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Leadership and governance—what is 
needed to deliver the Aotearoa  
New Zealand health reforms
Iwona Stolarek, Karina McHardy, Lloyd McCann, Andrew Simpson,  
Grant Howard, John Robson

Aotearoa New Zealand is implementing a sig-
nificant health reform agenda heralded as a 
“once in a generation” opportunity, derived 

from the Health and Disability System Review.1 The 
reforms move us from delivering more healthcare 
activity and accepting unwarranted variation in 
care, to focusing on wellbeing and health outcomes 
and delivering services to meet people’s needs. 
Central to the reform agenda is the imperative to 
achieve equitable outcomes, particularly related to 
Māori, Pacific peoples, and disabled populations. 

Arguably, previous major health reforms in 
the 1990s and 2000 have not effectively addressed 
inequalities, nor created an integrated, coordi-
nated system.2 In addition, these reforms have not 
meaningfully changed practice for most frontline 
clinicians. So, what needs to be different this time? 

Today a range of complex global and local vari-
ables affect all aspects of our lives, including health. 
While change is a constant, COVID-19 has high-
lighted that we cannot predict the future precisely, 
and that we have complex challenges with few 
single causes or solutions.3 Yet, large-scale change 
can happen rapidly. Globally, healthcare delivery 
systems are under increasing pressures from other 
factors including health workforce ageing and sup-
ply, consumer expectations, and climate change.

Healthcare is a complex adaptive social system 
(CAS). It has numerous agents including health ser-
vice users, ministers, central agencies, national and 
community organisations and providers, health-
care professionals, educators, regulators… the 
list goes on. There are innumerable interactions 
amongst these agents (both people and organisa-
tions) who, through these interactions, learn and 
adapt, thereby constantly reshaping the system.4,5

Leadership and governance are building blocks 
of a well-functioning health system.6 The multitude 
of largely Western definitions, and models related 
to these terms, highlight that there is no consensus 
or agreed taxonomy around their meaning. Given 
this, thinking in old models and roles of “manage-

ment, leadership, and governance” can prove cir-
cular and ultimately unhelpful. The focus of this 
editorial is to reframe this thinking and consider 
the knowledge, mindset, and behaviours needed 
for leadership and governance of a CAS. 

The correlation between effective leadership 
and overall performance is well established.7 Here, 
it is worth considering the differences between 
complex and complicated systems, and the leader-
ship skills needed for the respective systems. Much 
work has been done on this, and the Cynefin model 
and leadership framework is commonly used.8 
This model supports thinking about leadership and 
governance, and the approaches to take in the sim-
ple, complicated, complex, or chaotic domains. 

In healthcare, an example that reflects the sim-
ple domain is taking a laboratory test and treating 
an infection. The simple domain—where cause 
and effect are clear—requires us to use best prac-
tice approaches. Leadership is supervisory—ensur-
ing proper processes are in place. The danger is 
we apply this approach to complicated and com-
plex problems, or continue with the same thinking 
when context changes.

The complicated domain—for example, man-
agement of surgery in an older adult with multi-
ple co-morbidities—requires analysis or expertise, 
as there may be multiple appropriate responses 
available. However, it is still fact-based. Leader-
ship is about bringing together expertise, listening 
to at times conflicting advice; to sense, analyse, and 
respond with good practice solutions. The danger 
here is “analysis paralysis” and experts overconfi-
dent in their solutions.

A complex system is not higher-order complicat-
edness; it is a fundamentally different kind of sys-
tem requiring a different approach to leadership 
and governance. In complexity there is flux and 
unpredictability, no right answers, and many com-
peting ideas. Examples in health include respond-
ing to rising national obesity rates. Here, there is 
a need for pattern-based leadership: ensuring 
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diversity of input and interaction, and encourag-
ing safe environments to test creative and inno-
vative ideas, thereby allowing patterns to emerge. 
A danger is that leadership looks for facts rather 
than patterns using “complicated” approaches. 
As many of the challenges in this domain involve 
social determinants of health, both diversity of 
input and collaboration must be significant.

In chaos—for example, the early days of a pan-
demic—there is need for leadership to take control, 
to shift the system from chaotic turbulence where 
patterns cannot be discerned into complexity. 
Leadership needs to provide strong, direct commu-
nication, and enable the system to take advantage 
of opportunities and innovations that arise.

Although no role sits exclusively in a single 
quadrant, most clinical specialty-level work func-
tions predominantly in the complicated domain, 
whereas organisational and national system-level 
challenges, such as achieving equity, sit in com-
plexity. Clinicians are often assumed, on the basis 
of proven, tested clinical expertise and sometimes 
leadership in the simple or complicated domains, 
to have appropriate knowledge and skills when 
stepping into new organisational or national lead-
ership or governance responsibilities. In transi-
tioning to more system-level roles, we may default 
to applying our known, “complicated” knowledge 
and tools—an approach that could be inadequate, 
inappropriate, and have negative consequences. 

We need to deliberately shift our approach by 
acquiring knowledge of complexity and systems sci-
ence, and then applying this to the design and eval-
uation of interventions. We need an open, outward 
mindset that sees the world as interconnected and 
interdependent with dynamic, non-linear interac-
tions, in which relationships are fundamental. We 
must accept and account for inherent uncertainty 
and unpredictability, understanding that interven-
tions can have positive and negative impacts on the 
whole, and may not deliver the anticipated change. 

A CAS leader accepts that there are no simple solu-

tions, nor can they be solved by a single person. 
They are humble, admitting they do not know all 
the answers. They use networks and an inclusive, 
authentic sharing of power and knowledge—espe-
cially with those impacted—to identify patterns, 
ensure diversity of inputs and enable creativity to 
try local solutions for local contexts—always work-
ing to advance collective results. They know that 
solutions are not static, but may adapt further over 
time. A focus on individual or group interests and 
advancement will not bring about the required 
system change. Ultimately, rather than leadership 
being done to the system, the complex domain 
demands leadership through the system.7

A CAS has a few simple operating rules that 
become the system’s drivers and guidelines for 
all decision-making. In this complex domain, our 
shared health reform purpose to achieve the best 
equitable, culturally safe experiences and out-
comes, at both whānau and population levels, 
becomes the system’s operating rule to determine 
our decisions. Governance in complexity must 
accept there are no best practice solutions that can 
be applied everywhere and be permissive within 
enabling constraints. It must be tight on account-
ability and responsibility for outcomes, but loose 
on the approaches to achieve them in different 
contexts. We need a greater risk appetite and tol-
erance for failure and for lessons to be learned. 
Equity needs to be the frame through which every-
thing else is viewed, approached and evaluated. To 
do this, we must move beyond just cost-benefit and 
cost-effectiveness analyses, to instead prioritise 
“equity-effectiveness”. 

As clinicians transition from direct patient-fac-
ing to system-level roles, we must be deliberate in 
requiring the appropriate expertise and behaviours, 
and providing access to training opportunities and 
pathways. We must ensure system leaders have 
the appropriate skill sets for the level of the sys-
tem they work in, and that we support them to 
grow in these roles.
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