgis anapproach which is based on cooperation to
achieve desired outcomes.
Each of theseesponsess situationrdependenand influencedy anorganisatior§§ culture
and social relationdn this study the narrativeanalysisdemonstrate thesehree responses
concerninghow participants ugktheir voiceswithin the clinical governance environment.
Organisational behaviour norms alailuencehow voice is used and applied in either a
positive or negativapproach. Suchehaviours or attributes may be fmacial and helping in
nature omay be challenging th&tatus quogreatingor aiming to create dissent by speaking
up to authoritarian figures. Loak allink the way we use our identity to the way individuals
use their voiceandhowthe powetreffectof voice is related to positional or political power in
the act of engaginfl-ock et al., 2017)This is particularly salient in considering the
narratives irthis study where positional powéelinical) was dominated by clinicians and
political power (governmentyas asserted kiye healttgovernancdoard Voice and how it
is usedakeon special meaning to clinicgbvernanceliscussions and ah Q G L Y Is&eXyD O TV
when wanting to speak out about issues of concern oiSitlation dependent, voice is
linked to how individuals feel about their place of work, and in partictierLQGLYLG XD OV
ability to feelsafewithin their interactions with others2f'RQRYDQ HW DO

TheparticipantV ecollectiors of behaviours that were experienced as intimidating,
minimising, and threatening painted a pictureuosafecommunication and beinglaced in a

positionof not being able toespond.

an official, abureaucrateally 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 intimidaesbmejust want to keep their heads

down? yes minister, others try to do what they need for their organisation and they try to
keep the ministry happ/so it can have a really negative impact on what happens

(ParticipantH).
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This example of participant recollection provides an example of political power and potential
sanction if individuals do n@cquiescgbut it also creates an unsafe environment for
individuals toeffectively connect and voice their issues or concé¢besnke, 2001) Speaking

up and using @ice play a significantole in encouraging improved dynamics betwkealth
professionals to achieve overall safetyigh-risk environmentg Edmondson, 2003)

Speaking up and use of voiseparticularly crucial during clinical governance conversations
whereby silence dflinicians'voicesmay obfuscate risk recognitiphut it also serves to
increasaunderstandin@f the topic and issues being discusgiahes & Kelly, 2014)

Voice has some positive effeci$usedwell can beparticularly powerful in that we use
conversation and disurse to shape oaneaningmakingof situationsand information

Without meaningfulconversation and debate discursive opportunities are missed and the
potential to improve individual and collective knowledge is redPedyfus & Rabinow,

1983) Clinical governance relies on information sharing to ensure all individuals involved in
thehealth boardjovernance of the organisation understand what is happanéthmderstand

as much as they can about the issueatl Thiscan improve the opportunity tieliberate

well asacollectivegovernance group. This conversation aadsemakingof information is

the most important activity faxcollective understanding of issues confrontieglth boards
(Chambers, 2012)

Understandinghe reasons whyowerandknowledge shape hoindividuals makeneaning
of their daily interactionsandhow oursocial and culturdbackgroundand embedded cultures
influence our comfort and approachsjoecific sociabkituations remainsa topic of much

interestto social philosophers.

As anexample habitusand field(Power, 19999EDVHG R Q 3L H Uhésty@éhiessLH XV
that ourhabitus our embedded social relations and culacgquiredat birth and throughout

childhood directly affectour place and social status in socidtyalso differentiates us, by

say, our taste in culture, such as fondness of the @risur access to educatitmimprove

our intellectual or educational capitBlssentially Bourdieu introduces different forms of

capital? social, intellectual, material, or economic, but he also explores the way we live our

daily lives and the influences that shajgsesuchas our ability tgpractisespecific activities
andtherefore change our field of action and practitis.work alsofocussedn

understanding theelationshipbetweerpower anddominaion (Bourdieu & Collier, 202Q)
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In contrast,) R X F D phibogofiny wasocussedn language and discour@éall, 2001)
JRXFDXOWYV LQWHUHVW ZDV lagguéddggi@tpbduted ateim@nis ek H U X O
were meaningful andelpedregulate the conversatioHe linked discourse witthe abilityto

share kowledge and therefolgecome meaningfub thoseengaged irthe conversation.

Foucault saw language linked to practice as the way to define knowtéelgaw this
meaningmakingas discursiveshapingunderstanding and kmiledge of the topic being
discussedBourdieu compmentd-oucault in thathey both recogse theacquisitionof

knowledge isacquiredby practice, and practice is where @uoguireexperiential skill and
learning. Practice becomsscond natureembodied whereby knowingthinking, and

sensing are inextricably linkg®reyfus & Rabinow, 1983)The philosophicaperspectives

of Foucault and Bourdieadd a deeper appreciation and perspective of the dynamics between
governancelirectorsand cliniciangn this studyasparticipants shackethe challenge of

working with verydifferent knowledge bases the health boardroormnd clinical
governancenvironmentHelping tounderstand thdifferenceinvitessome discussioaf the

evolution of medicine anthe statusand role of the state.

Over the centuries, health clinicians have combined both practice and scholarly mastery of
their educationFor experenced cliniciansknowledgeis acquiredand deeply embedded over
years of practice; this escribed asmbodied knowledgé\ettleton et al., 2008Medical
practtionersaregenerally afforded privilegedposition in theicommunityowingto their
education and expertisad unique relationship with individualo share intimate and
privilegedinformation andrustthatthe medicalpractitionerhas the appropriatkill and
expertise. Thistanding was relativg stable until the 1980s wheim theUK, the state
introduced regulation from a distance to control and monitor pra¢tedter, 2001)Such
intervention hamtruded upon the deeply embedded behaviours and practices of medical
practitionerqNettleton et al., 2008)

If we consider the% R X U Gohildsofihy of field, habitysaand capita(Monnier, 2007)n the
context of the health professional respondes@th boardjovernance and management, it is
possible to begin to untangle the affectipewerbasedoehaviours that wengortrayedduring
the study.

Bourdieuon field (Monnier, 2007)describes how individuals are positioned, who is
dominant, who is nodominant,andthe hierarchy. Usuallythese relate to social
relationships, wealth, symbols such as prestige, and culture such as education. Each of these
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fields constructgshe amount of capital with which individuals can determine where they fit
within their 31 L H&n@work hard to improve their place in sughierarchy of social
relations and therefore increase their sociological or intellectual capitad individualsuse
this capital results in some form of social action. Bourdieu links field and capital with
habitus;habitus is more deeply embedd#t traits and conditionings that occur during

childhood and as we grow into our sociadrld (Monnier, 2007)

Habitus(Power, 1999)elates to our embedded unconscious social structure and practices;
our tastes, our language, our comfort with social situgtmunsbody language, owulinary
preferencesand our educational success. Collectiyélgescrilesthe history ofan

LQGLY lrgecior@thindugh life and includes the conditioniagsociateavith a particular
class of conditions of existence and the subsegiex@opment of dispositions as a response
to the conditions experiencéBourdieu, 1990) % RXUGLHXJV SRVLWLRQ LV WKD'
capital determine our position from the outside, and our habitus is what determines our
actions from the inside resulting in how our practice occurs, inthiseffectis the power

and agency we can assert in our social fiRiedDanahay, 2018How individualsdecide

to assert agency is influenced by the social structures in which they peGatdensa
prominenttheoristknown for his work orstructuration theoryGiddens, 2005expressea
similarity to Bourdieuon how power and agendyecomenterlinked with actionywhat

Bourdieu would call practicé&iddens'svork speaksf rules of social life, these being

applied regularly and therefobecomingmoral or procedural rules, reinforced as they are
repeatedSuch rules requirenaterialresources, authority (knowledge) such as cultural or

intellectual capitalandpolitical power and influence.

Giddeng(2005)sees thesmilesas influential in shaping the way behaviours and
organisations become structurecht/Structured in the senselaérarchybut structured in the
way of social relations and haovganisatiorVdommaodities the intellectual capital, are
manipulatedindividuals esentially are the organisation as they choose how to create their
social relations outside tfiearchitectural structur@Pérez, 2008Perhapof more
significarceis the suggestion that fordividualsto act, theyneed to experience a motivation
toward agencyGiddens states this motivatioh agencycan be conscious or unconscipus

the intention being for thedividual to rationalise and make a choice when deciding how to
act(Giddens, 208). He describes this as fulfilling a hierarchy of purpose. Reflexivity is
consideredh corecomponent of action, requiring individuals to have some insightetio
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decisionmakingprocesgParker, 201Q)Emphasis is placed on the need for knowlddge
achieveinsight.Based on Gidden8ourdieu,and Foucault, the meaning we make of social
discourse anthesubsequent 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 emergeaving to differing knowledge and understanding resulting in
divisivenesgClegg et al., 2002; Monnier, 2007; Nettleton et al., 2008)

From a social relations perspectiwe can consider how the structure of an organisation
groupis affectedby the reality of theseelationships outside of architectucalformal
organisationastructure. Giddenaddresses this by suggesting ttaticture within an

organisatioris a virtual structure, quite distinct from any tabled hierarchical struatuite

therefore the real social relationships form within, irrelevant of the formal hieréPéngz,

2008) Parkerwhen discussing structure, describes the need to understand the history of what
produces the social forms we witness as social intera@@anker, 201Q)To begin to

understand this, he poses that we must first specify what the properties of the social reality

areto identify the human responses and subsequent social interactions.

Foucault(Dreyfus & Rabinow, 1983)rovides some answers to help understand this dynamic
as differentiation, the system by which law or traditions, or competence and knowledge
create lhe conditions of a relationship.hat hasemergeds that differentiation in knowledge

and competence within specific fields of expertises#hift the power relationsf we

consider that power relations aim to create modes of action upon others, there will always be
some resistancexperienced athe struggle to assert power reduces the freedom of another

In resisting olacquiesing, every struggle reaches a point of andividual dominating the

other, and whilst victory may be claimed by angividual, rendering the other impotent, it
leaves a power relationship based on adve(Bitgyfus & Rabinow, 1983)Power relations
depend on othet. Q G L Y linBeitiDr3 ®iffl motivations. It importantto attempt to

understand the motivation or objectives of individuals within the context of their relationship,
and this may include understandimgw they use their forms of power be they language,
knowledge, threat, socjar economic

It is at this nexus that we sdeetrelative autonomy of medical practice in conflict with state
or institutional powerand this directlychallenges the normative social relations that have
become custoary to this professional grouft is herethatresistance experienced by
participantgesultsin behaviourchange and damageelationshipgDreyfus & Rabinow,
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1983) To explore this impact a little further it is useful to think about hower relations
DUH FORVHO\ DVVRFlgpvarendltyV K )RXFDXOWTV

Governmentalitys often cefinedas theconduct of the condu¢Foucault, 2011)McKinlay,
(2012) describes power in its coveatm.

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, visiblbeaatrig,

while knowingly producing subjects whose freedom is monitored, measured and managed
(McKinlay et al., 2012.5).

Governmentality can be dabed as the art of governmetite propositionof government

that is not limited to state politics and includes a range of control techniques applicable to a
EURDG YDULHW\ RI REMHFWYV LQFOXGLQJ RQHTV FRQWURO |
(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 governmentthreregulation of health professionals and the distancing

of the state in relation to monitoring sedigulation in the professiori®ean, 2017; Nettleton

et al., 2008)Foucault preseetigovernmentalityas the way individuals lead or direct others,
how theybehave and take responsibility for their performance and dfthédsd- WdnRaQ V
distancgDean & Hindess, 1998)ncluded is the way individuals takesponsibilityfor their
actions or omissi@s{Gordon 1991)The political context of conduct of the condubeself
monitoring of practiceresults in either becoming a subjectRQ lddfivhs creating another

as a subject. This is relevant to the rolgefericgovernance, whereby to govern is to
structure the possible field of action of othacsbe able to influence and control aspects of
another individua{Dean & Hindess, 1998yVhilst governmentality appears related to the
social reality of how a subject behaves, it is not separate from the goverStaenpower,

or sovereign poweinteractswith governmentality in the formation of power relations

Power can repress or produce and should not be conceived purely as re¢isianaalt,

1980)

Such relation®f powerbecome 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 overarchingAsgency
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an examplewe can use thprofession of medicinesho conduct peeassessments self

monitor their conduct. Such activity fulfils tligsciplineof intra-professional monitoring,
something the medical profession has nurtureceshreeintellectual and social status of
medicine became part of the social stratthefducational elitewhat Foucault would call
freedom(Dreyfus & Rabinow, 1983)5uch freedom enables the institution of medicine to
monitor its conduct, set its standardsd maintain its social status and intellectual
knowledge baseAt times however, sovereign or state power can intervene when needed to
assert authoritative institutional power and sanctibhesearesometimes termesymbolic
violence or technologies of powehe purposéo enforce regulation such as through medical
regulatory bodiegFlynn, 2002)

In this context,the state governadividual cliniciansbut from a distancdn selfmanaging
professionapractice, governing their conduct, and remaining elite from the academic and
intellectual perspectivenedical practitioners remain almost free from state power, be it
surveillance or restriction of privileg&hey aretherefore liberated to express their
professional identityDreyfus & Rabinow, 1983However, other factors do influence the
responses of individuals depending on their social relations within their organi3éti®n
emerged in the participant narrative related to their experieicksninationwhilst

interacting in the clinical governance environmiatibwing health reforms introduced in the
1980s

The experience dfeinggoverredfrom a distance, and the introductiontloé regulation of
the medical profession (and other health disciplireshcided with government health
reforms based on ndiberal ideology initially in the UnitedKingdom and therin New
ZealandNeo-liberal ideology undethe Thatchergovernment irthe UnitedKingdom
(Boston, 1998; Schick, 2001gsulted in comprehensive reform in thatidnalHealth
Serviceto increase control mechanisms by introducing bureaucratic and management
structuresThis reformeventudly reachedNew Zealand in the 199@Poolin, 2002) In New
Zealand, public sector health servieaperiencedepeatedeformin an attempt to improve
service and quality in healthcgi®auld, 2003, 2012, 2016; Laugesen & Salmond, 1994,
Parliament, 2009)Theserelatively frequenteformsmostlyresulted in limited successhey
have damaged relationshigsdcreated distance amdistrustbetween clinicianggovernance
directors andoperationalmanagemenwhich has endured over many yeéiBagshaw, 2000;
Bamford & Porter2 1*UD G\ )O\QQ . Rege&iet efdrms 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 managenpeitritiesas opposed to clinicglriorities,
resulting inresistancérom manyclinicians(Tazzyman et al., 2019The concurrent
imposing of regulatory frameworks Illye government b the medical profession created
further dissent as clinicians were increasingly scrutinised and monitoteshhii
governancdoardsand external agenciéNlettleton et al., 2008Essentiallysuch scrutiny
challenged professional identity resulting in cultural impact within organisatibhgrust
being damage(Langley et al., 2013)here appears to becantinuedwideningof
disengagemertf relationships betweetlinicians governancelirectors andoperational
managemenBismark et al., 2013; Brown, 2019; Jha & Epstein, 2010; Joshi & Hines, 2006;
Leggat & Balding, 2019)

Regulation of professional roles, institutionalisatiandassociatedhierarchical structures
have created change in relationshipsithin the health governandmardandoperational
management environmer8ome say this has resultedte disembodiment of medical
knowledge resulting inewcomplex power dynamics and dilution of historical power
relations(Dreyfus & Rabinow, 1983; Nettleton et al., 2008bnsequently, this study
identifiedthatpowerformsa crucial component affluence in heclinical governance

environment

To summarise thishapteythe opportunities to optimise engmgent in the clinical
governance environment are strongly influenced by history, philosomtijutionalism,and
knowledge. It is a complex dynamic with many unspoken influences being asserted
throughout the engagement experience within the clinical governance environment.
Consequentlythe confluence of these factatisectly affects the ability to engage well in the
clinical governance environmergsulting in tension and oppositional behavgIn the
following chapterl introducethe finalthemeof clinical governance, followed by a summary

and discussion of the emerging theory from this study.

137



This chapter introduces tlleemeof 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 cantext of current scholarly literature to assiselaboratingon why thisthemeis

significant and different from the oth#tremes within the study context. In this chaptéer

present a view that is different from the way clinical governance is portrayed in current
literature.Clinical governance is portrayed by participaintshis studyas the conversations

that occur mainly in the boardroom, this distinction placing the clinical governance concept
apart from its quality systettmased approach as in most of the literature. This distinction is
important in the context of healthcare goverreas the institutional rules géneric

governance in this study appear to reduce gpodunity for optimising engagement with
thosewho havea deep understanding of the healthcare system and environment.
Subsequently, the rules of engagement reduce connection and increaseoigimgjdnthe
reduced opportunity to connect effectively and effect sound governance deliberation.

You will note that for some participantierule-basednstitutional structure is considered
important to maintain the separation of governamda@orityandoperationaimanagement to
avoidtheblurring 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 priotheme$, requiresa considered approach for improving future

harmonious but robust governance relationshipgs studyfocusse®n optimising

engagementn the interests of addressing relationships within the clinical governance

setting the findings of this study reveal that it may be tintelyeconsider how best to

establish connected and engaged relationshipgnable competence to manage conflict and
opposing views in the governance of healthcare, a different relational approach would need to

be sought.

How participants thought about their governance experiences reflected different views
depending on their role based either governancdirector,clinician or policy role The
rules of governance emerged for many participants when talking about the formal governance

board structure, the power of thevernance 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 govermieatorsboth have competing
priorities with different drivers that motivate them in their roles.

The interface betwedmealth boardjovernance and clinical was said to make managing
health a very different experience from a commercial model because the clinicians are the
experts, whereas governardigectorsandoperationalmanagement have limited knowledge

of clinical matters and little real control over clinical decisidgBevernance 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 engageadtrs$ 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 staéire seen as a barrier to engagementaisalto dull

understanding aheconsequences of board decisions.

The traditionalgenericgovernance model of the need for separatich@§overnancéoard
andoperationaimanagement roles was felt to creasplit in relationships as it imposed

distance and lack of connection with all correspondence and communication being completed
via the chief executive. For some patrticipattiss reinforced the view of a culture of

separation between clinicians and governahiertorsand appeared to have led to a

historical pattern of hostility betwedrealth boardjovernancerad clinical staff. Other

participants were very clear tHagalth boardjovernance andperationamanagement were

to remain separate, and this is how thegctisedheir governance role.

For participants who expressed a strong view of the nedue&dth boardjovernance and
operationamanagement separation, this evolved for them from yegnsofising

governance in this way. Some had been trained in this style as novice govadhoBW ZH{Y H
DOzZD\V EHHQ YHU\ FDUHIXO RI LV QRW WR LQYROYH WKH PI
on governance versus manageni€RarticipantC). The rules ofyenericgovernance were

said to exist for a reason which enabled clear accountabilities gphsdsilities to be

allocated to those who managed the services where the aim of this was to remove potential
interference by governanbeardsin operational issuedhis position of separatiphowever

did shift whenthe conversation described issues of leadership that were causing concern to

the board the boundaries appeared to blur, and the board demanded detail and began to
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cross thegovernance/managemetftivide “to ensure they were being given the right
information. Generally, this was viewed negatively, especially by management as it implied
and, in some instances, confirmeldck 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 afictit had.

,IP VHHLQJ PRUH LQYDVLYH RYHUVLJKW WR WKH SRLQW R
committee meetings, yeah, very uncomfortable, and only in the last year or two | have
UDLVHG WKLV ZLWK P\ FKDLUPDQ RI ,fP IHHOLQJ \RXTUH L
(Participante).

For somethis type of experience changed their perception anddbgimitmentand they

conveyedheirfeelingsthat perhaps it wasme to reconsider their position.

The narrativen this study alseevolved around the position held by individuals and
influenced how individuals were affected by the decisions and behaviours of others. Some
participants described poor past behaviaitbe 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
WKDW ZH MXVW GRQ W addl shbudhtyeafhit Wind& sLnkslit MWK H P
really, and so he the young doé got done to and then IgfParticipantB).

This lack of response or silence from my perspective was fascingitign the sanctuary of

the boardroonthings could be said that would be unacceptable in any other committee or
meeting within a healthcare environmefithd what of those on the receiving end? It

appeared from the narrative that silefa®wedthese behaviourns the boardroomPerhaps

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 boardsAmaid

yet, throughout the narratives, the issue of trust, vatirganisational culture, and valency
emerged as important. What | 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 flattetiggit critical
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RI WKH SURFHVV RI HOHFWLRQ RI FRPPXQLWYox®&thsyHR SO H
realise L WhfHé than car parkingParticipantH) as the new incumbents gain a deeper

realisation of the breadth bealth boargdjovernance responsibilibAssisting laypeople to

developa broader understanding of the complex governance arena of a health board was
supported by some participants in this stadypart of clinical leadershipve call it clinical
JRYHUQDQFH EXW L WPadticiyaitH). FOLQLFDO LQSXW

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 questi@sktdn

some instances, participants reflected their understanding that sometiraisicah

individuals lacked confidence in speaking out for fear of looking foolish. Some participants
indicated a strong sense of responsibility to help guide the bmaedlds sensible decisions

fand 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 )l 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 benEfitscontributed to forming a
trustbased relatiortsp that was safeand 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 boardrespecially during the Cowti9

pandemic.

C

SDUWLFLSDQWYV VXJIJHVWHG LW LV WKH FOLQLFLDQVY OHDG

health boardjovernanceliscussionsthatincludelaypeopleto ake those people with yéu
(Participant=) and provide guidance on complex issues. When complex ethical issues
emerged, mandatory Covil® vaccination as an example, the contribution of the clinicians to
theclinical governance conversation was thought to be crucial tohsajpth board

governance understand the implications of their decisions.

Clinically experienced participants feltasdifficult for thosenon-clinical to appreciate the
internal knowing” that clinicians bring to the tab%enot just the scien¢éut also the

experience of beingclinician. Thisis expressed in the following
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It can be frustrating because it's embedded in your¥ou NQRZ \RXTYH FRPH WKUF
this; \RXYYH VDW ZLWK G\LQJ SDWLHQWV \RXYYH GHDOW 2zZL
PHVVHG XS DQG GRQH VRPHW,keted thraugh Xidf thaQRIXYIHY H, PHDQ
been on call atight, DQG \RXYfYH VHQVHG WKH IUXVWUDWLRQ RI QF
ZLWK VRPHWKLQJ LWV HPEHGGHG LQ \RX LWV SDUW RI
DQG GRQTW FDQYW VHH LW LPRartisip@RW SDUW RI WKHLU HJ

Frustration was expressed when attempting to explain the tension of trying to convey the

clinical perspective.

Participants with dual clinical arftealth boardjovernance experience articulated a more
moderated perspective of the relationship, using terms sugtoashink of things as
wholes” (ParticipantF). This narrative led towardsdiscussion about the definition of what

clinical governance looks like in practice.

Defining and describing clinical governance took some thought and resulted in more
guestions than answer%linical governancgthe interface between clinicians and governors,
somewhere in there lies the secret to good health pqRarticipantB). Very few

participants described clinical governance as a systimugh occasional mention of

structure and guidelines occurrefbr othersit raised the questiofare we talking board,
management or clinical (Participant~). Regardless, participants were tkée discuss their
experiences odngagement in clinical governance conversations. The leadership of the board
emerged as critical in ensuring a welh board with the chairman's role considered vital

both with board directors and those presenting and engaging with the Toaibmpetency

of governance directors and their ignorance of the broader role and responsibilidatiof
boardgovernance were of concetraypeople were said to sometimes struggle to understand
the clinical data or the critical issues in the clinical discusai@hthis was emphasised by

participants.

Cause a nomedical 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 discussiay 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 wéllthat's been a bit of ondf in a few yearsRarticipantd).

Some participants in this study observed that clinical governance must evolve within an

organisation:
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| think the right kind of clinical governance has to evolve out@QRW RQO\ ZKDW LWV
supposed to achiey&E XW ZKDW LW FDQ DFKLHYH DQG ZKDW SHRSO
be benefit they see in iParticipantd).

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. Governangka health boartbcussesnainly on the organisation, the

system, the role of govang, their community, and the way the relationship betwben

clinical andthegovernancéoardhas influenced their experiené@n the other hand,

clinicians spoke of the patient, outcomes, quality, politiod,tae challenges that a lack of

WLPH WR 3GR™ FOLQLFDO JRY HU®QdyqérrancdodrtididhstH\ DOV R [HC
always understand the services provided within the sector. Differing perspectives of clinical
andhealth boardjovernance emerged, and tensions also became evident as past experiences

were recalled, especially related to knowledge and power.

Governancelirectorssaw clinicians as holding more power in the boardroom as they had the
expert knowledge and knew how to place governaireetorsina 3ZKRfV JRLQJ WR ZLQ
(ParticipantD) situation, especially when public and media risk was associated with the more
significant clinical risk topics. This perspective was in direct contrast to the clinismms

of whom felt that board governors héld 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 environmenheightenecmotions
whenexternal influences such as media were seen to unfairly influence and sway public

opinion.

Media emergeds a meant® leverage political andinical governancdéoarddecisions but

sometimes resulted asplit between governance and clinicians and the taking of sides which
caused damage thegovernancdoardand clinicalstaff 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 vieWwealtth
boardgovernance appearing to biesupportiveof clinical issues®¥ou NQRZ LWY{V UHDOO\
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 supp@articipant8). The media

were seen as both positive and negative, dependent on the situation. Participaneddescrib
negative media coverage leéalth boardjovernance andperationaimanagement and
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positive coverage about clinicians making it difficult for governaticectorsas they felt
they could not win because they were not clinici&edationships 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 Healtrdo

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 leaddigision and confrontation with Disict Health Board

governance and a reluctance to be in their pres&ticgegising as a group became an

important process to ensufe congruence of a collective position and reduce the potential to
bedividedor separated by the dominance of the District Health Board during negotiations
Strong and negativeeélings 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 informeelcisions being made by their local District Health
Board especially so during the pandemic response. This was descrifaedusatevel

playing field” (ParticipantG) and perhaps less eloquently, but more expressiaehugge$
muddle” (ParticipantD) as dissatisfaction and resentment was expressed abauialitg of

engagement during this crucial highessure 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. Mgstlgen time was referencgtiwas

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 feéliaggue, specifically
related to the waiting for Cowti9 § arrival in thecommunity as clinicians waitedvith

shoulders hunchedParticipant]) for the onslaught of patients.

Described asthe phantom menacéParticipante), the Covid-19 pandemic emerged
ubiquitously as a concern for all participants. paademic'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
outwardswith comments such athe enemy was out ther@articipant). Some

participants commented that not all boards were initially fully engaged in the early pandemic
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conversatio some participants recalled governadgectorresponses suggesting over
emotional responses woorstasescenarios of ventilator rationing, but as the pandemic
became a realifyhat changed to a focussed engageniénis, waiting for the arrival of
Covid-19 pandemic changed the way individuals engaged.

Engagement, directly linked to Covi®, increased between clinicians d&lth board
governancelirectorswithin rural and primary organisations and participants described
improved conversations and better reporting structures between diatfaindhealth 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 aadasection with the
healthgovernance boards in rural and primamydit created an environment of drawing

people together to focus ariget together on it(Participant) as staff worked in a mutti

disciplinary team to make plans.

The interface with the District Health Boattbwever, othegovernment, was not viewed
favourably with participants citing poor communication, lack of informatowl a lack of
understanding about rural and primary services. Some participaritefeltivaglisrespect

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 theanggrimary participantspilt

over to uncertainty about whether the positive aspects of pandemic plareria

sustainable change in how individuals relatedriie anotheandwaspartly related to the

fatigue experienced by clinical staff as the second wave of d@&&merged. 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, suchaseduction in the total number of District Health Boards, and
others were perplexed that they were in the middle of a global health crisis respdase
simultaneously facing a nationwide health sector ref@xrpressionsuch asunbelievablé,
and "ot a lot of transparencyParticipantH) referred tahe process of communicaticand
under the Covidimbrella” (ParticipantG) indicateda degree of suspicion about how the
reform had been pursued during timeshas major distraction for most health professionals.

These comments sum up tieelingsexpressed by some participants, whilst others expressed
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genuine disbelief thahe 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 changaadsaw opportunities to streamline and improve equitable access
HVSHFLDOO\ IRU 0— R, @nd $soQexprésigdd @ pyskive Yiew 6f 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 werdaar and had not been engaged with

by the implementation team from the Ministry.

Governance architecture is the platform from which an institution achieves its strategic goals.
As a general description, health governancesponsible and accountable for an

organisation's overall operation and wedling(Massaro et al., 1994n New Zealand, the
government is responsible for the provision of the public health systetine

commencement of this studyDistrict Health Board structuexisted The election process

for the formation of District Health Boards (paly 2022) meant that the boards governing
large complex health organisations included laypecsonmunityelectedrepresentatives.

District Health Boards consist of 11 directors in total, seven having been locally elected, and
IRXU DSSRLQWHG E\ WKH 1HZ =HDODQG OLQLVWHU RI +HDO\
representativesnd if these were not achieved via the democratic election process, they were
appointed by the Minister of Heal{New Zealand Public Health and Disability Act, 2000)

Health sector knowledge was not a prerequisiteliected or appointed directors.

Healthcare governance is highly complex, requiring an architecture that can serve the health
needs of a diverse and geographically dispersed community-gdkedined healthcare
organisations rely on board directavigh strong governance knowledge and a deep
understanding of the organisation, its scope, and depth of service pr¢@sitne for

Healthcare Governance, 200A)so 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 Hetl and Disability Services Act (2000) prescribes these responsibilities
Dual accountability for achieving the fiscal requirements and mandates of goverantent

3 Distrigt Hgalth Boards invNew Zealand were eﬁstab]ished in July 2022 and rqplaged by Te Whatu Ora
tfZ-S t™ f£fZfet fet T of Sf< "f ¢7¢ FfZ-S —-S‘(RaeOrfiet %o "1"«%"
(Healthy Futures) Act 2022)
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providing a professional safe health environmatiterently creates conflicts in addressing
priorities. By its nature, health service providers rely on the expertise and contribution of a
broad and specialised knowledge (€&tntre for Healthcare Governance, 20@Pfpfessional
regulatiors require themonitoring, auding, of standards. Investigatiaf patient harnng

events and errors require expertise and oversight. These responsjiitest governance
boardswith a highrisk environment requiring directors to be knowledgeable, astute,

reflexive, and connected.

Specific health governant®ardcompetency within the corporate governance environment

is not easily acquired and many governors have limited health system knoéelgegton

& Dugdale, 2009)District Health Board governors are prepared by induction viStite
Services Commission followintdpe results of the community election process and the
appointment of ministerial appointees. This induction introduces the new directors to the role
of health boardjovernance, the normative procedumsding legislationand codes of

conduct that they should adhere to during their directorship t¢8tate Services

Commission, 2010)

This study identified that governance engagement is guided by rules that emerged within
participants' narrative§Some participants described governance rules regarding the
separation betwedrealth boardjovernance andperationamanagement as crucial to

effecting governance. The separation of governaeg@onsibilityandoperational

management functions occurred as the traditionally accepted(Boom2001) Participants

in this study described the overarching aim ofgleericgovernance 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 nehoard members should not occlrthis study there wasanimplicit

expectation within theealth boardjovernance architecture of adherence taulesbased
system, and this appearedbeaccepted by most participants. Participariservedhat

3you are not only theoretically prevented from engaging at any kind of operational level, but
\RXJUH DFWLYHO\ PDQDJH @PatRipah@ ) ThedanséderBeRQ W W U\
breaking the rules result in sanctipasdparticipantscommented thaB\R X fUH TXLFNO\
EURXJKW PQriidiparB). QHik'suggests that the normative rules of not engaging with

management are deeply embedded withirhéegh boardgovernance process and culture.
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Power within thegenericgovernance architecture and agencies discourages challenging the
status quo anthereforegenericgovernance boards generally conform to the r{Hesde et

al., 2023) The ruleshowever impacthealthgovernance boards understanding what is
happening at the lower levels of the organisation, especially if clinicians are unable to raise
issues effectively through the existing management stru@twse, 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 engdgeuieet

al., 2017) In contrast, some participameportedgood experiences in their currdrgalth
boardgovernance relationsherethere was the ability to share and be treateda level

playing field” (ParticipantG). Their satisfaction with engagemewtasquite differentin
comparison tdheir experiences of minimisation when engaging with ottesithgovernance
boards This is supported by Erakovic and Overall (20@0how governance in health can
change to embrace a stewardship vateretrust and relationshipshable collaboration and
information sharing outside of the normative common parameters of goverdamnckealth
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 mvdekuggested that how

boards use their resources does influence organisational outcomes and accountabilities
(Chambers, 2012)

Health board performance is generally basedontrol, strategyandorganisationatulture
(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 clinicedztaff
through various line reporting structures upwards to the chief exeddtisterically,
accountabilityfor the organisational performance gbvernmeniownedhealthcare agencies
hasbeen determined by the health board, usually uthatirection d the government and
associated policgGauld, 2003)The public sector health governance model is based upon
the principalagenttheory, whereby thprincipal isthe 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 framejizoakovic &
Overall, 2010xhatemerged 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 risksed 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, esldtionships as well as a
structure that suits the organisational molflnagement 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 indivithaho require health services, as wellassuring

that it isfiscally controlled(Bird, 2001)

Stakeholders in healthcare organisations within New Zealand initladentral government,
as the owner of the public health system, community tthatare owned by their

community but have contractual agreements with the public funding agenate
ownershipand the staff that work within the various systeinghis complex network of
individuals,eachperson interprets their relationship withalth boargdjovernance differently
and this may influenctheir perspective@ooney, 2010) This is an important aspect to
reflect upon regarding the principagjent theory given the differing priorities of clinicians
andoperationamanagement drealth boardjovernance. This is especially significant when
we consider that healttoardgovernance 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 desegibed
conflict between role gdsas somehow the goal of quality gets obfuscated by other
priorities” (Participant). 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)ndeed how healthcare boards embrace quality and risk, and how well
they are educated about the business they are govedoegmake a difference to patient

and service quality outcoméShambers et al., 2020)

Bird proposes that good organisational governance means being astute to stakeholders'
interests and differentiates the risfifectthatthe governance of healthcare faces in fulfilling
governance responsibilities. In healtine patient, who is considered a stakeholder, may
experience the risk of being adversely affected bythanisation'performance, this being
quite a differeneffectcompared tahose who arexperienced in corporate commercial
organisationgBird, 2001) This viewemergedrom participants in this study as a way to
differentiate thdundamentallydifferentdynamicsfor health boardghat 3n traditional

commercial organisationg you make a strategic decision to take the organisation in a
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certain direction, then management will tell the organis&iow KLV LV ZKDWthaHfUH GR
absolutely is not possible in healtfiParticipantB). Cliniciansessentially ran the
organisation because they held the knowldtigehealth boardjovernance andperational

management did not.

Management of healthcare risk is often alignedigrreliability organisations such as
aviation or nuclear agencies becaustheinherent risk in performing complex procedures
that may lead to permanent harm or déRbason, 2000)Avoidance and reduction of

clinical riskrely ontheavailability of human capital, excellent and reliable communication
between individuals, adequate and functional infrastructure, and health professionals with

gualifications to perform the tasks competeliByaithwaite & Travaglia, 2008)

A healthgovernance 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 ugpaific&nt failures

to govern healthcare have emerged over the years as health boards failed to respond to
concerns and risks identified by clinicians. The Migffordshire Trust National Health

Service inquiry is possibly one of the more harrowiagratives to read as multiple

opportunities were ignored by their governance health board resulting in significant avoidable

mortality (Francis, 201Q)

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 betwéealth boardjovernance and cliniciarfEdmondson &

Lei, 2014) Crucial to thehealth boar@jovernance relationship is the style and way clinical
service provision is negotiated, debated, and understood by all individuals, iwottsy

how the collective group interacts and engages with each other as a multiway conv&rsation
this quite a different approach to the traditiophcipatagenttheorywheresubordinates do

what they are asked without challer{deock et al., 2017)

This relationship within theealthgovernance 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 inform@dish-
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Gephart et al., 2009Bird (2001) describe&eliberating 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 judghQ W DQG XWLOLVH WKBIr&RDUGYV DXV
2001) How that is achievedariesand 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 clinid/mion et al., 2017)

Understanding clinical governance as a framework or concept continues to present challenges
to health boards and clinicia(Gauld & Horsburgh, 2016 linical governance aims to

place the patients at the centre of the quality framemitsrgoal 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 (Michslls et al., 2000)

How governanceirectorsof organisationsipproactthe risk inherent in delivering healthcare
depends on whethéealthgovernance 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 theany metaphors used to describe clinical governaw asimbrella,

model, frameworkandconcept(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 cleghabout
definition is helpful to enable individuals to understand where their roles fit within the

clinical governance function.

Participants in this study spol&nowingly " (Moon, 2007when 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 functfeaences
betweerthese aread heir goalis to identify specific areas of responsibility alignedh the

area of practice to reduce confusion associateddeitisionmakingand accountability
(Brennan & Flynn, 2013)

%UHQQDQ DQG )O\QQYV ZRUN RQ GLIIHUHQWLDWLQJ FOLQLF
paradoxe$o modernday practice as structure within tod$yhealthcare 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, managemgamd clinical roles at the same tim@rennan & Flynn, 2013,
p.119) They propose defining clinical governance into three préerses representing

clinical governance, clinical management, and clinical practice. This appears to be slightly
disconnectedrom 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 responsiliitygexample a joint clinical

and governance director need to be able to cognitivelygsanformationas an amalgam of
many facets; this was described as thinkingarticles and wavegParticipant~), where

the issue is considered as whole and not a part of a problem. When individuals are expected
to choose, be it betwedrealth boardjovernancepperationamanagement, aslinical

practice, this was described by participants in this study to create a false difigierway

leaders should be thinking about their work, further fragmenting any divide in clinical,
operationamanagemenandhealth boardjovernance relations. However, to reduce

division, and to consider issues as a whates assume that individuals have the cognitive
ability to think critically about the issues at hgiMbon, 2007) Cognitive competency in

working with complex information that involves expert knowledge sharing is a crucial
competency ihealth boardjovernance 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 govertteglcognitive capabilities of the individuand

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 situatioflseggat & Balding, 2013)

The questionthereforeis how do we create or educate individuats can conceptually and
cognitively move between the differing accountabilities and responsibilities to enable a fluid
and cohesive integration of clinical governance withinhia@thboardgovernance model?
There is no doubt that accountabilities and responsibilities are a necessary part of the
structure and architecture génericgovernance in organisatio(Bird, 2001; LeviFaur,

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 durimgebate, especially if the boardroom culture is
dominated toward either clinical or governaig8eholten et al., 2019The capability of
practitioners to assimilate and integrate what can be divergent governance and clinical
priorities can and does create incongruence for some practitioners in thisT$tisdy
fragmentation, or splitting as described by participants, can contribute towards damaging the
internal organisational culture where each disciplireeenas separatom collective group
decisionmaking Leadership that can recognise such divisiveness is important if

organisationahealth boardjovernance is toebeffective.

Leadership and focus on quality influence the culture of the health (@rann, 2020;

Goeschel et al., 201@nd if we agree that the health board sets the quality culture of an
organisation, the actual or perceived relationship between boards anthstalisting

impact on receptiveness for engaging in quality activ{tiesse, 2005; Mannion et al., 2017;
Millar et al., 2013) Getting boards on board with clinical governance has been a constant
theme over the yeaf€onway, 2008; Joshi & Hines, 2008he normative corporate
governance architecture of fiduciary and strategic focus often dominates and board director
knowledge of quality, safety, and clinical governance process is sometimes kiing,

2019; Joshi & Hines, 2006; McGaffigan et al., 20HQwever, issues do arise withhealth
boardgovernance that create heightened interest in clinical goverrthiechistorically tends

to become heightened following failures within the system. The subsequent enquiries result
in thequestioning of why and how staff engage in the concept of clinical governance with a
subsequent increase in clinical governance actfiignnion et al., 2017; Mannion et al.,

2016) During these crucial poginquiry conversations between the health governance board
and clinical staffthe confluence of the two domainsg#nericgovernance and clinical
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expertisamay conflict. Clinicians are the holders of expert clinical knowledge, their agency
or selfgovernancelacesthem in powerful positions, but also in peril of regulatory sanction

and audit from professional coundfiShamberlain, 2011)

Health governance boards wield differémmmsof power and authorityForthe appointed
individuals of governmentheir interest is in achieving the strategic policy aims of the
governmen{Barnett et al., 2001 Bothhealth boardjovernance and clinical individuals have
differenttypesof pressure placed upon them to perférone has the responsibility of safe
patient outcomes and risk of direct professional sanctioning if they paagantabldrarm
througherror, and the other has government pressure to reach fiscal targets and indicators,
includingtherisk of incurringthe wrath of central government individug&tuff, 2019)

Both are accountable, but for each practitiotiezir respective accountabilities differ.
Perkins et alcecognisehis as a clash of ideologigghe clinicianfocusse®n the patient to
deliver the best care, and thealthgovernance boarcusse®n thedistribution of funds

and servicing a large health service and commyPRigykins et al., 20065uch clashes where
professional sel€onduct and political ideologies meet, create diffepagspectiveand
understanding that can leaddisengagemeras a response to opposing prioritiBarnett et
al., 2001)

Board corporate governance competencies focus mainly on the business and strategic outputs,
with little time or interest in the generative aspectbeazlth boardjovernance conversation
(Mannion et al., 2017; Trower, 2013) we consider the proposition that clinical governance

is about the clinical process anddtmically drivengovernancégPerkins et al., 2006¥uch
conversations to share this expertise could be significant in hdipaith boardjovernance

directors tagovern effectively and thoroughly. However, the impact of these conversations
reaches further than the health boardroomadfettshow clinicians feel about participation

in health boardjovernance discussions.

Lock et al.providesome perspective on boardroom behaviouranidire, especially noting

that clinicians may be episodic participants in such discussion, and for many clirtioggns

are respondents to the board, usually creatimgeavay process of communication and less
opportunity for intense debageock et al., 2017)What is experienced within the boardroom,
also impacts relationships, specifically clinical relationships outside the boar@drocknet

al., 2017) Huse (2005) presents a deeper view of boardroom interactions and relationships
that influence théealth boardjovernance environment. Emphasising the overall context of
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thehealthgovernance board purpose, Huse explores the relationships, behaanoy@wer
bases that influence th®ardgovernanceW H DdelNddration(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 pgdie inhealthgovernance activities
(Huse, 2005)This observation is of significance if we aim to draw clinical governance, or
governance of clinical, as an integrated conversatiorsti@esandilluminatesinsights

within thehealth boarg@jovernance continuum healthcare services.

| have shared the findings of the experiencparficipantgegarding the dynamic and
sometimes fraught interplay between the cling@ternancendhealth boardjovernance
roles. The study findings have been explored in the context of scholarly literature to assist in

elaboratingon why this category is significant within the study context.

In essencghe institutional rules of engagement appear reductionistlisedgagéealth
boardgovernance from skilled and knowledgeable people within the organisation. Noted is
that clinical andoardgovernance present a view that is different from the way clinical
governance is portrayed in current literature. In this stcidyical governance is portrayed as
the conversations that occur mainly in the boardroom, this distinction placing the clinical
governance concept apart from its quality sysbased approadh most of the literature.

This distinction is important in the context of healthcare governance as the institutional rules
of genericgovernance appear in this study to reduce the opportunity for optimising
engagement with thoseho havea deep understanding of the healthcare system and
environment. Subsequently, the rules of engagement reduce connection and increase tension
owingto reduced opportunity to connect effectively and effect stwadth board

governance deliberation.

For some participantgherule-basednstitutional structure is considered important to

maintain the separation of governamesponsibilitiesandoperationaimanagement, 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 categoriesgquiresa considered approaébr improving future

harmonious but robusiealth boaradjovernance relationshipshis studyfocusse®n factors
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that optimise engagemein the interests of addressing relationships within the clinical
governance settinghe findings indicate that it may be timetyreconsider how best to
establish connected and engaged relationsiipsse relationships should based on a
different relational approadhatincludesthe competence to manage conflict and opposing

views inhealth boardjovernance of healthcare.

This studyimplicitly touches upon intersectiong themes through its exploration of power
relations health boardjovernance structures, and the impacts of policy implementations
within New Zealandhealthcaresettingsintersectionality, a term coined by Kimberlé
Crenshaw(Crenshaw, 1991gxplores how overlapping social identities and related systems
of oppression, domination, or discrimination affect individuals, particularly in areas of policy,
healthcare, and institutional structur€his studyacknowledges that people have

multifaceted identities influenced by various social and political contexts that affect their
access to power, resources, apgortunities Thisis demonstrated in thgction on
participantdemographicshat describes theexperience and qualificatiotn particulay the
demographics introduce a group of individuals that could be described as privileged. Social
privilege can be described as a social advantageffioatisa particular aspect of entitlement.

It is usually lirked to the construct of social inequity and social and cultural power
(Mclintosh, 2019

8.1

Powerdynamics andhierarchyfeature stronglyn this studyPower relations in the context of
health boardjovernance and clinical practice suggests an intersectional arthtsis
demonstratekow different positions within the healthcare system (profession, and
seniority, thereforeorivilege) experience and exert pow&his study hasighlightedhow
these dynamics can either facilitate or hinder engagement and effesifvie board
governance anhkasidentified an implicitacknowledgemerdf social hierarchies and their

potentialimpacts orhealth boardovernance processes.

CulturalrepresentatiorD QG EDUULHUV WR HQ JhDrdddi®n-i@id clibiddP D 0—R U |
governancand health board governan€eUH SUHVHQW LQ WKLV VWXG\ DV 0—
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voice within the studpwingto alack of recruitment. Based on this, intersectionality
suggests the need fbealth boardjovernance and clinical governance interactions to
increaseculturally competent approachdhesencludean emphasis on engagement and
communication strategigbat embrace tikanga practii@QG 0—R UL .NigskaligosH G J H
with intersectionality by recognising that individuals' experiences and contributibeslth
boardgovernance processes are shaped by their diverse backgrochatng ethnicityand
cultural values, anth turn, this affectshealthoutcomesand equitybaseddecisionmaking

within healthcare governance processes.

The exploration ohealth boargdjovernancend clinical governancgructures and their
efficacy implicitly points to systemic inequities withime New Zealantiealthcare system. A
deeper explorationouldfurther dissect these inequitieich are relatively silent in this
study from a participant and representational perspectkamiaing how systemic biases
which are nosoovert in this study KD YH P DUJL Q D O thvsihfiuefeehiedlth. bea G
governance practiceslinical governanceracticespolicy implementation, and the overall

access anduality of care.

Participantiversity from aresearcltperspectivas limited in this studyAcknowledge
limitationsarerelated to participant diversity, includingtt@DFN Rl UHSUHVHQWDWLR
perspectivesThis underscores the importance of incorporatingerse 0 — Rvtldes inhealth

governance and research, resonating with intersectionality'sdacoarginalisedSHR SOHV {
perspectives to understand and address complex social ineqdlgiesthis study did not

includethose who aréisabled, or those with othdiversities even though the health sector

includesall marginalised and diverse groups of individuals.

Resistancéo change irgeneric and health boardernanceracticeis presentedn this

study.The narrative®nresistance to change and the challenges of integrating clinical
perspectives intbealthboardgovernance 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 stkeholders within the healthcare syst&masistance is also closelypked with

power, and power is closely linked to privileddisstudy 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 practioéiealth boardand organisational policy and
practice By integrating an overlay of intersectionality critiqiieere isanopportunity to
ensure critical appraisal of intersectional consideratiobgcomecommon practice within

organisations

The engagement between governance direototsealthboardsand cliniciansvas

influenced by various social identities, including ethnigityssiblygender, and professional
status Thiswas notexplicitly explored in this studgpart from minimal commentary on lay
governance directorship and the challenges faced by lack of expert knowledge.
Intersectionality suggests thedcial and professionalentities do not operate independently
but interact to create unique experiences of marginalisation or privilegex&woiple, in this
study, there were fewer femalegsach with nursing in their past practi@y contrast, the

males were either medically qualified orhiealth boardjovernancelirectoror policyroles
Intersectionality analysis would invite more scrutiny of the background and experiences of
femalesversusmaleswithin thehealthgovernance environmenthis could include #ocus

on the power and oppression of females during past decades and theointipatcin
representation ihealth boardjovernance and clinical governance environments. A further
critical view related to cultural influences could also have been acquired had there been
0—RUL S D UMMptovideddoud/ anRe@tural responsibiliseandexpectationspecifically

of femaleswho aspire toparticipate in healthcaigovernance and clinical governance
leadership roles. In this contekimay have elicited information regarditige conflation of
culture and gender, privilege versus disadvantage the forms of power and oppression
WKDW GHWHUPLQH Z WithWw kebllticdyehddskLio Z2Rdrddl board
governance or clinical leadership roles. This aspect of intersectionality in New Zealand is a
significantfuture researcbpportX QLW\ WR XQGHUVWDQG KRZ WLNDQJD
can affect gender equality realth boardjovernancend ensure partnership is honoured in
the governance of healthcafiéhis studymay have elicited a different data ketd there been
more diversityThe lack ofrepresentation o — Rdikhbility,or otherdiversty have meant
thesystemic barriers to engagemenhaalth boardjovernance rolesere not explored as

part of the analysiS helack of diversity likelyaffectsinclusivity. Thereforethe

effectiveness dlfiealth boardjovernance practicgsovidesan opportunity fofuture

researchandthis would be keneficial from an organisational perspective
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This study emphasesengagement and hagyhlightedthe need foa culturally competent

health board and clinicglovernance that recognises and respects the diverse backgrounds of
healthcare providers and patieriartherfuture analysis of mtersectionalitycould providea

deeper exploratiomto how cultural competen@nd organisational cultural competerace
practisedwithin all healthrelatedgovernance structurglse it clinical governancer tiealth
boardgovernanceThis couldprovidea more nuanced approaichunderstanding and

addressingth@@ HHGV RI GLYHUVH JURXSV LQFOXGLQ@ds0—RUL DQC
such as the disabledthin theNew Zealandealth contextThis could be beneficial in

enabling improved access and health outcomes for those disadvantaged groups.

This study demonstrates how the effect of power and waitén clinical governancand

health boardjovernance conversations is shapgdntersecting social categorjes

specifically the power of government, expert knowledgel cultural competenayhich

afford a privileged positianT his study demonstrates hawices are amplified or silenced in

all governance discussiorand howprofessional hierarchgompeting imperativelsetween
differing rolesand authorityand othefactors suchasie DEVHQFH RI D 0—RUL FXOW)
directly influence whogetsto speak, who is listened to, and whose interests are prioritised in
decisionmaking processe3he segregationreated by the rules generic and health board
governance identified in this studgduceshe likelihoodof thehealthgovernance board and
those providing the services to view tirganisatiorthroughthe lens of intersectional

awareness. When combined with the other factors discussed in this chapter, the impact is an
overall redution in the ability of those less privileged or marginalised to have a voice within
the organisational structuoe influence upon the policies that apply to them during their
working or patient relationshifgt is this that creates divisiveness ampoundsgurther

marginalisation of individuals with less authority or power.

Policies and reforms in healthcare governance do not impact all groups eguattyan
intersectionaperspectivewe can see howealth boardjovernance policieand clinical
governance decisions eithmynsider or neglect the specific health needs and bawiers
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accessing equitable healthcare sucha®ss to healthcare servicekis studytakes place as
health reform is introducedithin New Zealandwith a key intentiorto enhanceartnership
andengagement in policgnd governancef health servicekor 0 — RRéhimunities This
healthreformis based othe acknowledgement of theeed to appreciatéatthe lack of

focuson intersectionality ithe healtrsector'sggovernance process hasatisantagedd — R U L
communities 0 — R 1@ WwelDplaced tacontribute their cultural knowledge and competence to
the governance process in healthcare, which until now has been margioaiisgtb

systemic bias and privilege that has been embedded over many years with a background of
colonialism. Understanding tlmationalefor what is commonly viewed as radical reform has
created tensiarmhere arenanywithin healthcare institutions and those who goweho do

not understandthythe PDUJLQDOLVDWLRQ Rnabhievihy improveX@@&tH O S1X O
outcomes. The implications for policy and governance of healthcare suggest that the
intersectionality lens reaches far more widely than just within the health.decteach

needgo be embedded ithetraining and education systems of healthcare practitionexds
disciplines and urban and rural practice settiRgcognition and clear understanding of the
intersectionality factors that create barriers to education and equality for those who are less
advantaged and marginsgid provide a platform from whichealth organisationsan work
towards removing these power structures that exclude and discriminate race, gender, sexual

orientation or disability.

Challenges and resistance to change witl@althgovernance structurese evident in this

study. The lens ofmtersectionalityguestiondow these resistanchave evolved and why

they have not been addressed previgukbrefore not encouraging teatrenched privileges
andprofessional oppositiorthatexist within thehealth boardjovernance and clinical
governancenvironmenin New ZealandThis study makes these relational biases explicit by

describing their existence apdovidinginsight as to hovio challenge andismantlethem.

A critical look at this study from thitersectionalityaspecsuggests a narrow view of the
impact ofsocial privilege, professional privilege, powand voice withirhealth board
governance and clinicglovernance environments. The study includes multiple forms of
identity relative to roles and authority, howeviedoes not represent the voice of
marginalised groupsS D U W L F X Q thd#liSabléd-—-aRdddse who access or use the

services providedAs a result, there are deficits in the study that cannot be filled in retrospect.

160



However, the study does offer valuable insights intactiveentclinical governance and

health boardjovernancengagemergxperience providing some insight as to the effect of
identity, equality, privilegeand oppressioim this key group of informantsnd 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 hadentifiedwhy focusing orachieving effective and trusting
engagementighlightsthe importance of creatinginical andhealth boardjovernance

structures thawork effectivelytogetherandare notonly inclusive but also responsive to the

complex realities of all healthcare stakeholders

This intersectionalitychapter critiques this stugyroviding aretrospective view of the
findings.My studywould beincomplete 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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In this chapterl present the emergent theory of this study and my subsequent
recommendationg.hethreethemesdescribethe outcome of thelata analysidHowever,in
this study thefindings were notabout factors that optimise engagemeéent,understanding
the impact othose factors thatecreasehe ability to optimise engagemeiibe emergent
theory in this case becomes apparent when the questitwvhpfis this happenirgy’is asked

of thedata in its entirety.

Clinical governancen this study has emerged agontested spaed@thin the health
boardroomenvironmentThe contest revolves around power and dominance as each
discipline within the clinicajovernance and health boayovernance environmeattempts

to gain control of the narrativelnacknowledgegthis unspoken contest manifests in
dysfunctional and estranged relationshipfiuenced by political and institutional rules

there is a collisionvithin thephilosophicaland professionglractice domainduringhealth
boardgovernance conversations. These philosophical and institutional differences are often
covert,notrecognised bgveryoneas affecting the quality of the relationship and enmgrg
insteadas conflict and oppositioftonsensus within this contested environmgetusive

more saf it is not addressed or understood, and consequitiatly is adivergerce of

motivations thaaffect the ability to form and maintain a healthy and mutually repect
environmentThe damage to thdinical and health boargovenance relationshipecomes
sustained by repetitive behaviours and practices that do not address the underlying cause of

dissent and discordandfese then becoming s@érpetuating

There are no physical artefacts thahaddress thisontest;as you will have read, the
evolvinghistory tels usof the clinical anchealth boardjovernance journeguring the past
four decades. This study provides a different perspective on the unacknovwdadgett
disengagemepand estrangement experienced by individuwdis have worked in the

complex and challenging political arena of healthcare governditat wedo know is that
governance of healthcaire many countriedas struggled to integrate the clinical perspective
into thehealth boardjovernance processhis integrationwill remaina challengeavhilst the
contestbetweerthe clinicalgovernanceindhealth boardjovanance domain is not
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confronted openly. Whahust berealised is thato governwell requires a functional
relationship that encourages individuals to feel able to speak up. Speaking up requires
courage, the willingness to confront those with powrdto be prepared to haeecritical
conversation. The responsibility of leadership is to provide an environmerg toaducive
to conductingrobust and safe communicatiddlinical governance will never flourish in an
environmenivherethe rulesof engagementeduce the opportity for courageous
conversationUnderstanding complex issues, or the simple act of getting to know an
LQ GLYLGXD O,tanretbe/davmddyéileRo® Demonisng othersashasemerged in
this studyis a symptom of ndbeing preparetb engage in discursive conversatiand
throughobjectifying another we create false images that shape our respbnedack of
discourse prevents the opportunity to gasight intothe reasons why potehaviours
sometimesnanifestas an outcome of clinical governance conversafibis studyprovides a

unique insight into thdestructive #ect of negativeengagemengxperiencs.

Healthcare governanceasimportantbusinessit is not a process line, a place where things

happen by chance or good ludkis serious businesghere SHRSOH TV Oib¥ikgV DQG ZHO
rely uponthegovernance of healthcare being the best itmaiTheleast we should expect is

that those governingemonstratepenness to engage and focus on the tasératto provide

safe and effective healthcgiedmondson & Smith, 2006; KisBephart et al., 2009;

Nembhard & Edmondson, 2006)

This studysuggestshatthere are times whemealthcare governanoeay be compromised by
the relationship issues identified, and this should be of concern tthieotiealth and
governancgrofessiomls and the statgector The study has provided unique insights into the
relationshipdetweerclinical governancandhealth boardjovernance from the experiences
described It addsa different perspectivi® the literaturen clinical governance artte
importance oengag@mentin providing a differenandmore intimateview of theclinical

governance relationship

Based orthetheoryof clinical governance being a contested spaeesome potentially

useful recommendations.

| have presentettherelationshipsetweertheclinical governancendhealthgovernance

boardroomenvironment as a contestsplace, but it is not overtly recognised. Consequently,
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it is a source of deep conflict. As a practitigrierow lookat healthcare governance
conversationsis a power contesthere unacknowledggebwer, domination,ideology,and
expert agencygollide. Whatcan be done toecognise the contested space and improve
relationshipsandwhatcanchange the future relationshipstween clinicians anlgealth

boardgovernance

Influencing keygovernment agenciesill be necessary if this study is to be of relevance in
WRGD\fV KHDOWKFDUH JRYHUQDQFH HQYLURQPHQW $FKLH
and a multifacetedapproachUnderstanding why engagement mattertheyprovision of

guality healthcare should be ubiquitous within the sector and should be introduced throughout

the wholehealthorganisation, not just the governar®rdroomenvironment.

The study findings and implications should become a componémioiduction and
orientation process for dllealth boardjovernance directors and clinical leaders within the
New Zealand healthcare context. This should b@teshdorsedby the Ministry of Health,
Manatu Hauoraand include liaison with other government agencies that influesakh
sectorgovernance processes such as the State Sector Services and Ministry of Business
Enterprise. The New Zealand Health Services reform and the recengfinfithe Treaty of
Waitangi Wai 2575 positionthe role of engagement as a critical success factor in governing
health providereffectively. Of particular note is the need to reconsiderrthe-bound
governance mechanism of reducing interaction between the governance board and staff
this study there isanidentified opportunity tostrengtenthe quality and flow of information
and improvehealth sectogovernance intelligende addresshewell-being of the

organisationthe social relation@andthe power bases withiit.

Key policy and government departmewtsuld do wellto improvetheir current

understanding of engagpent in the clinicahndgovernance environmenivhere the
expectation that individuals engage in specific functions or processes is sngggement
requires a broader descriptianddiscussiorthat is nuancedndfocusse®n the individual
responsibilities of effecting good engagement. A glossary descrigitiemgagmeninay well
suffice in manyinstances bus usually an assumed transactional process of complying with
policy which is ignored by manyManyindividuals will benefit froma greater undetanding

of the effects of engagement experieneéhin the practical clinicahndgovernance

environment.
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Forprocesses that include a multitude of individuals weponsibilities for organisational
or sectorwide policy, these individualseed to be intimately familiar withnderstanding
why achieving optimal engagement matters to providing a quality serve@mmend that
policy processeicorporate a new sectiotEngagement- why it matters within strategic
planning process clinical governance planguality guidelinesand training programmes
Informationis intended to alert individuals and groupshte complex dgamic of
relationships within a clinicandgovernancenvironmentand highlightwhy these matters
arerelated taherisk associated with poor engagement in the clinical governance
environmentTo highlightthe consequences of poor engagnt in clinical governance
conversationd would recommend thatxamples ofailure or harnthatare directly linked to
less optimal communicaticare sharedlf staff are toengage ireffectingsuch policy options
of where to seek support and advice musavalable Thismay be part of the role of a
navigator within organisatiorte enablea safe but connected environment focussed on

enabling individuals to speak up freely without sanction.
The followingNew Zealand government agenciai be informed ofthis study outcome.

X Health Quality and Safety Commission
X Manatu HauoraMinistry of Health NZ
X Te Whatu Ora, Health New Zealand

X 7H $ND :KDL 2UD 7KH 0—RUL +HDOWK $XWKRULW\

X Health professional regulatory authorities
X Locality committees in the process of being forrpedtthe New Zealand health

reform.

x Clinical and management professionals within regional and local New Zealand public

sector healthcare organisations
x Clinical leadersmanagersand those considerifgealth boardjovernance

responsibilities
Otherorganisations

x Primary Health Organisations

X Rural Healthcare Trusts

x lwi Partnership Boards

x +DXRUD 2UJDQLVDWLR@Wideds-RUL KHDOWKFDUH
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x Professional organisatioriat offerhealthgovernance training

This study is applicableternationdly. Publicationin 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 thadtesdfect
boardgovernance relationships aimderactions

The following addresses how these opportunities can be achieved in the current New Zealand

healthcare environment

My first recommendation is to make this information availablihe key agencies identified
andthose that have an interest in developing and understanding how relationships are formed
within this environmentThe opportunity this study presents to government agencies, and all
healthcare organisatiofis unique Sharingnew insightswill assist governmenhealth board
governancgandhealth servicgroviders to understand aadknowledgehe 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 éaploring the nexus of these
relationships without vested interest but for the betterment of clinical governance

relationships.

This process of introductiomay be by publication and presentation, preferably combined to
enable context and interaction during engagenMytapproach would bboth local and
national Localcreates connection and immediately positions this study within the rural and
local environmentlt enabledaceto-faceinteraction and increases the relevance of the
findings as it is focussed on the community in which | practise. Nationally, | present
information from which to influencpolicy, and this involves aessing individualsvho can

be initiators of changélhechallenge is how to capture attention in thigh-pressurarena
andthisis where | see social media and grey literature as aevayluencethedesire to

engagen this conversation.

| imagine that many who halween omrecurrentlygovernors or cliniciang/ho engage in
clinical governance conversatioentify with theissueghat this researcraises butnay

not understand whthey feelthis way It couldbe helpful to introduce thiendings of this
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study to organisations with an interest in thparticularhealth boardelationships.
Understandinghatrelationships can be fraugimay provide an opportunity to work more
cohesively as a group because individuals can explore different agendas without seeming
inflammatory or irritatingUnderstandinghe effect of power relations, inside and external to
thehealth boarcbomclinical governance environmemnables aappreciaton of the
complexity of organisational relationships and social structumgsortantly, understanding
this dynamic reduces the barriers that the ruleggeatricgovernance hee lived by for many
years.To understantiow and whythedynamics demonstrated in this stuthwve evolved
requires a willingness of those within thealth sectoto take timeandreflect uporthe
historyandcauseof oppositional motivatorwithin the governance environmeiithe
subsequentysfunctionthatconstanteformhas created withinrganisational culture and
relationshi does leave a lasting impatt.gaining an appreciation of why this has
happened, there @& opportunity to explore howheseconsequences hawmeanifesed and

how they may be mitigatedithin the power base dfealth lmardgovernance relationships.

My second recommendation is to suggest the styleayof governng matters, and that if
relationships are to be based on trust, which is necessary to sustain engagement, the
normative rules ofhegovernance management divide should be reconsidered within the
clinical governancand health board governance environmkeligtorical governance
institutionalrules create a divide¢hey also reinforce power and sanctfoom an institutional
perspectivethuscreating divisiveness between ttimiciansandhealth boardjovernance
that immediatelcreatesarriersto achievingeffective communication. Healthcare
according to this studyelies on good communication to enhagoality andsafety for
patients Thisis enhanced when barriers to status are reduced withiretlithcaréeam
environment Therefore, onenustwonder at the sense of maintaining divides that further
distancehegovernancerocessrom its core purposeto oversee the webleing 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 soushe
ask why What is theconcern abouiaking time to connect and find out what really matters to
those providing healthcare? Surely the imperative is to be the verydopstvide effective
safe quality careand who is best to advi$ealth boardjovernace on whether this is so?

There is no doubt we need a variety of expertise in health and clinical govesnasaot to
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excludeindividuals with the intelligence necessary to infdrealth boardjovernance.

Improved connectiowith staffalsoaddressetherole powerplays in establishing

relation$ips By humansing governancend clinicalinteraction we reduce the opportunity

to create images of others tmaisrepresenthe realityofan L Q G L Y lnGt&ianwe

should askvhy we wouldwish to perpetuatthe creation of otrue image®f othersif we can
instead find collective wisdom and solutions to the big issues faced by healthcare governance
Onemust askvhether theule thatdivides those ingovernancelirectorship fronclinical

staf or operational management is helpful or a hindrance in connecting well with istaifie

modern healthcare environme@hallengng thestatus quo of fls normative and
promulgatedivide may produce an opportunity to discover new insigimis nurture

relationshipsased on connection and trust.

My third recommendation involvdsealth boardaccessing a skilled facilitator to fultihe

role of navigator whereblyealthboards can benefit from an impartial and skilled intervention
whenconflict or power struggles emerge. This could be particularly useful in situations
where newly formed health sector governance boards #neir formative periodThis

could assist with preparirginical governance and healtoardsup-front " for the

complexities of theelationshipbuilding process and provida immediacy of intervention

as a coaching or reflective process to promote and sustain a healthy, dynamic, and trusting
health boardjovernance environmenthe goal here is tensue the clinicalgovernanceand
health boardjovernance space is perceived and experiencadaie space in which robust,
critical thinking and analysis occurs. It should be a place of mutual respect, recogmition
learning along with support and encouragemé&nbsewho work and interactvithin this
environment should be cgratent and able to intervene and maregjtuation of conflict

The challenge is how theonflict interactionis amendedo reach a place of mutual

connection and contributioVhathas emergeuh this studyis that it is difficult for this to be
addressed in the current form of governance sklech of this damage and subsequent ways
of behavingareentrenched, as some in this study emphasised, eustembedded in the

walls. Leadership is equally as fallibbyy becoming part of the problem of entrenched poor
culture, condoning poor behaviouasidsetting very poor examples to less experienced
individuals This matters ashte impact pervades beyond the governance environment and

affects theoverallorganisational culture/herédoy details are shareébehind the stage door
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and insidious covert behaviours emergee Effect of power plays a role in individuals
staying silentand not being willing to risk challengingell-embeddedbehaviours., WV D
tough callfor individualsto speak upThe importanguestionclinical andhealth board
governance should ask of themse)\aa®l collectivelyis whether they wish to continue
condoningthe ongoingdestruction ofrustbasedelationshipdy creatingan entropic culture
thatpervads healthcare clinical governanaad health boardomenvironmentsThis

guestion is crucial ifthe aim isto provide safgeffective delivery of patient care.

Achievement of the recommendations will be influenced by many factors; a new government
within New Zealand, the continued introduction of the reformed health systelthe many
challenges that are faced by providers of primary and secondary healthcare systems as

workforceneeds fundingand government policy affesprioritisation.

As a practitioner within theystem/| see opportunities totilise professionahetworks to
begin a process of introduction. Starting locdllgim to connect with the organisations |
have established relationships with and concurrently communicate with the key adencie
have noted. Extending to the primary and rgeadtorsit will be a privilege to share my work
with them and receive feedback. | see this work as an ite@teessandl know | will

need to be tenacioulf is not easy to infiltratéhe policy sector unless there is a crisis that
demands interventigiut perhaps that crisis is nowhereis much to be achieved in the
governance of healthcare in New Zealand in the cuemvitonment. My background affords
me the ability to be helpful to the sectbcan be gartialsolution to enable organisational
clinical governancand health board relatiots improve, howevel prefer that
organisations beconsiccessfuat improving the clinicahndgovernance dynamic by

growing their own cliure of leaders with good insight and competency in this area.

A specificpopulationthat | am keen to share my work withis— RUL , DP ORRNLQJ IRU
presenting this study, especially to the Ngai Tahu Research Committee and oualmral H
organisations anthe section within Te Whatu Ora which represents the remaihs Aka

Whai Ora. Iwould present it to them as #,ifor 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 DUHD WKDW , KDYHQYW H[SORUHG LV WKmMc&ion¥ RFLDO P
by those that | see as true leaders and influencdrsdth servicgovernancel see that this

approach engenders conversation and opinion amongst colleagues and provides a platform

for debate and discourdealso see that these platforms are a way to reach Wusmay not

have time to attenslessions oget to conferenced hus,| have realisethat the best approach

is to make it easy for others to hedrat you have to saywhether gpodcastan opinion

article in the local papethe social networld_inkedIn’, an article in a professional journal,

or a post on social media sites thedches specific audience. There are ways to connect that

do not follow the traditional rulesf academiandl intendto use these networks to get my

messages out to my audientbese options also provide an immediacy of feedisack as

metrics, comments, criticism, likeanddislikes, and are a useful feedback mechanism.

At the end of this process, which | imagine will take some years to achieve throughout the
sector, | would expect to see engagement as a key component of information for participants

in clinical governance and healthcare governaméronments.

In summary, thimew knowledgebout the influences upon relationships within the clinical
governancandhealth boardjovernance environmeptovides an opportunity to consider

the possibility of a different approachttee clinicalandgovernance conversatiaridy
activelyengaginghe clinicians in thdealth boardjovernance conversatigriee power

issues becomless potentTheywill always exist to some extent, but power canruge

evenly distributedinclusivenesseduces barriersy enablinganimproved understanding of

issues anthe formation ofelationships. By embracing tleénical 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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The research question tHatimed toanswemwas 3Vhat factors optimise the effectiveness of
engagement between health clinicians and governance directors within the clinical
governance environmentThe questionseemedtraightforwardat the time of commencing
this studybutwasnot so simple to answelt has required a degmalysis of the data and
continual revisiting of relationships and consequenths study hashown that there is a
complex dynamicelationship betweedliniciansandhealth boardjovernancehatpresents

as atangled web of opposg imperative, fractured relationshipanduse and abuse of
power. Summarisng this complex dynamias a practitionemight beste doneusingmajor

W K H Rreiphavsvndhichl find capture theessence dhis studyoutcome

Harold Blumer(Blumer,1956)describes the study of social reality as lifting the veil. By

lifting the velil, the real social relations are exposed, not the ones we see through the filter of
the veil. ErvineGoffman a major theorisbf power(Rogers, 1977)creates an image of

power relations as we see them onftbat stage, and then behind the stage dDexvey

(2008 writesthat % bridgejoins the gap between existence and essence, namely
communicatiodanguage and discoursg133) Lifting the veil was an unexpected metaphor
for what emerged throughout tregidy. However this metaphoseems fitting as attempt to

sum up theelationships that became exposdtenasking individual participants to share

their memories of engaging in clinical governance.

What | discoveredvas how important trust is to forming sustaining and reciprocal
relationships. Trust is precious to individuals and is valtrethis studyit is, however an
elusivegoal in the context of competing and opposmgeratives that are debated and
decided within the clinical governance conversatiml reflect on the relationships
described irthis study,| struggle to see expressions of clasestingrelationships between
clinical andnonclinical within thehealthgovernance environmenhsteadwhat! see is a
history ofdamaged and negative relationships createalagk of cohesion and purpose
resulting in reducedeceptivenest talking togetherA contest between two opposing

factions.
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Relationshipsre not someihg thatappeardo be easily formedherefore understanding

what influences the ability toreatetrustbasedelationships became a significant component
of thisstudy. As gractitioner | had failed to appreciate the complexity of individual
historiesupon relationshipandthe limitations imposed by forces ttat not so evidern

the surface ofiealth boardjovernanceleliberationsin completing thistudy,| beganto
understand the value ofting the veilto expose theeality of relationshipsvithin the clinical
governancandthehealth boardjovernancenvironmentBy lifting the veil, there is an
opportunityto see things as they really afeowerplays a crucial role in the formation of
trustbasedelationshipshut powercandestroyrelationships. Trust is fragil@andfor those

who experence broken trusit is remembered, enduringnderosive. Theonfluence of
erodedrust and power creates a fragile environment from which to govern clinical services

effectively.

Power, which has many forpis ubiquitous; it surrounds us in our daily liveesd is studied
by philosopherdo help define and understand its impact on society and populations. As
practitionerswe are likely oblivious to the influence of powarour work environment
Power has emerged as a key factor in influencing behaviours, both in public forums, the front
of stage, andhore importanthbehind the stage, as a hidden and destruoteehanisno
manipulateand damageelationshipsThis studysuggests thatie should not ignore the
influence of power. Power relations form the social reality ofooganisationgndthe idea
thathierarchicalorganisationastructureis the true base of power somewhatielusional
based on this study. Powamerges from what goes on behind the sthgpe, where
professional influences and subverdiahaviourdorm the reabkocialrelations within
organisatns Individuals choose what they share, how they slaa@by ignoring the
dysfunction between clinicians agdvernancelirectors we create an opportunity for power
to be used destructly. In thisstudy,we see this agisrespectingndividuals and

demonising those/ho have different perspectivemdmotivations It is not a healthy
environment in whicho govern complexealthorganisationslet alone establistrustbased

relationships.

The finalpointin this sumnary relates to why this study matters in the contexdwfclinical
and goernance conversation.matters to me asgactitionerbecausehe quality provision
of health serviceshould not be left to chandgtfective deliberation in the clinical
governance environmentustbe based on safety and quality first and fiowst It is the sole
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reason foklinical governance in healthcafeurthermorewherethis ability to be frank and
openis compromise@ndthe ability to debatelosed the risk to thepatientis increased.
Healthcare governancg not a lotteryandit is notto beleft to chance Forsomewho suffer
the consequences of poor governaoickealthcareit is the difference between life and
death.

There are no physical artefacts thah create a changeapproach of this nature; it is a

personal choice, an individual decision to choose to acquire insight into the factors that

enhance engagemdrgtween thelinical domain and thgovernancelomain However the

choice can only be made if one is aware of why, and MW LV VW XG\MayFRQFOXVLRC
become meaningfuHence the artefact is the selfhether itis me as theractitionersharing

this insightful study, or a reader of the study that resonates with the findimgsharing of

insights,the possibiliy thatothers gain even a little understanding of why this might matter,

could lead towards a change in the way we interpret the rules of engagemeitinzacte|y

change the dynamic afcontest for dominance to one of cohesion and cooperation.

Towardthe end of this study, | cast a critical lens to identify the limitatistnengthsand
weaknessesf this study. | have founthat hindsighprovides for a retrospective analysis of
what may have made differences to the outcomes of this. $tusids to or subtractdrom

the outcome and the learnings associated wittaetitioner'snquiry. | have also found that
hindsight providd personal challenges and internal debate agtol madeparticular
decisions and choices during the study trajectonportantly, this reflection enables me to
see how choice and the associatedisionmakingat many poirgin such a long journey
may have resulted in a different outcarais is impossble to quantify, but it is foolish to
think that the study would have remained the same had | approached my pradtitjoimgr
differently. | have embraced my positionality as a strength in this study, fimayse!f
becomingncreasinglycomforiablewith theplace and recognitioof researcher subjectivity
when conducting qualitative researtithis study, reflexivityhasafforded me new insights
as | engaged in conversation andcomstruction. The insights | hadescribedhroughout
the study have enriched the experiencthispractitionerinquiry. Theyhaveaffirmed for me
how importansituationalcontextinfluencesinterpersonatelationshipsandthe subsequent
effectonthe richness of datpollected This process also involves analysing my personal

traits and values and challenging these critic8lybsequently, acknowledgitigese factors
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also provide opportunities for recognising failure, improvement opportyrateshumility.
The following paragraphgrovide critical reflectioron the areas in this study thegre

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 | chose to continue to
conduct this during the Cowtld pandemicAs a practitionerl was excited by the prospect

of studying what | considereticrucial aspect of healthcare duringrae of global crisis. |

have observed the evolution of the virus, the impact on other nadimmhshe datd also
accessed evolving evidence in practice and academia that encouraged me to press on as
clinical governance waskey element of managing the pandemic. At the beginning of
Covid-19, New Zealand was more of an observer and plarRreparationvas the focusso
there wasit seemedtime to integrate the pandemic evolution into my study trajectory. To
add to this complexity, health reform wiasminent,and it seemed likene perfect time to

focus ontheengagement and clinical governance conversatiba.consequences

continuing the study | felt were positividowever as time passedome unintended obstacles
and limitations occurreduite subtly as a consequencetd protracted impacts of the
pandemic that | now realise constrained and altered possibilities in this study.

The following paragraphs explore those that | see as important and key learning points for me
as a practitionerl also share my morabmfort or discomfort with aspects that | have been

challenged abouty others during this journey.

My first reflection concerns my participant selectiarich | see as a limitaticemda

strength The study is positioned withingarticular stratum of healthcarigis targeted at the
top layers of leadership amealth boardjovernancelt is, therefore what | describe as
exclusive Thereare manyl havenotselected to participateecause ofvhere they interact
within the healtrenvironmentso there isaovertelement of selection bias in the participant
choices | made. Some would suggées a limitation in the study that | have rg#ineda

wide range of experiential vievilom other sectors the healthcare system by giving
potentiallyaspiring contributorgn these areahe chance to participatdly practical

approach irselecting those thatfelt could answer the research question is based on the fact
that themajority of staffin the healthcare environments acrossséeormay never meet or
speak to a governingjrector, notbe actively engageid a health boardroomovernance
context Hence, | see that the study would have been informed very diffesertlyis

highly probable thatheviews of youngepractitioners would be differeiiad | approached it
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with wider criteriaand less rigour in selectiorh seemy participant samplas a strength in
answering the research questidhetarget audience, likely because of their seniority and
activity levels wasa tough group to recruiThisbecame apparent as | started with a list of
individuals the majority familiar to me in my past practi¢éearned very quickly to accept
silence as very few followed up on my offer. | became awarddhatany, they were simply
not available as their focus was on their planning and response to thel@gasmdemic.

This realisation was possibly a key point where | could lcheserto suspend the study
pause for the period of the pandenaind possibly recommence at tefadate Pausing would
have provided a&eset opportunity to explore this study in a normalised environn#ent.
normalised environmentould likely have facilitated a wider spread of available recruits and
alsothose fronthepolicy sector who were focussed on policy and not available during this
recruitment phase. It is possible that if this had been completed postIthe data and
findings would have been differemctivity duringa protractedCovid responseapidly
increasecdommunication betweegovernancelirectorsand clinciansandowingto the

timing of this practitioner studyhe data is essentially pre and early Cel@dresponse.
However, | think it minimises the wider experiential contribution to focus solely on advid
as a limitation as the study focussed on memories of engagesnalhd fromeventsseveral
years earlier and linked to the research topie age and gender demographic will have
played a part in the nature and relational aspects of theAlatature participant group,
predominantlymale each had experience of the health sector over sitimiatines and

political and structural experiences withite New Zealand health sectddew Zealand is a
small countryandeven though they were not close colleagues and held differentthais
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 particulame and exposure view of the relationship between clinician
policy andhealthgovernance. Future studies of a similar nature with a more varied age,
cultural and gender cohovtould undoubtedlydescribedifferent experiences as governance
of healthcarend policy processes change over tilmgerestingly as | reflect on the current
health reform| wonder if this study were repeatetdhether it would fit with the current
governance of health modafl Te Whatu Ora, Health New Zealan#fter this study, he
majority ofregionalrelationshipswithin the health provider servicescurbetween
operationamanagemenpositions analinicianswith little direct contact with governance
processesandthere is astill-evolving structure calledbcality committees serving local

communitiegn theform of network governancéthink, should this study be replicatet,
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could be that there is a question®ftingness” (Delmar,201) sincecontext and structure

have changed considerably in the intervening time since the start of thiskétwelver,l

see that thisv W X G\ TV Bo8I& hecobskiBredyeneralisable to a variety néwly formed
settings within healthcare relationshgssindicatecbove butwvould engage a different
audienceGiven the qualitative paradigm in which it is desigmeglication may be difficult

to achieve ints entirety.Giventhe lack ofresarch in this specific area of phenomena from a
practitionerq perspectiveit does provide possibilities for a modified applicatiomealth
sectors with governance processes similar to the disestablished BistittBoards such as
the National Health Service Trust Boardswithin countries with indigenous populations

and similar governance structurésvould beinterestedo compareheresults of ay similar
study five years on from this point to see what has changed, and how and why it changed.
7KLV LV HVSHFLDOO\ VLJQLILFDQW IURP WKH 0—RUL SDUWQGQ

It is at this point that | should consider the implicatiand responsibility | takéor thefailed
UHFUXLWPHQ WheRubsfegquent/dbsbnQethé 0 —RUL YRLFH ThHg WKLV VWXG
voluntary nature of the recruitment procesduded 0 — R U L SriisUOW leffelct® b |

FRXOGQYW KDYH NQRZQ WKH LPSDFW &RYLG 0ZRXWLG KDYH
health providers across the counifere is no doubt this study is weakering to the lack

of 0 — Rvddde | am complicit in not challenging thisilence and have spent many hours

examining mylack of action(what | now recognise as reluctariodorce mystudyneeds for

participation) in pursuing0 — R UL W R .&iedaxploFfingSity phhbsophical and moral

views of mypast and currenU HODWLRQVKLS ZLW KyBteméldtiobsQis WKH KHD
with the Treatyl| haverealised that | waseluctant and uncomfortable in adding to the

EXUGHQ 0—RUL ZHUH IDF L @y n&Hsbecarhe\lds ldf SdiqpenP L F

compared withW KH WKUHDW 0 —f&édirom Bhe WrixsMl Woik-hY a vaccinator

for Covid 19 highlighted the pressufe— Rvark facing in providingrotection and access to
vaccinationwithin their whanau and iwil'his experience of the concern and intensity of

focus did influence myiew thatmy studyneedsecamesecondaryvithin this contextl

simply did not want to intrude, be insensitive, or appear ignorant of what was evolving

throughout our vulnerable communitiégowever, | was not ignorant of the neiednclude

0O—RUL WR SDUWLFLSDWH DQG ZK\ WKV A \RrigdedtchHG DV LPS
especially more so as governance is a crucial aspect from a cultural perspective within New
Zealand., UHIOHFWHG RQ P\ HDUOLHU U ld3 blasl tReQWdik BrglV ZLWK 0
PDQD UHVSHFW WKDW ZH KDG HDFK DIIRUGHG WKH RWKHU

176



outcomes that were achieved as a consequence of working toJdtiseequired my being

prepared to advocate for change, shift the poarmare-directcontrol that had historically

been claimed by ne® —R UL S URYGE WHHWXUQ WKLV WR 0—RUL 7KHVH
the region where this study was conducted and occurred after | had moved to another region

of New Zealand. This is an important realisation for me from a relationship perspiective

hindsight my lack of closeness to local iwi and Rangatira (lealilee) impacted the

negative responses | received. The lesson learned is that names and labels are insignificant,

but relatioQVKLSY DQG FRQQHFWLRQV PDWW HIWietilitwé Mithgan RXU 0 —F
critical lens,| realise that hadinvited a variety of individualswho LGHQWLILHGI DV 0—R U
0O—RUL RUJDQLVDWLRQV ZKR HLWKHU GLGQTW Na@d®RzZ PH RU
so, whilstl carefullyrecruitedparticipantsthe chances of success were limited, and this was

not solely linked to the pandemic.

However, an aspect that has, and continues to stay wijtrelags to my perspectivé what
rangatiratangaor self-determinationmeansn the context of thistudy. Ifelt thatthose who

hadread my invitewould have asserted their rangatiratanga, ch@ndselt-determination as

to whether to respond. | knew this would be considered a weakness of the study. In some

ways , SUHIHU WR EH FULWLFLVHG IRU ODFN RI 0O—RUL UHSUH
consider tokenisra something | see as prevalentiealthcaresettingsevery day. My critical

reflection is tounderstand whethéineminimal representation o® —R UL SDSlhWLFLSDQW
sStudly UHSUHVHQWY D 0O—RUL YLHZSRLQW RQ VXave®Q LPSRUW
minimal recruitment of0 —RWR I XOILO WKH DFDGHPLF FULWHULD IRU 0
it has been an important question, one that is better informed than earlier in my career now

that | more fully appreciatihe burderplaced upon0 — Rnlgbvernance roles$.hopethat the
ILQGLQJY ZLOO UHVRQDWH ZLWK 0—RUL ZLWKLQ WKHLU FXC
FDQ VHH WKDW ZRUN E\ RWKHU VFKR QlWwevelGORHR/ULLQZR W W K
of working in governance practice (tikanga) are different to westernised governance systems
where0—RUL FXOWXUDO YDOXHVY DQG SUDFWLFHY DVVRFLDWH
necessarily recognised or respedfednoho, 2012) would preferto offer this studyas it is

with its limitationsexposedo 0 — Rwith my mind open to their thoughtand see if any of

the findings resonatéfeel that such an approach leaves doors @p#moptions to explore

from the 0 — Rvdrldview E\ 0 — R UL D Q.Gad2éptbBattirsistudysuggests we as

Pakehgnon 0 — RaydctitionersV KR XO G QR W D V Wik particiyakeDrirdkéha R U L
researchldeally, a study of this nature could feR Q G X FW H G ERakehaRnviteddd. W K
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SDUWLFLSDWH E\ 0—RUL UHVHD Udf thid ékperidRelDis|&aldsinyeH D GLI 1|

to a discussion on intersectionality.

| was asked to reflect on tiversectionalityrelative to te findings in this study.
Intersectionality is an area that, whindsight | would have explored more deeptyadd a

more critical lens of privilege and powdihere is no doubt this studyinformed by a

privileged group of individuals. In mglossary| describethe architectureof intersectionality
asthe inextricable way that race, class, gendsigbility, and sexuality intersect to shape

each other within the broader structures and processes of (8lveema, 2019)Advantaged

or disadvantagedace or ethnicity, education, political ideologygwer,oppressionand

more collectively these factors affect whethedividualssucceed or fail, are treated fairly or
unfairly, aremarginalisedpr recognised, experience prejudioeprivilege It seems that

each aspect of intersectionality has a compounding effect on other aspects, and the overall
impact is etrenched within societgnd organisationd his study is a vignette on privilege
andsurprisingly,perceivedppressiorby those who have privilege and powRut it is also
aparadox the paradox being that even those who are privileggacated, socially

respectable, not poor, hahdj powerful positions of authority, expertly qualifieehd people

of white European origirseemto experiencgpowerlessness, intimidation, minimisatjon
victimisation,and bullying.My question isif the privileged among usneincluded and

thoseof uswholead and thereforéetermineghe rules of engagement arefamiliar with
intersectionality complexityhow confidentshould | beabout whetheour organisations are
being well governed? How does this study help enthasewithin our sphere of influence

are treategustly andwell? 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 andhe most disadvantaged and marginalis&sifects of intersectionality are
discussed in the Treatglationship with the health sector sectibnt it is not overtly

addressed as a fundamental flaw in how health understands its internal bias in the health
sector My learningsin this studycomepossibly too late to shape my findingsdare

therefore considered a limitationmy conclusionHowever,awareness argldeeper
understandingf the significance oihtersectionality in the healthcare settimgveshaped my
perspective and how | view the world in which | function and contrifthes isespecially so

as this study clearlijpcusse®n why good governance and deliberatameessential ihealth
RXWFRPH LQHTXLWLHY DQG RSWLRQV |Brd thRswhBaoe QJ LQGL.
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disadvantageth different waysare to be addressed by the system andhrfeagmented

parts.

As | reflect on the whole of this study, | now recognise what privilegerigilegeis not
something | grew up with, but something | have earned over thetheaunghhard work,
application towards achieving excellepaad being able to work well alongside and lead
others. | am not a perfect scholant as | objectively consider the cognitive and
psychological distance travelled between 2020 and 2024, | can feel and hear the changes that
this study has engendered within me and my whanau. | would loesicis as

enlightenment not spiritual, but a profound awareness of my limitati@amslmy openness

to reconsidering practices embedde®r many years as a practitionehave evolved in my
cognitive and inquisitorial questioning of what is accepted as common practice and | see
myself hesitating before | answer questions, takingitheto think about not what | would
usually say, but what | need to consider before | speak. It is an interestisgilksetthancing
change in my way of being. Insights gadhas part of this study hasemetimestopped me

in my tracks; those moments when clarity and understanding collide and the image that is
being processed suddenly makes sense. It sounds draandii@am not known for drama, so

it is for that reason more profouttthat| have changed mpractice and reckoning of

situations that Washistorically surroundetly and immerseth. This change is what

consider to be the practitiongstudy purposé to live through the shifts and changes and
emerge with the nitiple learnings and failures that come wiitie new territory of

practitionerinquiry.

The next chapter brings thesudy to a conclusion and is followed by a final reflective

summary.
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In drawingthis studyto its conclusion, | hesitate to say whether | hallg answered the
research question | posed at the beginning ofstinidy However | haveacquired deep

insights thahavechange my perspectives of engagemanthe clinicalgovernancend

health boardjovernance environmerit 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 individualas well asexposng the less kind side dfealth sectogovernance

relationships.

| was curious to understand the nature ofehgagemenuithin theclinical governanceand
health boardjovernanceelationship Often, onanustbe an observer to appreciate the things
that are noimmediatelyobviousas an active participarthus | have foundmaking time to

distance myself and explotieis practitionerinquiry hasbeen satisfying and discursive.

Blumerdescribesny curiosity quite eloquent)yand as | reach the endtbfs study, his

words take on more significance to me gsactitioner

The empirical social world consists of ongoing grtitgg and one has to get close to

this life to know what is going on in.iThe metaphor | like is that of lifting the veils

that obscure or hide whatgeing on The task of scientific study is to lift the veils

that cover the area of group life that one proposes to stheyveils are lifted by

getting close to the area and digging d&ghemes of methodology that do not
HOQFRXQWHU RU DOORZ WKLY EHWUD\ WKH FDUGLQDO S
empirical wort (Patton, 1990 p 67)

Clinical governance is widely promulgated to be the panacdhdprovision of quality

systemgo reduce risk in contemporary healthcare environmétitsa 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 healffteeneeis no doubt
thatwell-embeddedatlinical governance systems save lives and reduce harmful events, but as
with any systemit is reliant on how well it is embedded in practice and how those working
within the system understand why it mattérgeen withthe evidence that supportise

implementatiorand embedding of clinical governance, the documented disconnect between
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the frontline and thboardroontontinues to provide challenges, and in some instances, the

systems fail tsupportand significant harm events occur

This study matters because it exposes new information #ifaictorsthataffect the ability
of health boar@jovernance and cliniciartig build relationshipswhich in essencare

communication antrust.

Trusing those that goverthe wellbeing of our health services hinges on the ability of
goverrorsandcliniciansto work effectively together artd deal swiftlyand competently
with individual and professionalifferencesThe privilege of knowledge and poweif used
well, can achieve diligent and dynamic clinical health board goverrzaszsl upon mutual
respectStrong leadershighat understands the complexity of relationships within the
healthcare governance environmean buildtrustin each otheandcreateless opportunity
for individuals toexperiencelistrust

It would be easy to think that things might be better if health services wersotaly by

clinicians That would be foolish, anithe outcomes would likely be the poorer. However,
neither governmentor bureaucratshoulddominate healtigovernanceand this is where we

see that different forms of power can be used to create good outcomes odeatruigive.
Powerused destructively shapes and manipulates behaviours and ultimately creates its own
end. Understandintipe different forms of power and their affective nature provides an
opportunity to work more cohesively with individuals but ttequires avell nurtured set of
emotional and cognitive skill It seems this is a raskill setin the world of governance in

healthcarebut it has nobftenbeen spoken about, nor the consequences appreciated.

How is healtlgovernance to ensure the wi#ing of theorganisatiorit governsif it is
oblivious to the power relationships within the boardroom, let alone the complex
relationshipsevolving outside of the health boardroom? Now that the veil is |iftede is an

opportunity that few will be brave enough to confront.
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As anintroduction to this finale of the @tor of ProfessionaPractice (DPP)the beginning

of this discussion focusses on a cycle ride. For the first time in many weeks, | took a cycle
ride around the country lanes where | liltavas one of those days when everything was still,
the sun was at its loveliest was later in the day, the air was shimmering with coolness, and
there was a promise of a frost to make everything sparkle. | looked up at the view around me
and saw what | had seen many timedlioms 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 alrawe, heatice, and wind but thisday was
different | looked at the bigger rock that is often passed on the uphill climb early in the day
when the light iglifferent,andit appears as it usually 4sa 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 apparifioehole had become a dark doorway, the
cracks had become perfectly aligned as shaded windov@G WKH URFNTV RXWOLQH
perfect cathedral. It was surreal to the pthatt| stopped to reflect upon how I had not seen

this transformation beforélow could | have missed this incredible vision tas 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 petsor@@e. No one else is ever likely to be

in that spot, at that specific time, in the same environmental condmionwill another

being see the same image in the way | did. It is a personal moment in time that forever

changedhe way | view that spedd rock.

At this time, you may be wondering what my point is in writing about rocks and shadows as
part of the DPP journeywndthat isexactly my point Partof the DPP journejor me has

been understanding how the rock and the light and elements change the way | see my world
DV , FRQFOXGH WKLV SDUW RI P\ OLIHTVY H[SHULHQFHV

The first thing to consider is how much academic rigour it takes to reflectMfe¥ H FKRV HQ
not to cite academics in this section, mainly because | want this to reflect me, myself, and not
be distracted by other perspectives on how to refleshy we should reflect. | have read a

good deal on reflection, th#an"and 3n “action, the difference between critical reflection

and critical thinking, and whi matters if we are to grow and become transformed in our

way of working. As | progressed throughgidPR | wasinformed on many occasions that
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the DPP goal is to be able to demonstrate what | have changedoiractigeand

demonstrate how | have changedmphasis¢his because | think of the locTo me, the

rock represents a metaphor for the sdtie way | am, the intrinsic self, the way | respond to

those around me, the things that make me unique, and the qualities or weaknesses that make

PH KXPDQ , GRQIYW WKLQN RI P\VHOI DV 3ERPHRW HUZKRKWHW X
think of study asway that expands and shapes my way of thinking about the things that

matter to methat provides a sense of wonder when | discover things | could not have known.
Andso DV PXFK DV LW LVQTW ZKDW WKH DFDGHPLF GHVFULSYV
GLGQIW HQWHU WKH '33, WicEssdilQ ddw pvadiise | 4iD it to e P
independentandcurious, 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 mdmikked me to reflect on theffect

of being a mature DPP candidate, and how this may ddwantageanddisadvantaged

have needed to critically analyse my motivations for proceeding with this program af study

these moments of deep reflection focussed on reason. What was my réasenasked

myself many times. Like the rock, what was the image | wanted to ¢nezienpleting a

'33" :KDW PRWLYDWHG PH DQG ZK\ Zé&tk Ohaddfér ajhethar W HQMR
exemplary careeone that | am sure many wonder abgizen that | did not enter academic

study until later in my career. My cardasalways been a significant part of my lifa my

professionl recognised vergarly onthat my success is mainbwing to others Without

their willingness to contributdittle can be achieved. | believed in those | worked alongside,

and in turnthis enabled me to be the best | could be. But there was always the shadow, the

hole in the rockwhen my credibility seemed to be judged by letters after my name, and as |
maturedthis causedneto think about whether | should change thgsit why would 1? At 57

why would this matter? For much of my carghe two letters that mattered most to me were

RN. I cherished these, and they provided me with the gift of a privilegedrc#trwas during

the early DPP that | confronted the reality of the CaMdpandemic and realised that letters

DIWHU \RXU QDPH RQO\ PHDQ VRPHWKLQJ, andfoRixg BaR ZKDW |V
meant returning tpractice 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 changmy plan of approach to my DPP. This retrospecgtwas a significant event
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in my relationship with the DPP as a procéssd barely started the study, and yet | was

already being challenged by the rules of academia. | would describe this event as confronting.

As with most challenges, one can respond in different wdygoalwasto find solutions to

the challenge and continue the DPP journey concurrently.Howseverdiscursive It shaped

my approach to the DPP differently, in some ways creating a distance to my relationship with
academia. Conversely also provided an impetus to contintiee subject | was studying had

become the key focus of the pandeniievas,afterall FOLQLFDO JRYHUQDQFH :K\ .
continue to write about what really mattetedne, and possibly millions of others? And so |

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 howfeel about the DPP procedswvould struggle to articulate the relentless

focus on becoming doctoral. Even writing this word causes a pause; what is it to be ®octoral

| have read many papers on the transformation of matureacaemic 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 pezsoaraftletingthe

program. And yet language is the way we make sense of our world; the way we shape our
meaningmaking and create new knowledgandhow we use and connect through language

is, for me the agent of change. | see being doctasaiot in the way we speak to promote

our superiority of knowledge; but in the waye make it meaningful and resonate with those

with whom we haveonversationsFor me that represents the authentic selfave worked

with inauthenticity, and it is not a qualityatimire;indeed,it is the epitome of poor

leadershiptand so the end goal of this journey for me is to be ableth@atically share new
knowledge. Sadly, | cannot say that | have found this experience empawkangthing it

is a process that in its latter stages demolishes any foundation of compsgtditeslly

focusses on highlighting incompetence in individuals suchea#ts aim to produce what

academics want to read as part of the scripted process and products of a DPP. Alas, and with
hindsight, | can describe it as a discursive process, mainly due to the affective nature of
completing the process. Po&sO\ WKDWfV VRPHWKLQJ IRU RWKHUV WR U
from my experience, the fact that you move from highly competent to barely competent
VKRXOG EH YLHZHG DV DQ RSSRUWXQLW\ E\ RWKHUV WR HQ
that the beauty offlection? My reflections will be vastly different from othéecause

every rock is unique and responds differently to the elements that shape it.
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Throughout this journeyevents have interrupted and stolen time and energy, some by,choice
and others not so; each event contributes to the vesgkentially these are the elements of
resilience, adaptability, couragend dignity. Courage because in the face of potential failure
one must continue; in not continuing is to-tespect those that make stug®sch as this one
possible where candour and trust is so embedded within the relatiahshiyporthy of

honour. Adaptabilitywhere 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 couragetla¢ mature age of now 60 to attempt a major project
such as the DPP and to not be afforded what | experience as dignity as one goes through the
cycle ofadaptatiorto academic writing at this level. My reflection here is hmamy

professional practice, YDOXH WKH SUHVHUYDWLRQ RIioREBDHTV GLJQLW
interactions whichfor me is the cornerstone of respect. Thus, each of these compditents

within this reflection, and eadimscontributed to the final thesis.

And so, when | consider the reason for completing this thesis, it is partly driven by hope
Hopethatupon thecompletion of this study can make some meaning out of my curiosity

and feel that | have achieved my adfrunderstanding the phenomena under study. Whbich

course, irreflection is absurd because there is no aim in constructivist ingutrigecomes a
contradiction. The final question, isasthis experience shaped me differently? Hah#ped

the way | approach my practice? | feel the andigerin reading the thesis in its entirety. The

answers lie in the philosophical underpinnings of the thiestsuntil | took the time to look

DW WKLV ZRUN LQ LWV HQWLUHW\ |, GLGQMTW UHDOLVH WKH

created by knowing and understanding.

Finally, I imagine this reflection is a little different to what some candidates produce. | am

not the judge of whether this is good or bad, but it is authentic and captures some of the DPP
journeyaspects that have shaped me as a responsible s¢ihalpethat those who have read

this thesis stand back and consider idasoment in time& when the light casts shadows

across the rock face and we are confronted with an image that we will rembuothibat

cannot be replicated ever again.
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| 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 i€xploring the experience of engagement in clinical
governance: a practitionanquiry.

| 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 engagepargnced

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 imisic quality focus that is embraced and understood by

those that engage in clinical governance.

This question of engagement has become more relevant as | consider our current policy
environment and the confluence of the reform of our health sy@teralth and Disability

Review, 2020and managing the ongoing impact of the COMI®pandemic. COVIEL9

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 doourse 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
setthgs, 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 policysyakgrarticipants

to provide the broader relationship context and insights that each brings to the research. Itis a
unique research study; contributing will add valuable empirical data internationally published
and shared; it will shine a light on New Zayad health services, rural and primary healthcare,
and health policy governance sectors. Most importantly, it may provide healthcare provider
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Greetings

| am a Professional Practice Doctorate learner at the Otago Polytechnic. | am inviting you to

consider participating in my reseaiclguiry.

Exploring the experience of engagement in clinical governance: A practitioner
inquiry

Research Aim

This practitioner project will explore health clinician, governance directors and

SROLF\ GHYHORSHUYV H[SHULHQFHV RI HQJDJHPHQW ZLWKL
environment. | aim to identify new information or insights that help us

understand more about wbyr 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 followritgria.

X A health clinician with demonstratedgificant 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 poliGyH Y H OrRa8eHl, dndflwhy 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.

| 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 electronicallyo 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 Ipeiblished angbresented 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 preferred but you may choose the best option for you.
Given the current COVID19 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, serstructured 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.
| will arrange a time with you for sending these notes.

Once you have confirmed the accuracy of your transcript, | wildleetify 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.

| will use your professional title as identity and add an alphabetical letter as a
reference for my own use during analysis.(nurse A, doctor B, governor C,
policy D). | will not use your specific organisational title.

Where | use quotes, | will apply anonymity by using an alphabetical letter as my
identifier.

Questions and contact

| am available to discuss this research participation opportunity with you should you have any
guestions; alternatively, Academic Supervisor Associate Professor Jean Ross is available to

answer your questions should you prefer.
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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 ogroups do you belong to?

Other European; NZ European; 0 — R S8dmoan; Cook Is 0 — R 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 governancé&zs No
Is your dominant place of practice  Rural or Urban

How long have you been in clinical or governance practice?

5-10 years 10-15years 1520 years 20 plus

Otago Polytechnic Ethics approval 894A
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Confidentiality Agreement

Title of Project

Exploring the experience ehgagement in clinical governance: A practitioner
inquiry
Name of lead researcher Teresa Bradfield

Name of College / Schocl Capable NZ Otago Polytechnic

Role of leal researcher-This project is a qualitative enquiexploring the experience of

engagement of clinical governance and governance practitioners.
| am participating as a t Researcher.

| agree that:

x I'will carry out the tasks assigned to me in this project mindful of the confidential nature of
theresearch.

x | will keep confidential all information provided to me and will not disclose it to any third
party except people involved in this resegobject.

x 1 will not make or retain any copies and/or records of the data other than what is required
for theresearch.

(Person's name and signature

(Researcher name and

signature)

(Date)

Ethics approval reference: 894A
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INTERVIEWS ID CODING SHEET

Category
Governancet G
Management M
Clinical C D Doctor N Nurse
ID Category Transcript Consent Complete? Y
CODE | /Alphabetical | number/recorde /N
ID
A G-M D 03/03 Yes Y
Electronic
B G E 02/01,2,3 Yes Y
electronic
C GC D A 04/04 Yes Paper |Y
G-M = C05/05 Yes paper Y
E G-M D 04/04 Yes Y
Electronic
F CDG B02/02 Yes Y
electronic
G C-D- A05/05 Yes paper Y
H C-N- B04/04 Yes Y
electronic
I C-NM - A 06/06 Yes paper Y
J C-D- A 07/07 Yes paper Y
K C-NM = 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 Transcrip€oding
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Appendix 4.2  Example ofinitial Coding(1)

Appendix 4.3  ExamplelntermediateCoding (2)
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Appendix 4.4  Initial Themes
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Appendix 4.5 Corethemeswith subthemecodes

Appendix 4.6  VariousMemosandDiagrams
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Appendix 5. Data Mind Maps

Appendix 5.1Mind MapA
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Appendix 5.2Mind MapB

Appendix 5.3Mind MapC
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Appendix 5.4Mind MapD
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Appendix 55 Mind MapE
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Appendix 56 Mind MapF
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Appendix 57 Mind MapG
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Appendix 58 Mind MapH
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Appendix 59 Mind Mapl
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Appendix 510 Mind MapJ
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Appendix 5.1IMind MapK
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Appendix 5.12Mind MapL
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Appendix 5.13Mind MapM

Appendix 5.14Mlind MapN
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Appendix 5.15Mind MapO

Appendix 5.16Vlind MapP
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Appendix 5.1™Mind MapQ
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