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SECTION ONE

INTRODUCTION

The problenl of providing services for people is an ever
present, ever compounding one in New Zealand. The decisions
relating to who needs what, how those needs can be filled
and how much money should be used to do so are complex, made
more so by the fact that needs change. In the last
five years the structure of services filling those needs has
changed in many areas including health and local government
and this has affected services provided. Some services,
like health are essential and for rural people affect the
structure and the wviability of their communities. These
communities have undergone  enormous change in the last five
years leading to problems for the decision makers as costs
rise and resources are stretched. In order to inform the
decision-makers to enable them to make best and most
appropriate use of those resources, rural people require a
mechanism to convey the health issues particular to their
sector and have them well redognised. They need a channel

for effective advocacy.

It is the purpose of this study to explore the channels for
effective advocacy of rural health issues with particular

reference to the Southland example.
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SECTION TWO

RURAL COMMUNITIES - WHAT IS HAPPENING?

Rural Depopulation

More than a century ago almost half of New Zealand's
population was considered to be rural. Now that figure is
only 16.3% (Population Monitoring Group 1986). The extent
of rural depopulation is shown in Cants (1986) analysis of
the rates of population change throughout New Zealand
between 1981-1986 (Figure 1).
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The decline in population 1is extensive, particularly in
Southland. Regional population projections for the next 30
years show that the trend will continue (Population
Monitoring Group 1985). This depopulation 1s both a cause
and a consequence of major problems in rural areas.

"Below a certain level of population, a community cannot
support essential services and that effect is spiralling, so
that lack of facilities becomes a cause of further out-
migration". (Barker and Brown 1980).

A study of Eketahuna showed that the closure of the district
high school in 1960 began a chain of events over the next
17 years including the closure of five primary schools, a
local factory, the saleyards, a department store, and the
departure of the chemist and resident vet. Corporatisation
saw the Ministry of Works, the Post Office, Power Board and
Pest Destruction Board all cease operation of depots in the
area. Finally in 1977 the maternity hospital c¢losed
(Glendinning 1978). 1In a relatively short period many basic
and necessary services were removed from Eketahuna taking
with them, population.

.. With the departure of all but a skeletal residual
population the rural services, schools and social structure
suffered. In many areas they collapsed completely.
Isolated rural communities were deprived of residents
because of inadequate services and insufficient residents
deprived them of adequate services. With each person who
left life become more 'difficult for those who carried on....
(Glendinning 1979)

Effects Of Economic Restructuring

On The Regions

This pattern is being repeated in rural areas throughout the
country and is being exacerbated by recent national economic
restructuring. With the effects of inflation, government
changes in policy - floating of the dollar and removal of
SMP's, interest rate changes and disturbing inflation costs
many farmers are in a real financial predicament. Unable to
meet mortgage repayments, they marched on Parliament,
restructured debts and fought for survival. Some cases led
to farmers having to walk off their land.



The economic restructuring for those who were not in such a
critical financial position led to a massive decrease 1in
on-farm spending - 18% in Goods and Services 1in 1985/86
followed by a further drop of 6% in 1986-87 (Taylor 1987).
The flow-on effect of this was severe 1in the regions
particularly in the rural towns.

"The financial plight of the provinces is being shared by
the people of Invercargill. More than 1,000 jobs have been
lost in Invercargill and similar reports are coming in from
other centres" stated the Mayor, Eve Poole in the opening
address at the Southland Federated Farmers Conference in

May 1986.

The Government policy of corporatisation also contributed to
the rural dilemma as the Eketahuna study showed. As
inefficient services were removed and jobs lost so were
services and people.

"The indications are that in New Zealand econonic
restructuring will lead to further rural depopulation and
service withdrawal, to the detriment and perhaps complete
demise of rural communities" Heenan 1989.

The rate and extent of the changes caused considerable
stress to the individuals as he/she struggled to adapt to
the impact of them. The livelihood of rural people was in
jeopardy, farm size became bigger, extra labour units were
laid off and off-farm employment was sought to help pay the
mortgage. The whole way of life changed as many individuals
struggled to cope with family, farm work and off-farm work
as well as grave financial concerns. The resulting
psychological pressure on rural people was enormous.

9

"Rural New Zealand is in crisis. Most rural people are
having to adjust to a new economic reality. I am
particularly concerned about their low mental and social
readjustment". (Glendinning 1986).

Summary

The structural changes in rural New Zealand in the last
five years have been extensive. With the loss of services
through economic restructuring and the variability of
livelihood and employment the rural 1life is no longer a
sought after one and rural areas are losing population to
the urban areas. Those left behind are faced with a changed
way of life and a markedly different community structure.
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SECTION THREE

RURAL HEALTH ISSUES

For rural people, health issues have always been important.
Their health status and the provision of services for health
care in their area are recognised as an integral part of the
fabric of their communities. But does health in rural areas
have particular characteristics? That is the question that
must be asked if the channels of advocacy on rural health
issues are to be discussed.

What Does Research Say About Rural Health Issues?

In 1987 the Health Research and Development Unit of the
Department of Health 1in Wellington began a three stage
project on rural health issues, the first stage of which was
to collate literature relating to it. (The second stage was
a comparative study of urban/rural health statistics and the
third, a regional analysis of mortality and morbidity
rates).

Literature Review Summarised

L4
The review collated research relating to rural health and
grouped it 1into categories. It summarised overseas
literature on the subject with the findings of Fearn (1985)
a British study which found:

- high levels of illness in rural areas.

- trends for: health services in rural areas to become
increasingly centralised and less accessible.

- the general practitioner to be the focal point of rural
health care delivery.

- accessibility to hospital care a major problem in rural
areas.

- that the further people are from hospitals the less
likely they are to use them.

Fearn advocated the provision of a more localised system of

health with the provision of health services adapted to
local needs.

New Zealand Research

The review (Rural Health Literature Review 1987) found quite
an amount of research had been done in New Zealand though
some had never been properly reported appearing only as
magazine articles. However there have been four national



surveys including rural health though only one (J Pryde
1981) focusing specifically on the topic. These surveys
highlighted regional variations in the distance people must
travel to health services, 1in services available and the
influence climatic and geographical factors had on the
location of service and health status in the area.

Regional studies undertaken in five areas of New Zealand
(Appendix 1) highlighted the problems of availability,
accessibility and acceptability of services while various
community studies looked at specific health issues in
specific rural areas. Again access to and availability of
services was highlighted. Rural /urban comparative studies
do not show any rural specific illness apart from poisoning
from agricultural chemicals and incidence of brucellosis and
leptospirosis.

The closure of small hospitals and the difficulties of
attracting general practitioners into their rural areas are
the major health issues for rural medical practitioners.
Health Service research also showed physical social and
professional isolation to be a problem for rural doctors
along with the difficulties of taking a holiday or study
leave.

Summary

Existing research shows the particular characteristics of
rural health issues to be:

- availability, accessibility and appropriateness of
services and the need for greater flexibility in their
provision to rural areas. h

- the regional variation in needs.

- the problems of attracting medical practitioners to
rural areas.

- the effects of service loss.

- the variability in the quality of research carried out
on rural health issues.

Edmonston concludes from her research "What seems to be
required are well-planned, quality, small scale community
based research studies as these could provide information
directly relevant both to the local authorities and local
communities for immediate action and future ©planning
purposes (Health Literature Review 13988).
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Occupational Health In Rural Areas

The research 1identifies some characteristics particular to

rural areas. There are other notable ones not mentioned
within 1it. One of these is occupational health ie health
issues related to what happens in the workplace. These

issues are not easily separated from community health issues
in the rural context.

On-Farm Fatalities

Tables from the Accident Compensation Commission reveal that
of all on-farm fatalities in New Zealand between 1980-1986
nearly one in four or 25% involved a child under 15 years of
age (Figure 4).

- NEW ZEALAND FARM FATALITIES

CAUSE CR. AGENCY

= Children under 15 years

Year Total Tractoc  Drowning Machine Vehicle Firearm Animal O\%r%%al Electricity Tree Other
1980 38 (9) 13 5 (3) 2(1) 2(0) I 3 (1) 4(1) [ 5(3)
1981 47(17) 13(1) 12(10) 1(0) 4(2) l 5(2) - (1) 1 S0
1982 43(10) 17 4 (&) 0 4(2) 3D 5(2) ~ 3 4 3D
1983 29 (9)  17(4) 2 (2) ! 8(3) - - - - L -
1984 46(13) 13(3) 9 (7) (2) 9(1) 5 1 1 { 2

1985 29 (5) 11 3 0 4(1) 2(1) 4(3) 1 - { 3
1986 23 (4) 7 3 (D) [ .3 3(1) 3(D) - - 1 2(1)



Claims registered with ACC so far in 1989 for injuries from
tractors not on roads show that of 455 claims, 16 involve
under 15 year olds and 27 persons over 65. Figure 5.

TRACTOR iINJURIES (NOT ROADS) — CLAIMS REGISTERED WITH A.C.C. IN 1989 FY

AGE SEX CLAIMS % CLAIMS TOT. COST (YTD) % TOT. COST AVG. COST
54 M | 50 10 67.613.30 8.69 13,522.66
34 M 49 10 60,753.02 7.81 12,150.60
29 M 40 8 4316190 554 8,632.38
24 M 39 8 52,740.07 6.78 10,548.01
39 M 36 7 136,381.65 17.53 27.267.33
49 M 35 7 57.538.98 7.39 11,507,79
59 M 32 7 56,098.89 7.21 11,219.77
44 M 37 7 154,826.10 19.90 30,965.22
19 M 32 7 19,116.43 2.45 3,823.28
69 M 22 4 29,976.20 3.85 5.995.25
64 M 16 3 26,792.13 3.44 5,358.42
74 M 13 2 11,281.G 1.45 2,256.38
19 F 7 1 4,907.03 0.63 1,635.67
14 M 6 1 2,519.31 0.32 629.82
39 F 5 1 4,807.37 0.61 1,602.45
34 F 5 1 9,343.28 1.20 3,114.42
79 M 5 1 3,295.24 0.42 1,098.41
49 F 5 1 2,467.61 0.31 822.53
24 F 4 0 3,073.46 0.39 1,536.73

9 M 3 0 363.40 0.04 : 121.13
29 £ 3 0 3,246.21 0.41 _ 1.623.10
44 F 3 0 2.52157 0.32 1,260.78

4 F 3 0 3,102.24 0.39 1,034.08

4 M 2 0 2,358.79 0.30 1,179.39
54 F 2 0 4,219.92 0.54 2,109.96

9 F 2 0 275.95 0.03 275.85
14 F 1 0 1,014.87 0.13 1,014.87
59 F 1 0 0.00 0.00 0.00
84 M 1 0 13,799.70 1.77 13,799.70
74 F 1 0 161.12 0.02 161.12

455 86 777.757.76 99.87




These figures will not include statistics for anyone not
eligible for compensation 1ie principally non-earners ie
persons under 15, over 65. It can therefore be assumed that
the figures are the tip of the iceberg particularly for this

age group.

All of these figures bear out the fact that occupational
health hazards in rural areas also involve family members
because the workplace 1is also the home and recreational
environment of the worker's family. This 1is wunique in
occupational health in New Zealand.

Education about occupational health in rural areas 1is
difficult because unlike the industrial situation, workers
are not grouped together and as education must also include
family members, community networks are essential for
programmes to be effective.

Environment

Another health issue which has particular characteristics in
rural areas is the environmental one. The farmer has a
unique opportunity to determine its effects through
decisions he makes on agricultural chemicals and his
handling of them.

Agricultural Chemicals

National Poisoning Statistics 1984

Age Group Male Female
0- 4 19 22
5-14 2 -

15-24 5 3

25-54 31 1

55+ 5 1

All 63 27
Figure 6

Figure 6 shows that agricultural chemicals pose a risk not
only to the agricultural worker but also the non-working
members of the family. 48% of notifications involved
children under 15 years of age.



Summary

While some aspects of occupational health are common to all
work situations the rural situation is unique because:

- the work place is also the home environment for the
worker's family.

- the process of education must involve the rural
community to spread the message.

- occupational health and community health are interwoven
in rural areas.
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SECTION FOUR

STRUCTURE OF HEALTH SERVICES

Introduction

Research shows that there are characteristics of health
issues which are particular to rural communities. The
structure of those communities has changed dramatically in
the last five years. So too, has the structure of the
health services provided for them. The changes in health
service structure were a response to a change in emphasis in
health, a need to refine a system of health care which had
become too costly, lacked co-ordination between sectors and
did not allow for community consultation.

Background To The Changes

Definition Of Health

The dictionary defines health as the condition of the body
or a soundness of body. That definition formed the basis of
the provision of Health Services in New Zealand for nearly

100 vyears. However in recent times, two documents
highlighted a major philosophical change in thinking about
health. They were the Alma Ata Declaration and the

Ottawa Charter.

The Alma Ata Declaration 1978 (Appendix 2) was a declaration
by the World Health Organisation on Primary Health Care
which New Zealand signed. u

It declared:
- that health, in a full sense is a basic human right.

- that people have the right and duty to take part in
planning and organising of their health care.

- that primary health care should be available,
accessible and appropriate for everyone.

- that primary health care includes health promotion and
prevention of diseases as well as treatment for illness
and disease.

- that primary health care involves many areas of life.

(Department of Health Leaflet 1988)



Ottawa Charter (Appendix 3)

Was a declaration from an international conference in Canada
on health promotion. It resulted from many countries having
adopted the Alma Ata declaration.

The Ottawa Charter outlined the basic conditions for health,
emphasised that all aspects of our lives affect it, that
education 1is essential to enable people to take more
responsibility for it and that all sectors including

Government, private organisations, community groups and
families must work together to reach the best health for
everyone - "Health for all by the year 2000". It redefined

health as "a state of complete physical mental social and
spiritual well-being, not merely the absence of illness or
disease". (Ottawa Charter).

Summary

These two documents emphasised that health involved the
whole person and that every section of the community must be
involved in decision making about it. They acknowledged the
need to have health issues considered in the public decision
making process and most importantly encaptured the change in
perspectives. Health was to be no longer solely treatment
orientated. It became a tool essential for 1living to be
achieved through partnership involving the individual, the
health professional and the public decision-makers. The era
of social and community health was underway.

A CHANGED STRUCTURE

Introduction

With a change to a social and community perspective the
structure for health services was no longer appropriate. It
was not geared to consultation, co-ordination and equity but
had become exceptionally costly as vast improvements in
treatment services had been absorbed.

A new structure was required which recognised a change in
emphasis from:

sickness to wellness
imposed to empowered
hierarchical to partnership
individual to community.

Background

For decades the Health Care System had been structured with
two distinct arms in each regional area.



1. Hospital Board

Which was elected by the people, was essentially
clinical in orientation and was responsible for the
provision of hospitals and associated treatment
services as well as hospital-based community services
eg District Nurses. It received population-based
funding from central government for running expenses eqg
salaries but had to apply to Central Government for
capital item funding.

2. The District Office of the Department of Health

Were essentially epidemiological in orientation and
were responsible for health protection and promotion
and primary health care services. However it had
little influence over how these services were delivered
to the public. Their funding was messy; some came from
Central Government to be administered by the office and
some came direct to them to be allocated as they saw
fit.

Main Problems

Who provided the services and the way they were funded
divided the responsibility between Central Government,
District Offices of the Health Department and the Hospital
Boards. There was a great deal of confusion over who was
responsible for what. Moreover, the Minister had limited
powers to intervene in regional matters and communities were
constrained by having to work with central government.
Co-ordination between the public, private and voluntary
sectors providing health care was not required. The
community had no opportunity to influence their health care
apart from a vote every three years.

Summary of Problems

- responsibilities confused.

lack of co-ordination of provision of services.

- no mechanism for community consultation.



NEW STRUCTURE OF HEALTH SERVICES

Introduction

In response to all the problems inherent in the old
structure and 1in recognition of a changed perspective on
health care, the Area Health Board Act was passed in 1983
which heralded the beginning of the amalgamation of Hospital
Boards and Health Departments into new regional

authorities - Figure 8.
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Nationally the health services were restructured with lines
of accountability, monitoring systems and advisory roles.
The Minister of Health would set national policy and have
direct 1links to the Health Council, a forum for discussion
between Government and Area Health Boards and the Ministry
of Health which would have a monitoring and advisory role.
Legal complications have prevented the Ministry from being
established to date (Otago Daily Times September 1989).

The New Regional Structure of Health Services

Under the Act, Area Health Boards were to be established,
with service development groups as the voice of health
workers and community committees as the voice of the people.

Area Health Boards

The responsibilities, functions and duties of the Boards are
outlined in the Act. Section 9 states:

9. Primary objectives of boards - The primary objectives
of an area health board in its district shall be as
follows:

(a) To promote, protect, and conserve the public

health, and to provide health services:

(b) To provide for the effective co-ordination of the
planning, provision, and evaluation of health
services between the public, private, and

voluntary sectors:

(c) To establish and maintain an appropriate balance
in the provision and use of resources for health
protection, health promotion, health education,
and treatment services.

Section 10 states:
The functions of an area health board shall be as follows:

- to investigate and assess health needs in its district.

- to plan future development of health services in its
district and towards that end:

1) to consult as appropriate with any regional or
united council in the district and

ii) to support, encourage and facilitate the
organisation of community involvement in the
planning of such services. 3 :



Each region will develop a local structure under the terms
of the Area Health Board Act. Already regional variations
on the theme are appearing but every Area Health Board will
employ a Chief Executive to implement 1its policies -
Figure 9.

A NEW STRUCTURE FOR THE NEW ZEALAND HEALTH SERVICES

Minister of Health

Health Council

|
Ministry of Health [

i

Area Health Boards
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- : —_
District Committees and/or : Service Development
community - designed alternatives Groups and Special
| Advisory Groups

Public Commuhity Health Volﬁntary Private
Hospitals (includes Primary Agencies Organisatiens
Health Care)

Figure 9

Community Committees

To assist the Board with the flow of information, Community

Committees may be established. Boards may also allocate
funds to them so they <can provide services. These
committees are elected on an ad hoc basis at public meetings
and are confined to a geographical area. They do not have a

planned approach nor do they hold any power but they are a
useful management tool in that they can reflect the opinions
of the people (Appendix 4).

Service Development Groups

May be established to advise on policy directives related to
a particular issue or service and will be called together
for that express purpose and disbanded when it is complete -
Appendix 5. The Act specifies which issues must be dealt



with by Service Development Groups and allows for the
establishment of them to deal with other issues as well.

Summary of Changes in the Structure of New Zealand Health
Services

The structure has changed so that:

services can be provided and co-ordinated regionally.

- services can be more responsive to local needs.

- services can reflect the broadened definition of
health.

- the community can have a much greater part in the
decision making process.

"The new structure will be responsive to community needs, ie
accessible, affordable and appropriate; efficient and
effective with clear objectives, a coherence of purpose and
clear lines of responsibility" (David Caygill 1987).

It is important that the end result of the changes which are
occurring is a system which is better suited to the needs of
consumers" Helen Clark (1989).
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ADVOCACY FOR THE PEOPLE - THE SOUTHLAND EXAMPLE

Introduction

The structure of health services in New Zealand changed so
that the system of health care would be more efficient and
effective, more responsive to needs of the community and
allowed for much greater community consultation about policy
decisions and their implications. With the structure not
yet 12 months old, insight into the happenings in Southland
in the latter half of 1989 provides a commentary on the
available advocacy mechanisms. '

Background

The population of the Southland area is 103,000 of which
53,000 live in the major urban centre, Invercargill, and a
further 8,000 in the secondary urban centre, Gore.
(New Zealand Statistics 1986). What percentage of this
population can be deemed rural depends on definition.
New Zealand Statistics Department says it 1s communities of
1,000 or less therefore, by definition Riverton (1,704) is
not rural and Tapanui (969) is. The reality is that there
is no clear break between urban and rural in Southland;
"towns and their surrounding rural areas are inextricably
interwoven" - Cant 1986. It could reasonably be argued that
at least 50,000 or close to 50% of the Southland Area Health
Board region figure is rural, some would say the percentage
is more. However, +the importance of health issues
pertaining to rural areas in the formulation of board policy
can be readily acknowledged, and crucial to this is adequate
and accurate information regarding the needs of those areas.
So what channels of advocacy are there available to rural
people in Southland.

Service Development Groups

In the Southland area the first of these is about to be set
up . It is to be 'a group of health workers from either the
voluntary, private or public sector appointed by the Board
to advise on health and health services in each group
service area (Handbook 1989).

There is provision in the Act for a Committee of the Service
Development Group to be established to undertake any
particular task delegated to it (AHB Act Section 29 Clauses
6/7) or "invite attendance from someone able to advise on a
particular aspect of the issue". In Southland, a mental
health service development group 1is being established. The
implications of the adoption of the principles of
normalisation of mentally handicapped people by the board
has considerable implications for all such patients and
their families within the area. However the problems of
access and availability of support services in the community



are greater for those patients scattered in the rural areas.
The provisions of Section 29 6/7 should be used to provide
rural perspectives on the Mental Health Service Development

Group.

Elected Representatives

The elected representatives can also advocate on behalf of

rural people in the Southland region. There are 10 elected
representatives in Southland and provision for wup to
five ministerial appointees. With the pace of change,

though, both in rural communities and health services as
well as the sheer physical extent of the area they serve,
even the most earnest representative can only do so much.

Community Committees and Rural Advocacy

The other official channel for advocacy in the Southland

Area Health Board structure is the Community Committee. The
Southland Area Health Board has completed setting up
nine community committees within its boundaries. As

committees of the Board they have been elected at public
meetings on an ad hoc basis and have a Board member seconded

to each. They have come into being, in Southland, in the
midst of budget allocation cuts and have therefore tended to
attract members with sectorial interests. They are however

"responsible to the Board in an advisory role for providing
information on Health- Services and health issues concerning
that committee's areas". (J Braithwaite 1989).

Having not yet been in place six months the situation in
Eastern Southland a distinctly rural area of Southland,
(Figure 9) provided a view of the community committee's role

as advocate for the rural people it served. In response to
expected budget allocation cuts, the Southland Area Health
Board proposed a cut in services to Gore Hospital. As the

Board did not see the Eastern Southland Community Committee
as a proper vehicle for the community consultative process,
it neither informed nor met with it about these, nor asked
its advice concerning the impact of such cuts in the area
except through the presence of the seconded board member on
the committee. The Community Committee considered the
implications of the proposals to be extensive in their area,
and being wunable to meet with the full board for
discussions, felt compelled to resort to the support of the

law to show their concern. They became co-plaintiffs in a
court action to have the Southland Area Health Board
decisions reviewed. History willl determine the outcome of

that action.

The Question To Be Asked

Did the structure provide a channel of advocacy for the
concerns of the Eastern Southland people?



Answer - partly.

Through their elected representative who was able to
advocate on their behalf. However the usefulness of the
Community Committee as a channel for advocacy must be of
grave concern. The Southland Area Health Board did not see
it as such - a motion is at present before the Board to have
the committee disbanded (Southland Times October 1989)
and the community did not see it as such since they felt
compelled to use the law instead, or at least as well as.
It needs to be said that the earnestness and goodwill of
both the Southland Area Health Board and the Eastern
Southland Community Committee are fully recognised and no
blame of either party is intended to be laid but the example
of what happened served to show that the new structure fell
short for effective advocacy of rural needs. Given their
present terms of reference and power base the Community
Committees are not able to negotiate from anything other
than a weak position. They do not provide an opportunity
for the community to be involved in the actual decision
making process but merely allow for consultation which
popularly means ‘'seeking a reaction to a proposed course of
action'. Community Committees to be effective advocates
must be the authors of information on need which it must
then properly present to the Board. That information, if it
is to be used for decision making must be carefully gleaned
from a variety of sources by the committee and used to lay
out a plan. This should then be put to the Board and the
committee ask for the things they believe to be needed.
This would be effective advocacy.

Summary

- the elected representatives of the people can ‘be
effective advocates of the people.

- the service development have provisions to allow for
their use for advocacy.

- the Community Committees in their present form in
Southland fall short as effective advocates for rural
needs.
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CHANGES IN LOCAL GOVERNMENT

Introduction

At present decisions relating to health services in
Southland are made by one regional authority, the Southland
Area Health Board. Despite the grave implications of some
of these decisions for the well-being of the area as a
whole, no other regional authority is presently part of that
decision-making process. Like the structure of the health
services, the structure of the regional authorities has
undergone considerable change to enable each region to have
more say in its direction and future (Gibbs 1970,
Scott 1979) through the establishment of a system* to deal
with the use of resources on a regional scale* incorporating
regional planning schemes.

Background

As early as 1929, an amendment to the first Town Planning
Act 1926 authorised regional planning schemes and the Town
and Country Planning Act 1953 reinforced these provisions

though did not make them mandatory. This led to few
regional authorities actually functioning or being
established. No further legislation affecting regional

administration occurred till the Local Government Act 1974
which stated in its title:

"An Act to consolidate and amend law relating to the
organisation of districts and functions of local
authorities, to make better provision for the administration
of those functions which can most effectively be carried out
on a regional basis, and to make provision for the
establishment of united councils, district community
councils, and community councils".

Its stated objectives were:

1. That of reorganisation, preparation, and implementation
of regional schemes.

2. The co-ordination of functions at regional level.
3. The establishment of united or regional councils.
Aburn 1979/83

The Local Government Commission had the responsibility of
providing a pattern for all of that to happen. Considerable
ongoing debate ensued focusing on the constitution, ‘power
and functions of the proposed authorities.

The Town and Country Planning Act 1977 clarified some of
these areas and formalised the 1link between regional
councils and regional planning, making planning a mandatory
function of the Council.



The regional bodies who were to carry out the regional
planning were not well resourced, territorial local
authorities were unecased by the new legislation and the
united councils were slow to assume the new role established
for them and the 1977 legislation reconsidered all of these

factors.

The Tribunal set up to do so was concerned ‘'that the Act
only allowed for planning schemes to preclude certain
developments taking place rather than encouraging
determination of what was desired to take place within its

region.

In 1988 however with the Local Government Amendment Act
multi-function units of local government were established
directly elected to be responsible for regional planning,
with their main responsibility resource management with
directly elected territorial authorities rcsponsible for the
functions of County Councils.

“The legal framework for regional planning in New Zealand
provides considerable scope for innovation. As a process
regional planning has the potential to express territorial
will and to manage resources on a sustainable basis with
equity and justice. (Forrest 1981, 1989)

Heenan 1989 says “"Regional planning denotes a formal
activity which organises the use of resources on a regional

scale".

Southland - the new structure in Southland provided for a
regional council made up of elected representatives from the
constituencies Wlthln its area. (Figure 11). v

SOUTHLAND REGIONAL COUNCIL
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Regional Council (15 members) would take over the
responsibilities associated with resource management - the
functions of the following bodies:

Southland United Council

Southland Catchment and Regional Water Boards
B Otautau and Waimatuku River Boards
. All noxious plants authorities
. All pest destruction boards

Southland Harbour Board (except for recreational
amenities) .

A port company has already been established to run the
commercial operation of the port at Bluff.

District Councils - 15 members and a Mayor. There would be
three district councils established - Gore, Invercargill and
Southland who would assume the functions of the Southland
and Wallace County Councils, Winton Borough Council,
Stewart Island County Council, Ohai Railway Board and the
Reserves Board

"The new era heralds a change of great magnitude. It will
encourage greater people participation, make representation
more equitable and provide :momentum for improved performance
across the full spectrum of government activity"
(Tom Shirley 1989).

Rural Services Committee - By law the Southland Regioﬁal
Council must until 1995 establish and maintain a rural
services committee responsible for:

(a) agricultural pest destruction; and
(b) noxious plants control; and

(c) any other functions considered by the Southland
Regional Council to be of particular concern to the
rural community.

The persons appointed shall be not less than two persons.
These shall be persons:

(a) Who are not members of the Council (Southland Regional
Council).

(b) Who in the opinion of the Council have knowiedge'that
will assist the work of the committee (Local Government
Commission) .



Advocacy Channels in Local Government - Historical Model in
Southland

The old Southland United Council recognised the
responsibility it had as a regional planning authority to be
involved in planning for a wide range of services within the
region. In 1983, 1in co-operation with the Southland
Hospital Board, County Council and Health Department in
Southland, it funded researched, and produced a document,
Health Priorities for Southland (1983) which dealt with the
major health problems in the area and identified what might
be done to solve them (Southland United Council 1983). The
Principal Officer of the Southland United Council stated:

(a) "United Councils are well placed to be regional
advocates - that is to ensure a properly researched,
reasonable point of view is put forward to Government
or any other body on any issue affecting the region.

(b) They are in a position to establish credibility not as
a regional authority but as authorities on the region

(c) The United Council can function as regional educators
to know and understand the changes that are taking
place at national level and to interpret the likely
affect of these changes on the region.

(d) They can be facilitators helping other organisations or
individuals make things happen (Watt 1986).

This was a unique approach in 1its time and provides an
excellent model for the incoming regional and district

councils. The mechanism is present in the structure of the
Regional Council in the form of the Rural Services Committee
to take up responsibility for "any other  functions

considered by Southland Regional Council to be of particular
concern to the rural community.*"

Summary

The system of local government in New Zealand has evolved to
develop a mechanism for effective regional decision making
and planning. Along the way, the functions, constitution
and powers of the proposed bodies has been constantly
reviewed but their value as planners of resources within
their regions has been recognised and a structure developed
to support this. This structure allows for a directly
elected regional council to adopt a regional perspective in
its decision-making, to be multi-functional and to involve
appropriate sectors in those decisions affecting the region
as a whole.



Section 7



SUMMATION

At present, decisions on health services in the Southland
Region are made by one regional authority, the Southland
Area Health Board. Health services are crucial to the
viability of communities in Rural Southland and the
viability of those communities is crucial to the region as a
whole. The problems of health issues in rural areas is
therefore one for all the regional authorities of the area
not Jjust the one responsible for the provision of health

services, the Southland Area Health Board. The regional
council of Southland has a major responsibility to promote
the overall well-being of its area. To this end it must

promote the retention of population through ensuring the
best possible 1living conditions for them including the
addressing of their particular health needs, for the
strength of the region is in its people, without them the
management of physical resources is meaningless.

It follows therefore that the Southland Regional Council
should be used as an appropriate channel for advocacy of
rural health issues.

Rural people themselves must recognise the characteristics
of the health needs of their communities and understand the
importance of having them effectively conveyed to the
decision makers. Without effective advocacy, the future of
rural communities cannot be assured.

A considerable amount of work will be required to affect
this and justice cannot be done, to many aspects of it in
this study.

SUMMARY OF PROPOSALS

1. THAT the Southland Area Health Board establish the
characteristics of rural health particular to its
region.

2. THAT in recognition of those, it appoint subcommittees

to 1its Service Development Groups to address issues
particular to rural communities.

3. THAT the existing form of Community Committees be
recognised as a useful management tool but not
necessarily a source of comprehensive advocacy for the
people it serves.

4. THAT the Southland Area Health Board recognise the
value of other regional bodies, in particular the
Southland Regional Council, as a source of wvaluable
information and perspective.

5. THAT the Southland Area Health Board use the provisions
of the Area Health Board Act Section 10 i to formalise
that relationship.



THAT the Southland Regional Council recognise the
importance of health services for the rural communities
which form over half the population of its region.

THAT it explore those 1issues under the terms of the
Rural Services Committee.

THAT it formalise liaison with the provider of health
services, the Southland Area Health Board.
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APPENDIX 2

In 1978 the World Health Organisation made a
“"Declaration”” on Primary Health Care. New Zealand
signed this agreement.

main poins in the declaration are:
& That health in a full sense, is a basic human right.

That people have the right and the duty.to take part
as individusis and as groups, in planning and n
crganising their health care.

1

rimary health care should be avaiiable 10 everyone
d snould be provided in weays acceptable to
veryone and in piaces suiiabie 10 everyone.

(T) oY 'U
2

@ Primary health care inciudes heaith promotion,
yrevention of diseases, treatment of common
isezses and injuries and provision of basic drugs.

woam

ary health care involves many areas of life,
mcl(,dxrg nousing, education, socisl welfare and
agriculture. Ali of these need to co-ordinate their
work with health workers at national and local levels.
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CREATE | STRENGTHEN | | DEVELOP REORIENT
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ENVIRONMENTS|{ ACTION SKILLS SERVICES




APPENDLIX 3

ne Ottawa Charter was presented at the first
international Confarence on Health Promotxon n
Der

- The main points cf this charter are:

€ Tnhe basic conditions for health are: peace, shelier,
zducation, food, income, a stable ecosystem, enough
resources, social justice and equity.

& All aspecis of our iives arfect health—politics
sconomics, culture, the environment, our benaviour,
and our ndividual bocdies

€ Health promotion works towards equaiity—people
cannot reach their best level of health unless they are
aple 1o take control of the things which decide their
nealth. This appiies eaually to women and men.

¢ Like the declaration on primary health care, the
Ottawe Charter says that all sectors must work
togetner in order 1o reach the best health for
evervons. [his charter goes further and says that this
includes government and private organisations,
finance, community groups and tamiiies. Health
cannot be separated from other areas of life.



APPENDIX 4

31. Community conunittees—(1) An avca health board may
[rora time (o tme appolnt a conununity comumnitiee, (onsisting
ol 2 or more persons, b respect o[“:».my arca within its district

(2) Notwithstanding anything in subscction (1) of this scction,
in any casc where the hospital district of the mitiating hospital
board or ol any of the iniuating hospital boards comprised,
at any time on or alter the Ist day ol January 1950, 2 or more
hospital distvicts, the arca healthh board shall appoint a
community comunittee for cach of those former hospital
districts unless, on the application of the board, the Minister
waives compliance by the board with this requirement.

Amendment
1988 No. 10(

[0. Community committces—(1) Section 31 ol the )
rincipal Act is hereby amended by inserting, alter subsection )
(2), the following subsections: )

“(QA) The board may authorise any such committee— )

“(a) To manage any undertaking or service within the g
functions of the board; or : )

“(b) To regulate and undertake, or to inquire into and report %

upon, such matters as the board thinks [it. ;

“(28) The board shall have the same powers of delegation to
any such comumittece as it has in respect ol committees g
appointed under scction 28 of this Act; and the provisions of
suésection (2) of that section shall apply accordmgly.” %

(2 )Sccuon 31 (4) of the prmcxpal Act is hcreby cxmcndcd by )
inser mef, beflore the words ¢ Ilvcxy community committee”, the 3
words “In addition to performing any {unction required of it by )
the bo«td under subsection (24) or subsection (28} of this )
section,”’

(8) Any such comunittce may COMPpIISC persons who are not
meibers of (he Dboard; but no person who is incapable of
being a member ol the board shall Le capable of being a
member of an 1y such comunittee.

4) chx) rommumty comumittec shall provide a [orum for
the various community groups working in the health ficld, and
shall prévide a liaison between such gloups and the board.

‘ () Members of a counnunity committee shail be appointed
for a tcrmn of 9 years, and may [rom tme w0 tme be
reappointed.

() Every comnnunity conuntttce may determine its own
procedure.



APPENDIX 5

29. Service development groups—l) Every arca health
board shall from time to ume appoint suflicient service
development groups, consisting ol 2 or more persons, to advise
the board, in accordance with any policy directives prescribed
by the board, on the full range of health services in the public,
private, and voluntary sectors relevant to its district.

(2) Without limiting the generality of subsection (1) of this
section, every Dboard shall appoint suflicient  service
development groups to deal adequately. with the following:

(a) Medicine (other than paediatric, geriatric, or psychiatric

medicine):
b) Surgery:
c) Child health:
d) Health of the elderly:
e) Mental health:
{) Dental health:
g) Health protection:
h) Health promation:
i) Primary healtis care.
3) Notwithstanding anything in subsection (1) or subsection
(2) of this section, on the application of any board the Minister
may waive compliance by the board with the requirements of
those subsections if he is satisfied that the board has established
alternative planning procedures that are adequate to perform
the functions of szrvice development groups under this Act.

(4) Subject to subsection (2) of this section, a board may at
any time discharge, alter, or reconstitute any service
development group.

(8) Every service development group shall, unless sooner
discharged by the board, be deemed to be discharged on the

(
(
(
(
(
(
(
{
(

coming mto oflice of the members of the board at the triennial
general election of members next f()llowing the appoinument
of the group.

(6) A service development group inay from time to time
appomt a committee comprising 2 or mnore menibers of the
group o undertake any task dcicgatcd to 1t by the group.

(7) A scrvice developinent group may [rom time to time invite
any persort o attend any meeung or mcctings of the group
to advise the group on any matler.

{8) Every service development greup may determine its own
procedure.
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