6

EXECUTIVE DIRECTOR

rilling down on clinical leadership

The ASMS now has a much clearer picture of how each DHB is performing when it comes to providing
time for non-clinical duties and distributive clinical leadership.

After two electronic surveys of DFIB-employed members we have
analysed the results for all of the 20 DHBs, supplemented by the
insights provided by branch officers, our industrial staff and
through the Joint Consultation Committees.

Our findings for each DHB are below, grouped by performance.
The results must be qualified by the fact that in the first survey
63% of members said they did not have enough time for non-
clinical duties to participaté in ‘distributive clinical leadership’
activities (only 37% said they did). Overall, DHBs earned an E
grade.

In the second survey only 30% of members believed their DHB

was genuinely committed to ‘distributive clinical leadership’ in
its decision-making processes, whereas 47% said it wasn't (23%

didn't know).

How they performed
Pretty good ¥k

Lakes; Canterbury; West Coast

Lakes
One of the best but risks delerioration if rests on its laurels.

This Rotorua-Taupo-based DHB is the top
ranked for provision of time and earned a B
grade {although around one-third still did not
have sufficient time). Lakes undertook a major
job-sizing review a few years ago and, while
probably somewhat out-of-date, did address
time for non-clinical duties noticeably better
than other DHBs.

Ron Dunham

It is also the second ranked DB for iis genuine commitment to
clinical leadership in decision-making (and one of only two DHBs
where 50% of SMOs responded in the positive), Both the chief
executive and senior management {and also middle management)
are also rated highly.

It takes a long time to build up collaborative goadwill and
common purpose; it fakes only a shorl time to lose it.

Lakes has been helped by having a committed and effective chief
medical officer for many years and his successor is continuing in
similar vein. Howeves, a word of caution is appropriate. This year
there have been signs of disengagement in important processes,
including leadership appointments. Distance is emerging between
SMOs and senior management. The chief executive will need

to ensure that these incidents dor’t morph into a new direction
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and a deterjoration of what has beern an effective coliaborative
relationship for some years.

Tt takes a long time to build up collaborative goodwill and

common purpose; it takes only a shoxt time to lose it.

Canterbury and West Coast

Very goad but always scope for improvement.

Like Hutt Valley and Wairarapa, these two DHBs separated by
the Southern Alps have the same chief executive but (unlike

their northern counterparts) separate senior management
structures. But culturally and performance-wise these two DHE
couplets are chalk and cheese., Both ranked in the top three for
their commitment to distributive clinical leadership in decision-
making processes {Ist for Canterbury and 3rd for West Coast);
their shared chief executive is ranked 2nd and 3rd respectively);
while in senior management, Canterbury is 2nd while West Coast
drops relatively to 9th.

They are less impressive on the provision of time, although ence
again in a survey revealing widespread non-performance. West
Coast was a relatively credible 5th (but still 55% without enough
time) while Canterbury was 9th (sbove average, just, but very low
by its standards and the ‘top of the B graders’). This demonstrates
the significance of the differences between vacancies {positions
that health bosses choose to advertise) and shortages (includes
those many more positions that DHBs need but are not advertised
with the result being an overworked workforce). There is scope for
improvement here.

Could do better but showing promise ¥¥%

Northland; Waitemata; Counties Manukau; Waikato; Tairawhiti;
Hawke's Bay; Taranaki; MidCentral; Melson Marlborough;
South Canterbury

Nosthland
Promising but capable of doing much better.

In respect of provision of time for distributive clinical
Jeadership, Northland is bang in the middle, both in ranking and
percentages. There is nothing impressive about this and, as with
other DHBs recording a similar result, Northland receives an E
grade.

The DHE'’s performance is slightly worse on commitment to
distributive clinical leadership in its decision-making processes.
This is reflected jn the rating of the chief executive’s commitment
although, as a relatively new appointment and with a positive
attitude toward SMO engagement, this may improve over time.
This ranking may also be skewed by a high proportion of ‘don't




knows". The rating is alse similar for senior management, It does
appear that members have rated management more harshly than
our branch officers and national staff. Qur dealings with human
resources (HR) to resolve issues have also been positive.

Waitemaia

Good potentinl but visk of encroaching top-down culture.

Waitemata came in 7th for providing sufficient non-clinical time
but this has to be qualified by the fact 58% of respondents said
that it didn’t, earning ita D grade. .

The DHB and the chief executive dropped very slightly in

the rankings for their commitment to distributive clinical
leadership. Of particular concern is the low ranking (I14th) for the
commitment of senfor management, and middle management
has also been found wanting. The ASMS has experienced some
alarming conduct in the handling of reviews. There are elements
of a top-down culture that need to be nipped in the bud before
they become more extensive. The chief executive risks his
relative popularity reducing if he does not take ownership of this
challenge,

Counties Manukau
Good history but mixed performance. Good foundations to do
march better.

This DHB received a mixed result, despite having a proud
history of innovation. Its provision of time is graded by its senior
medical staff as an E. On the other hand, it is ranked 7th for its
commitment to distributive clinical leadership, ahead of its two
neighbouring DHBs in metropolitan Auckland.

Its chief executive gets a low ranking on commitment to
distributive clinical leadership but this has to be qualified by

the fact that he is assessed more favourably than most of his
counterparts in the ‘no extent’ category (7th equal best if the
ranking was based on this category) and also this question
attracted the highest proportion of ‘don’t know’ responses (along
with Capital & Coast). He may be a "victim’ of being seen as "too
big picture’ and not operationally focused enough.

He has work to do buf has good foundations to build on,
including a likeable personality. On the positive side he has
taken the initiative at our Joint Consultation Committee, asking
for a list of SMO ‘gripes’ that need to be fixed and has responded
positively to our request for a list of issues that he would like
SMO help for. The commitment of both senior and middle
management are ranked a little above the national average.

Waikato
Should be and could be doing a lot better.

Relatively speaking, Waikato is one of the better performing
DHBs in respect of providing sufficient non-clinical time, ranked
6th with a D grade. But, on the other hand, the DHB's overall
commitment to distributive clinical leadership is disappointing
(only 23% thought it was genuinely committed), The chief
executive's ranking was disappointing although over half of the
respondents had a favourable view, his rating in the no extent’
category was positively better, and one-third of the responses
were ‘don’t know”. Both senior and middle management take

a hammering, however. Some of this might be tainted by an
approach from their from their employment relations unit which
is seen by staff and unions as hard line.

Tairawhiti

Has done reasonably well but at risk of

downward slide.

This Gisborne-East Coast-based smaller DHB
is a good indication of national DHB failure.
1t is ranked well by members for providing
time for non-clinical duties for distributive
clinical leadership - 2nd behind Lakes — but
again perspective is required with 60%
answering ‘ves’ and 40% ‘no’. When 40% of members in the
second best ranked DHB respond in the negative to what is an
essential requirement, it is difficult to think of a more powerful
national message of DHB failure (how good really is second best,
being a C+).

Jim Green

Senior medical stalf are split right down the middle when
ranking Tairawhiti’s commitiment to distributive clinical
leadership in its decision-making process, with 37% saying it
is genuinely committed and 37% saying it isn't. This mediocre
result Jeaves the DHB ranked 6th.

The chief executive’s commitment is ranked above average
but senior management’s plummets to 15th (possibly skewed
by a high proportion of ‘don’t knows"). There are also recent
signs of growing disenchantment among SMOs on the DHB's
commitment, including among those in formal clinical
leadership positions who feel unsupported. Management will
need to work hard to ensure these signs don’t become a trend.

Hawke's Bay
Improving overall; impressive senior tmanagement,

This DHB came out very poorly in the Robin Gauld {Otage
University) 2010 clinical leadership survey of ASMS members,
although the questions were different. This poor performance
continues with its 19th out of 20 ranking, with just 26% of
members agreeing that Hawke’s Bay provided enough time to
participate in distributive dinical leadership (74% saying they
didn’t).

Hawke's Bay does move up to middle of the pack for overall
DHB commitment to distributive clinical leadership in its
decision-making processes, There is a substantial improvement
in rating (4th) for the chief executive’s performance compared
with the Gauld survey. That is despite a reputation for micro-
management, especially in respect of targets. More impressive is
the high rating for senior management (1st); largely attributable
to Hawke's Bay’s well performing chief operating officer.

Mixed but good foundations; chief executive

needs to be more visible,

Taranaki is perplexing, with mixed results,
and based on the ASMS’s interactions we
were surprised with the disappointing
rankings. On the positive side (relatively) it is
ranked 4th for provision of time to participate
in distributive clinical leadership activities,
although again this has to be qualified gimilar to Tairawhiti

above — what is good about the national picture when 4th out of
i §

Tony Foulkes

20 earns a D grade?
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The ranking of the DHB's commitment to distributive clinical
leadership in decision-making processes is below average

while the chief executive’s ranking is at the bottom. The latter is
stirprising because he appears to be genuinely liked and there

are no signs of antagonism towards him. His style, however, is
very ‘helow the radar’ with Iess visibility than his counterparts in
other DHBs. In part this may due to a long absence resulting from
being the victim of a nasty traffic accident and also skewed by
the highest number of ‘don’t knows',

On the other hand, senior management ranks well (5th).

MidCentral
Middling but potential to do a lot better,

This Manawatu-Horowhenua based DHB is middle ranking

in the provision of time but ranked much higher (5th} on its
commitment to distributive leadership in decision-making
processes. It is at the back of the middle pack in respect of

the chief executive’s commitment (despite a ‘salt of the earth’
engaging personality} and up a bit for senior management. The
ASMS's experience is that this is a DHB that benefits considerably
from the calibre of its chief medical officer and HR general
manager.

Nelson Marlborough
Mixed, with potential.

This ‘top of the south’ DB ranlks well, relative to others, on

the provision of time {3rd) but stili with 46% responding in the
negative its overall commitment to distributive clinical teadership
plunemets to a poor 15th, tempered by about one-third ‘don’t
knows". The chief executive’s commitment is ranked average. His
senior management team is ranked higher at 4th, although there
is little difference when percentages are compared.

South Canterbury
Promising, but fixable problem to sort out.

'The first of the two surveys is bad news for this DHB with a
ranking of 18th and up to 70% of surveyed members saying they
don’t have enough time for distributive clinical leadership. On
the other hand, there was a mixed result for South Canterbury’s
commitment to distributive clinical leadership — ranked in the
top five in terms of positive respondents but with 50% of them
believing their DHB was not genuinely committed.

Thereafter it gets interesting, rather like a tale of two
managements. The (new) chief executive gets a very high rating
on commitment (3rd and the only chief executive who no

SMO answered in the ‘no extent’ option; even the impressive
Canterbury and West Coast had 3% and 11% respectively for this
resp onse), In marked contrast, senior management camne a poor
12th in the combined ‘great’ and ‘some extent’ category; 50% of
respondents said senior management's commitment was “to no
extent’, the highest level of all 20 D¥Bs. There is a challenge here
for the chief executive to work through.
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Need to really lift their game

Bay of Plenty; Whanganui; Capital & Coast

Bay of Plenty

Bordering on being in serious difficulties bul some recent
changes in senior management offers opportunities for
improvement,

Bay of Plenty performs better than most DEIBs on provision of
time for clinical leadership activities (although it still receives

aD grade). But it has serious problems in its overall genuine
commitment to distributive clinical leadership in decision-
making processes, with just 16% believing it was committed
(17th). The chief executive’s ranking was underwhelming - but for
senior management it was disastrous (20th out of 20).

This is a DHB in difficulty, although recent changes in both
senior management and clinical leadership in areas where there
were serious problems may provide a stronger foundation for
moving forward. But the DHB will have to listen to the messages.
HR practices over fair process in some individual cases have been
sub-optimal.

\hanganui
Signs of both improvement and regression.

Lilke Hawke’s Bay, Whanganui was a poor petformer in the 2010
Gauld survey and this continues, It received the lowest ranking
for commitment to providing time to participate in distributive

Jeadership positions (79% responded in the negative).

Relative to other DHBs, Whanganui is in the middle bunch on
commitment to distributive clinical leadership in its decision-
making processes (still with 4% saying no, however). The chief
executive's and senlor management’s ranking is a little higher.
Whanganui has improved somewhat since the Gauld survey but
this is from a low base. There ave, however, some worrying signs
of hard-line attitudes emerging, '

Capital & Coast

Should be doing a lot betier; conld go eithey
upward or downward.

As one of New Zealand’s largest DHBs
including tertiary services, Capital &

Coast's ranking is disappointing, beginning
with below average on what is already a
poor national assessment of provision of
sufficient time and also for the DHB's overail
commitment to distributive clinical leadership in its decision-
making processes.

Debbie Chin

Its chief executive ranking is second lowest although this has

to be qualified by the fact that as a recent interim appointment
she is not well known among many senior medical staff. The
result may also be tempered by the high number of ‘don’t know’
respondents, Senior management ranks better in the surveys, but
the results are not startling,

The possmﬁs in these DHBs need to gef out of the
headlighls.




Like Hutt Valley and Wairarapa, Capital & Coast has been
blindsided by a politically overhyped sub-regional service
integration programme that is suffering through lack of purpose
and direction, and an overabundance of confusion.

The possums in all three DHBs need to get out of the headlights.

There is some potential within Capital & Coast senior
management, along with a responsive chief medical officer, but
they need to line up their dots better. An important test will be
how the DHB handles a review process for its laboratory service
when, to date, it has managed to give confusing signals and is
showing every sign of going down a destabilising path.

In serious difficulties

Aucldand; Wairarapa; Hutt Valley; Southern

Auckland
Serious difficulties with a major leadership culiuve change
requived.

This DHB is in serious difficulty, with the emergence of a top-
down micro-management culture, Auckland received a poor B
grade for provision of time for clinical leadership (as do most
DHBs, of course). The DHB’s commitment overall and the chief
executive’s commitment, in particular, are judged poorly (16th
and 17th respectively). This permeates down to both senior and
middle management.

If ADHBE is going to turn around, a major cultural change from its
leadership is required.

The only ‘shining light” is the respected and competent chief
medical officer but she risks being dragged down in the mire.

Wairarapa and Hutt Valley
In serious difficnlty; remedial action required.

These are separate DHBs, each with their own board but sharing
both the same chief executive and senior management structure
{this has proved to be an unwise politically driven decision).
Both DHBs are in serious trouble.

They are ranked poorly on the provision of time (16th and 17th
respectively), DHB commitment (20th and 19th), chief executive
commitment (slightly below average in Wairarapa and 8th in
Hutt Valley), and senior management commitment (respectable
above average in Wairarapa but 19th in Hutt Valley), Some of
this is due to ill-considered top-down restructuring but some
is clearly due to a combination of poor eadership culture and
performance, Remedial action is required. On the positive

side, there have been recent informal indications that senior
management at least is trying to take ownership of the problem
and converting it into a challenge. But the recently announced
resignation of the Chief Operating Officer is a setback.
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Southern

In serions difficulties; needs to focus more
o cultitve than structure,

Southern (the top-down merged Otago and
Southland new DHB) inherited serious
difficulties, part of which was revealed in a
National Health Board report on systemic
issues at Dunedin Hospital. These predated
but were inherited by the current chief
executive. This is a DHB in serious trouble, not helped by the
chief executive mistakenly focusing on structural rather than
cultural change, and failing to use the opportunity available

to her as a new chief executive to completely rejig her senior
management tearn.

Carola Heatly

For provision of sufficlent time, the DHB ranked 15th (69%
negative response). For its commitment to distributive leadership,
Southern’s overall ranking was very low (18th, with 68%
believing there was no commitment at all). There is a sign of hope
with the chief executive rated 12th but her senior management
was a lowly 16th. The chief executive has an engaging personality
but she needs to focus on culture and management performance
if this situation is to be turned around. It is not too late but does
require a new bloed transfusion.

This is a DHB in serious trouble, not helped by a chief
executive mistakenly focusing on structural rather than
cultural change.

Tan Powell
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