


KAHUNGUNU HEALTH AUTHORITY
WĀNANGA | 3 July 2026
Toitoi, Hastings

Iwi ⚫ Hapū  ⚫ Whānau ⚫ Post-Settlement Governance Entities ⚫ Taiwhenua ⚫
Hauora Māori Providers ⚫ Iwi-Māori Partnership Boards



KAHUNGUNU HEALTH AUTHORITY
WĀNANGA PURPOSE
• Explore and understand other indigenous self-governed 

health models / approaches
• Discuss and agree on an interim governance model 
• Begin discussions to inform next wānanga:  Oranga priorities for 

the Kahungunu Health Authority: future looking, innovative and 
inter-generational



AGENDA

12:00pm  Whakatau 

12:10pm  SESSION 1: Self-  

   governing health 

   models. Q&A

1:00pm  SESSION 2: Governance 

2:00pm  Break 

2:15pm  SESSION 3: Oranga 

   priorities 

   Next steps

3:00pm  Karakia whakamutunga



SESSION 1 Critical Success Factors for 
Effective Tribal Self-
Governance of Healthcare 
in the U.S.



CRITICAL SUCCESS FACTORS FOR 
EFFECTIVE TRIBAL SELF-GOVERNANCE 

OF HEALTHCARE IN THE U.S.

PHD THESIS – MASSEY UNIVERSITY

DR. MARA ANDREWS – JUNE 2025

Reservations/Indian Land 56.2m acres (3.2% total US land area) 

compared to NZ’s 1.5m acres of Maori land (6% of total NZ). US 

is 37 times larger than NZ



My journey to 
this PhD topic

▪ Entire career has revolved around Māori development: Māori Land 

Court; the Māori Trust Office; the Iwi Transition Agency; Te Puni 

Kokiri; Hauora Māori (P Nth, Hastings and Wellington)

▪ 1990s: worked in health system and awarded a World Health 

Organisation (WHO) Fellowship in 1998. Went on a 9-month study 

tour of  the USA and Canada to learn about Tribal governance and 

management of  indigenous health services led by Native Americans 

(U.S.A.) and First Nations (Canada) 

▪ 2000 - 2025:  Left health system to form an indigenous 

consultancy company called Kāhui Tautoko Consulting Ltd (KTCL)

▪ 2008: moved to Canada & set up KTCL Canada - providing 

consultancy services for the indigenous First Nations organizations 

& Government agencies including set up of  First Nations Health 

Authority (12 years there – office still in operation)

▪ 2017: Opened office in Hawai’i and began working with Native 

Hawaiian Health Care systems

▪ Since 1998: Continued to follow the progress being made in self-

governance and sovereignty in North America

▪ 2018: Professor Sir Mason Durie encouraged me to enroll in the 

Massey PhD programme to share my learnings! 

▪ 2021 – 2024: Worked in set up and operation of  Te Aka Whai Ora



As indigenous people we are all on a shared journey

“No right is more sacred to a 

nation, to a people, than the 

right to freely determine its 

social, economic, political and 

cultural future without external 

interference. The fullest 

expression of this right occurs 

when a nation freely governs 

itself”.

Joseph De La Cruz - Quinault Indian Nation, 

U.S. (1937 - 2000)



My inspiration: Tribal Self-
Governance achievements in the U.S.



STATE OF OKLAHOMA

Choctaw Tribe

Chickasaw Tribe

Cherokee Tribe



Oklahoma Visit – 3 progressive Tribes
Self-governing for 30+ years



CHOCTAW NATION HQ
Oklahoma

225,000 citizens



CHOCTAW 
NATION 
ECONOMIC 
DEVELOPMENT

Choctaw Casino & 
hotel



CHOCTAW 
NATION

Wellness Centre & Gym

Housing 

developments

Elders exercise session + Crossfit + gym 
equipment (free to staff & Choctaw 
members)

Rent to own free standing homes 
and apartments

Choctaw community gymnasium



CHOCTAW HEALTH

All employees of Choctaw Nation

Family practices, pharmacy, dieticians, 
physio, laboratory, optometry, dental, 
radiology, podiatry, pediatrics, mental health 
and addictions, outpatient / day surgery – all 
in one place!



CHICKASAW NATION, Oklahoma

Approx. 70,000 citizens

Tribal HQ



Chickasaw: Education and careers focus

Their own STEM academy

Adult Learning programme



CHICKASAW NATION Health Centre



CHEROKEE NATION, Oklahoma

2021 – Tribal citizen enrollment 

reached 400,000, making the 

Cherokee Nation the second largest 

tribe in the US after the Navajo Nation

Oversee an annual budget of over 

$600 million and more than 3,000 full-

time employees (excluding 

independent commercial entity)

Tribal Headquarters



Cherokee Health … 



Cherokee education and careers

Cherokee Primary SchoolCherokee Medical School



Cherokee Federal
Focuses on Federal government procurement & supply chain opportunities 

• All Cherokee Federal businesses are wholly owned 
by the Cherokee Nation – operate in US and 
overseas (e.g., UAE, Dubai)

• Cherokee Nation and its businesses employ more 
than 11,600 people and has an annual economic 
impact of $2.16 billion in northeast Oklahoma

• 63% of profits are re-invested in Cherokee 
businesses ($92m in 2019) for creating jobs in high 
growth, high potential industries, training and 
educating Cherokee citizens to fill jobs and promote 
self-sufficiency

• 37% ($54m in 2019) of profits are invested in 
Cherokee programs and services including 
education, housing, justice and health.



ANCHORAGE (ALASKA)

Alaska Native Tribal Health Corporation (ANTHC) – statewide Tribal 
entity

Alaska Native Medical Centre (ANMC) – main tribal hospital

South Central Foundation (SCF) – major primary care centre



ALASKA 
TRIBAL 
HEALTH 
SYSTEM



ALASKA 
NATIVE 
HEALTH 
CAMPUS

Anchorage



ALASKA NATIVE 
TRIBAL HEALTH 
CONSORTIUM

• The Alaska Tribal Health System 
represents 229 Tribes through one 
unified compact agreement

• It covers 596,412 square miles compared 
with NZ 68,750 square miles.

• It serves over 175,000 Alaska Natives 
through its system of community health 
aide clinics, sub-regional clinics, regional 
hospitals, and the Alaska medical centre 
(as well as over 12,000 employees).

• ANTHC is self-governing and provides its 
own statewide specialty medical care, 
construction of water, sanitation and 
health facilities, community health and 
research, information technology, and 
recruiting of partners. 



SOVEREIGNTY ACROSS DATA, 
INFORMATION, RESEARCH AND 
DEVELOPMENT

• Most health entities across Alaska 
share electronic health records with 
ANTHC. This allows data and 
information for all patients to be 
accessed and collated for analysis 
purposes.

• ANTHC have extensive data and 
research capabilities, including an 
Epicentre, that enable data sovereignty 
for their people. 

• Owning and controlling their own data 
and research is pivotal to ANTHCs 
success



A Culture of Learning and 
Development
• Across all areas of ANTHC, there is an emphasis on 

learning, training and development on delivering 
services to Alaska Natives. 

• The Community Health Aide training program trains 
local people to be the eyes and ears of the physician 
(CHAs conduct about half of patient care visits and 
provide everything related to making an assessment) 

• The Distance Learning Network is run to allow people 
to train from within their communities for as long as 
possible. This is a vital part of ANTHC’s approach to 
ensuring all training is culturally-based and –relevant. 

• ANTHC also consistently focuses on their workforce 
development, including through a representation 
strategy, employee councils, succession plans, a talent 
bank, climb program (for entry level staff to build 
their skills and expertise), executive leadership 
program, and employment branding. 



ANTHC operates all PUBLIC HEALTH for Native Alaskans 

 
HEALTHY PEOPLE & PREVENTION 

 



ALASKA NATIVE 
MEDICAL CENTRE 
(TERTIARY HOSPITAL)
• Governed by Alaska Natives

• Specialty clinics

• Infusion centre/dialysis

• Cancer treatment & screening

• Specialised staff, nurse and doctor ratios

• Referral systems and a common EHR

• Travel and accommodation for patients 
and families (hotel on site)

• Co-location of services with SCF.

Kaweka strategy?



ALASKA NATIVE 
MEDICAL CENTRE 
(TERTIARY HOSPITAL)
Provides the usual expected 
specialist services under native 
Alaskan governance



SOUTH CENTRAL 
FOUNDATION (SCF)

• SCF is an Alaska-Native owned PRIMARY 
HEALTH care organization serving nearly 
60,000 Alaska Natives living in Anchorage 
and the surrounding villages

• SCF is the largest of the Alaska regional 
health corporations 

• SCF began in 1984 providing dentistry, 
optometry, community health 
representatives and injury control 
services - expanded in 1987 to include 
substance abuse treatment

• Expanded to include Traditional Healing 
Clinic in the Primary Care facility

• Funded by Indian Health + 3rd party 
revenues (e.g. insurance claims) 



Traditional 
Healing 
Centre





PHOENIX (ARIZONA)

Gila River Indian Community (GRIC)

Gila River Health Corporation (GRHC)



GILA RIVER INDIAN 
COMMUNITY (GRIC)

• GRIC reservation has a land area 
of 583,749 square miles and has 
over 11,000 citizens

• GRIC are a self-governing tribe 
with its own telecom company, 
solar electric utility, industrial 
park and water supply

GRHC main hospital



A FULLY SOVEREIGN 
TRIBAL SYSTEM
• GRIC operate Gila River Health Corporation (GRHC) 

which seeks to be the premier Native American 
healthcare delivery system that serves the lifelong needs 
of their people. 

• The Health Corporation offer a full range of medical and 
health services to their people through its various 
medical centres, elders care centre

• GRIC operate its own:

• criminal justice department (own police chief, 
tribal police force, SWAT team, canine unit and 
special investigations unit, and judicial system) with 
full jurisdiction on their land.

• fire and emergency department

• Cultural heritage centre and archive whereby 
precious ancestral artefacts, documents and history 
are stored safely and displayed proudly and 
managed by Tribal citizens

• Economic enterprises and businesses
• Education system 



GRIC Culture 
& Heritage 

Centre
“We prefer to tell 
our own history”



Mohegan Tribe (Connecticut)
Governance Center



Governance 
departments

Tribal Council +
Council of Elders

Health
Courts

Public safety (police / 
fire)

Library & archives
Land management
Health & human 

services – including 
care & protection



MOHEGAN TRIBE 
(Connecticut)

Elders Lodge and Assisted Living

• 1 and 2 BR independent 
apartments and some with 
assisted living (1-2 hours 
support each day)



Some of the U.S. 
Tribes / sites I 
have been 
humbled to visit 
since 1999
(120+ site visits excluding 
Canada)



574 Tribes across the US … the collaboration is 
inspirational despite their diversity



Some of the many conferences I attended where I listened, 
learned, gathered intelligence & built relationships



PhD focus … 

Seeing and experiencing all of these 
Tribal developments since 1999 led to 

me asking myself “how did they achieve 
all of this?” 

In 2019, this led to my hypothesis that there 
are nine critical success factors that led to 

Tribes successfully taking over former Federal 
Government services for their communities … 

and simultaneously expanding their other 
social, cultural and economic developments



My research proposed 
NINE CRITICAL SUCCESS 
FACTORS FOR EFFECTIVE 
TRIBAL SELF-
GOVERNANCE: the 
research sought to 
validate these factors

This framework (2019) emerged 
from 20  years of:
• Observations & discussions at 

many Tribal conferences 1999 
- 2019

• Literature analysis
• Document analysis
• Multiple site visits to Tribes, 

regional and national 
organisations 1999 - 2019



1. POLICY & POLITICAL WILL
Dual focus: 

(1) Critical for Tribes themselves to have the political will and Tribal 

mandate from their citizens to enter into a TSG arrangement (since it is 

optional for Tribes):

Tribal citizens need to support their leaders to enter into TSG 

arrangements. Tribal leadership may determine that they do not 

want to be exposed to the risks of  managing healthcare, or they 

may simply have other priorities

(2) Critical to have the appropriate policy platform and political will of  

Government politicians to facilitate the pathways for TSG by Tribes to 

support their aspirations

Government’s adoption of  TSG policy (Nixon, 1970) and 

enactment of  associated legislation (Indian Self-Determination and 

Education Assistance Act 1975 or ISDEAA) has created policy 

environment of  the Federal government. Favorable Indian policy 

and the legislation permits transfer of  government programs to 

Tribes if  and when they so choose. Tribal leaders at a Senate Committee Hearing making 
submissions



The US Tribal Self-Governance Policy

The goal of the US Self-Governance 
policy is to “permit an orderly 

transition from Federal domination of 
programs and services to provide 

Indian Tribes with meaningful 
authority, control, funding, and 

discretion to plan, conduct, redesign, 
and administer programs, services, 
functions, and activities (or portions 
thereof) that meet the needs of the 

individual Tribal communities”.

Under the  original 1975 
Self-Determination / Self-
Governance legislation, 
Self-Governance has two 
basic parts: 

• the transfer of the responsibility 
for managing Federal programs 
(and funds) that serve Indians 
from existing service providers to 
the Tribes, and;

• providing Tribes with the broad 
authority to redesign Federal 
programs and reallocate Federal 
resources to more effectively and 
efficiently meet the needs of 
Tribal communities through 
COMPACT agreements

Compact Agreements are contracts between sovereign nations / governments



“Under Self-Governance, Tribal capacity expands, 

knowledge and recognition of  local issues increases, 

and greater community engagement results. Self-

Governance encourages Tribal governments to 

exercise greater control over their planning and 

budgeting processes to meet local needs. Tribal 

citizens become more involved in the governing 

process and the identification of  local needs and 

accountability of  Tribal governments improves”.  

(SGECTC Submission, 2018)

“it sees the further the movement away 

from pervasive Federal control and 

towards Tribal autonomy. It brings jobs 

to Tribal communities and builds Tribal 

administrative capacity, but Tribes also 

exercise self-determination through 

economic development, cultural activity, 

language revitalization, and other aspects 

of  nation-building” (Strommer & 

Osbourne, 2014)

“What self-governance is, in a nutshell, it is empowering the Tribe. It is 

recognizing our sovereignty as a government and recognizing our rightful 

place as a government within the family of  the American political system. 

We were contractors back in the 1970s and 1980s and into the 1990s. In 

the 1990s, when self-governance emerged, now we asked the Federal 

Government start recognizing the Tribes as governments



2. UNIFIED TRIBAL LEADERSHIP

• Many Tribal collective structures across the U.S. nationally, regionally and 

locally which support coordination and unity (also offering opportunities for 

achieving economies of  scale by sharing capacity, professional / technical 

services, and technology)

• Examples: Alaska Native Tribal Health Consortium (ANTHC), United Southern 

& Eastern Tribes (USET), Northwest Portland Area Indian Health Board

• Each of  these national and regional entities have operated for several 

decades and have been able to sustain their inter-Tribal relationships

• Working together to bring about and implement change, is achieved when 

Tribal leaders are able to speak with one voice

• GOAL OF UNITY – to create the legislative and policy environment to enable 

Tribes to opt in to self-governing their own affairs; workforce development; 

policy & advocacy; sharing best practice



EXAMPLE – regional collaboration
United South & Eastern Tribes (USET)

• Established in 1969 (56 years)
• USET is a non-profit, inter-Tribal 

organization serving thirty-three (33) 
Tribal Nations

• USET is dedicated to:
• Advocacy for sovereignty policy 

and legislation
• enhancing the development of 

Tribal Nations
•  improving the capabilities of 

Tribal governments
• improving the quality of life for 

Indian people through a variety 
of technical and supportive 
programmatic services.



UNIFIED TRIBAL LEADERSHIP …. continued

NATIONAL INSTITUTIONS

NATIONAL CONGRESS OF AMERICAN 
INDIANS (NCAI)

Political (all Tribes) 1944

NATIONAL INDIAN HEALTH BOARD 
(NIHB) Technical – health specific

1972

National Indian Child 
Welfare Assn (NICWA) 

1978

National Indian Justice 
Center (NIJC) 1983

National Indian 
Education Assn (NIEA) 

1969

Assn of American Indian 
Higher Education 

(AIGHEC) 1973

SELF-GOVERNANCE COMMUNICATION & 
EDUCATION TRIBAL CONSORTIUM (SGCETC)

Focuses on supporting Self-Governing Tribes

NATIONAL COUNCIL FOR URBAN INDIAN 
HEALTH (NCUIH)

For 36 Urban Indian programs across US

1998

NCAI President Fawn Sharp making “State of Indian Nations” 
speech 2020

Other 
specialised 
national 
entities



NATIONAL CONGRESS OF AMERICAN INDIANS (NCAI) – structured national Tribal entity
NCAI COMMITTEES SUBCOMMITTEES (if any)

1 EXECUTIVE COMMITTEE -

2 ECONOMIC, FINANCE AND COMMUNITY DEVELOPMENT 

COMMITTEE

▪ Housing (including updates from National American Indian Housing Council)

▪ Economic Development, Finance and Employment

▪ Transportation and Infrastructure 

▪ Technology and Telecommunications

3 LAND AND NATURAL RESOURCES COMMITTEE ▪ Energy and Mineral Policy

▪ Environmental Protection and Land Use (including National Weather Service; Climate Action Task Force and 

Presidential policies on climate)

▪ Trust Lands, Natural Resources and Agriculture (including protection of Tribal wild horses and Forests)

4 HUMAN RESOURCES COMMITTEE ▪ Health

▪ Education (including updates from National Indian Education Association and American Indian Higher 

Education Consortium; Bureau of Indian Education) 

▪ Child and Family Welfare (including update on TANF – Temporary Assistance for Needy Families – funding; 

Tribal Child Welfare Training opportunities; Adoption and Foster Care Reporting system)

▪ Disabilities

▪ Elders

5 VETERANS COMMITTEE ▪ Includes discussions on National Native American Veterans Memorials and inequities to access to Veterans 

services by Native American veterans

6 LITIGATION AND GOVERNANCE COMMITTEE ▪ Jurisdiction and Tribal Government (including UNDRIP update; Sovereign immunity legislation; Opioid 

Litigation update)

▪ Tribal Gaming

▪ Human, Religious and Cultural Concerns

▪ Taxation

▪ Public Safety and Justice (including updates from the Department of  Homeland Security about the safety of 

Americans domestically; Federal Emergency Management updates in times of  crisis; Red Cross update and 

Active Threat Events including update from Counter-Terrorism presenters)

7 RULES AND CREDENTIALS COMMITTEE -

8 RESOLUTIONS COMMITTEE -



3. INFUSION OF 
INDIGENOUS 

CULTURE

• Tribes do this to express and live their culture across the continuum of  health care 

because it is who they are; it is the expression of  their identity; and it is an 

expression of  their sovereignty

• Through language, cultural protocols, program design and delivery, displaying flags 

of  sovereignty, using traditional methods for structural organization and relationship 

management (e.g., traditional ways of  dispute resolution) – all Tribes have applied 

the cultural lens in ways that work best for them

• Essential that Tribal identity, sovereignty and authority is maintained whether 

operating one-on-one or collectively at a regional or national level



EXAMPLES: Native Languages

• Native American languages in the U.S. have succumbed to linguicide over time (Interpreters and Translators Inc. 

2020). Approximately 300 languages were spoken in the U.S. before colonialism. Today, approximately 167 

indigenous languages are spoken in the U.S., and it is estimated that only 20 of  these languages will remain by 

2050. Navajo is the most spoken Native American language, with 170,000 speakers.

• The Tuba City Regional Health Care Corporation (TCRHCC) in the Navajo territory is an example of  one Tribally 

governed health entity serving around 75,000 native people that has a dedicated Office of  Culture and Language 

Resources. They have 60+ Health Care Interpreters / fluent speakers throughout the hospital

• Choctaw Nation School of  Language (Chahta Anumpa Aiikhvna) – 60 employees

• Tribally owned Heritage Centers

Southcentral Foundation: Traditional 

Healing Clinic 

Navajo Nation Council Chambers: Mural 

of  their history around the walls

https://blog.ititranslates.com/the-loss-of-indigenous-languages
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg
https://www.census.gov/content/dam/Census/newsroom/facts-for-features/2015/cb15-ff22_graphic.jpg


4. FLEXIBLE 
FUNDING & 
REVENUE SOURCES

Funding as a Federal Trust Responsibility: The basis for advocacy 

for an equitable budget by Tribes is at its core based on the Federal 

Trust responsibility, the promise to provide health services to 

American Indians. It is not simply an equity issue. It is about the 

keeping of  promises made in Treaties.

The National Tribal Budget Formulation Workgroup describes this 

well: 

The Federal promise to provide Indian health services was 

received in good faith by our ancestral Tribal leaders to lay 

the foundation for peaceful co-existence of  our great nations. 

By giving up Tribal lands, the United States were able to 

prosper and build great wealth, leaving First Americans to try 

to build a life as domesticated nations in land reserves 

carved out by the President. Since the earliest days of  the 

Republic, all branches of  the Federal government have 

acknowledged the nation’s obligations to the Tribes and the 

special Trust relationship between the U.S. and American 

Indians and Alaska Natives. The U.S. assumed this 

responsibility through a series of  treaties with Tribes, 

exchanging compensation and benefits for Tribal land and 

peace. 



EQUITABLE FUNDING 
AND REVENUE 
GENERATION

Underfunded Indian Health Service means underfunded Self-

governing Tribal health

• This issue remains one of  the most critical for self-governing 

Tribes in the U.S. and is not yet fully resolved 

• A National Tribal Budget Formulation Workgroup was 

formed by the IHS and Tribal leaders (since the late 1990s)

• In 2004-2005, the workgroup completed a historic piece of  

work when they developed the first comprehensive Needs 

Based Budget (NBB) for the Indian Health Service which 

estimated that the financial gap between the current budget at 

the time was $19 billion

• Federal appropriations for the Indian Health Service at the time 

amounted to $2,130 per person in 2005, while Government 

spent $5,200pp for the Veterans Administration; and $4,000 

pp for the Bureau of  Prisons.

• By 2017 this equity gap had become $32 billion 

• By fiscal year 2022 the workgroup identified that the budget 

gap for the Indian Health Service was at $48 billion



EQUITABLE FUNDING 
AND REVENUE 
GENERATION

Announced on Native News Online 

on the 10th of  March 2021 the 

American Rescue Plan (Covid-19) 

awarded $31.2 billion to Native 

American and Alaska Native Tribes 

It was the largest amount of  money 

ever allocated for American 

Indian/Alaska Native programs in 

history.



5. QUALIFIED 
WORKFORCE

For Tribal Self  Governance to be effective, the leadership and front-line workforce needs to be well-qualified and 

informed.

• Building capacity of  Tribal leaders: Development of knowledge and competencies of  Tribal leaders is a constant 

strategy. Tribal Attorneys educating leaders on the legislation that impacts on health care delivery. Technical 

advice and support for Tribal and urban health leaders is also provided by or available from organizations such as 

the NCAI, SGCETC, NIHB and NCUIH. Leaders are provided with tools, written submissions, and policy papers to 

give them advice or to prepare them for giving testimony at hearings for instance.

• Tribally-led leadership development programs: Tribes themselves have also developed initiatives to help 

improve the capability of  their Tribal workforces. The Alaska Native Tribal Health Consortium (ANTHC) for instance 

developed leadership programs to help grow their Alaska Native leaders (Alaska Native Executive Leadership 

Program (ANELP) developed with the Alaska Pacific University), Pathways to Leadership and Leadership Excellence 

through Determination (LEAD), Self-Governance, and Communications Education Tribal Consortium (SGCETC) 

provides training and education in self-governance.

• Building the frontline healthcare workforce: The ANTHC also worked with academic institutions to develop three 

unique and specific health aide programs tailored for Alaska Native workers who work primarily in rural and 

remote communities of  Alaska – the Community Health Aide Program (CHAP), the Dental Health Aide Therapists 

(DHAT) and Behavioral Health Aides (BHA). 



QUALIFIED WORKFORCE – 
ANTHC example of front 
line roles designed by 
indigenous people for 
working with indigenous 
people



QUALIFIED 
WORKFORCE– 
leadership and 
governance



WORKFORCE CAPABILITY 
& DEVELOPMENT

Example workforce programmes
INMED was established at North Dakota University to 

address the need for health professionals to serve 

reservation populations

The program is located where American Indian health 

needs are the greatest. American Indian populations 

on the 24 reservations in North Dakota, South 

Dakota, Montana, Wyoming, and Nebraska are among 

the most underserved in the country

The University of  North Dakota (UND) also developed 

the Recruitment & Retention of American Indians 

into Nursing (RAIN) program

The RAIN program provides academic support and 

assistance to American Indian students seeking a 

nursing degree from pre-nursing through to doctorate 

level

The RAIN program has been operating for 30 years



6. SUCCESSFUL 
PARTNERING

• Partnerships already occur at many levels with Tribes and are constructed to accelerate and advance Tribal 

priorities by bringing partners together who have influence, resources, and expertise. Partnerships:

• exist between individual Tribes or collectively when they come together regionally. This mechanism often 

allows for larger Tribes to support smaller ones.

• exist between Tribes and various Federal agencies for different projects, as well as with the local State 

Governments where Tribes are located

• exist between Tribes and academic institutions

• exist between Tribes and non-profit and philanthropic organizations who operate in the Tribal coverage 

area and who provide additional benefits for Tribal citizens

• exist between Tribes and the private sector including suppliers such as health technology businesses or law 

firms.

Tribes cannot undertake the Tribal Self  Governance role alone so need partners. Critical because Tribes do not have 

the resources to create and employ the entire gamut of  specialized skills that are needed to govern complex health 

care. Tribes select loyal, respectful and reliable partners who share the desire to advance their sovereignty as Tribes



SUCCESSFUL 
PARTNERING continued

43 Tribes working together

Tribal & IHS partnership



7. SUSTAINED 
COMMUNICATION 
& INCLUSION

• A vital element of  self-governance is the ability of  Tribal 

leadership to stay informed so that they can perform their 

roles adequately.

• Email systems are used for regular email communiqué to Tribal 

organizations and other stakeholders from the national 

organizations such as NCAI, NIHB and SGCETC

• The SGCETC shares key documents such as submissions and 

testimony which Tribal leaders have given at Senate and 

Congressional hearings.

• Maintain a central calendar identifying dates for TSG 

conferences, Advisory Group meetings, TSG Senate, Legislative 

and Congressional hearings, and training sessions

• Indian Health Service communications (Advisory Committees 

or topic-specific working groups e.g., the Budget Formulation 

Working Group, use of  Director ‘Listening Sessions’ with Tribal 

leaders (no agenda), Tribal Consultation Policy, Dear Tribal 

Leader letters, Blogs, social media



SUSTAINED 
COMMUNICATION and 
INCLUSION continued 
… use of social media



8. ROBUST DATA 
AND 
MEASUREMENT

Tribal Data Capacity:  NCAI developed a white paper (2018) on 

Tribal Data Capacity as a broad issue. While not health-specific, the 

issues raised in this paper are very relevant to the TSG environment::

“Like other nation states, AI/AN Tribes are decision-making 

entities that need reliable information for planning and 

development. Tribes still rely on incomplete or inadequate 

data about their citizens and resources. The lack of  reliable 

planning data is only one symptom of  the data gap in Indian 

country”

NCAI paper affirms that the demand for Indigenous data 

sovereignty, that is, the right of  a nation to govern the 

collection, ownership, and application of  its own, is a growing 

effort.

Health Information Technology (HIT): Robust Tribal data is needed 

by self-governing Tribes on health issues for functions like advocacy 

for policy and funding, or measuring health service utilization, health 

impacts and health outcomes. IHS and Tribes are working together to 

develop a nation-wide HIT strategy.



ROBUST DATA & 
MEASUREMENT 
continued

• Reporting to Government: NCAI produced a policy advice paper (NCAI 

2017) for Tribal leaders stating that a “Tribe’s collection and maintenance 

of  data at its own initiative for its own purposes should be the primary 

focus of  any analysis of  Tribal data capacity” NCAI conducted an analysis 

on the volume of  data and time that Tribes spend to meet Federal 

reporting requirements and determined to reduce this burden.

• A Tribal Solution to Self-Governance Reporting: The Tribal Data 

Exchange (TDE) is designed to meet the minimum dataset for self-

governance (Chickasaw, 2015). The TDA is an existing Tribal data 

system which is able to meet budget formulation, fund distribution, 

program management, and reporting needs of  Tribes. 

• Population Health Measures – Government and Tribal: A Baseline 

Measures Workgroup was formed in 1994 to develop and recommend a 

set of  baseline measures for AI/AN communities and they presented their 

final report in 1996. The workgroup developed six categories including 

150 measures (smaller centers do not report as much as larger centers)

• Research Projects: Since 2001, the Native American Research Centers 

for Health (NARCH) initiative, administered by the National Institutes of  

Health and the Indian Health Service, has funded numerous Tribal 

academic research partnerships. The NARCH initiative goals are to 

increase the capacity of  Tribes and academic centers to conduct research, 

reduce distrust and provide training to reduce health disparities in AI/AN 

communities while also building Tribal research capacity and oversight.



ROBUST DATA AND 
MEASUREMENT 
continued

Tribal Epidemiology Centers (TECs): Tribal Epidemiology Centers (TECs) 

commonly known as Epicenters. These were established by legislation and 

are funded by the IHS and the National Institutes of  Health. TECs play a 

critical role in building public health capacity among AI/AN communities and 

provide a variety of  public health services including data dissemination, 

surveillance, applied epidemiological studies, training, responses to public 

health emergencies, technical assistance, and disease control and prevention 

activities. TECs also support national public health goals by working to 

improve data for GPRA (Government Performance and Results Act) reports.



9. ACCOUNTABILITY 
FOR ALL

• For Tribes who are self-governing, there are multiple stakeholders to whom they 

must account:

• Tribal leadership is accountable to their citizens to maintain their trust and faith 

in the leadership & to report their achievements and use of  Tribal resources

• Tribes who belong to collective entities are accountable to each other according 

to the various Constitutions and Rules that they operate under

• Regional and National entities are accountable to their Tribal members and 

must communicate, report out and seek their input to decision-making and direction

• Tribes are also accountable to their funders, both the IHS and others who provide 

resources

• The IHS is also accountable as a federal agency and their main body of  oversight 

is the Senate Committee on Indian Affairs (SCIA) as well as the Government 

Accountability Office (GAO)

• There is much evidence within the archives of  the SCIA of  reports, submissions, 

hearings, reviews, and legislative activities initiated by the SCIA which are all 

aimed at constantly improving the accountability of  the IHS to government and 

to Tribal citizens



RESEARCH VALIDATION PROCESS: 2021 - 2023

Interviews with member participants

Further literature reviews

Further observations

Further document reviews
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knowledge they shared during the course of  my 

learning
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After validation – updated the framework



• The validation process:

• Affirmed the 9 critical 
success factors

• Updated the 
descriptors

• Added SEQUENCING of 
the factors in the 
framework - three 
phases when 
implementing TSG:

• Commitment to 
TSG and initiation

• Operationalizing 
TSG

• Sustaining TSG

UPDATED FRAMEWORK



Fluid journey – but generally the ‘ideal’ sequence is … 

Phase one 

Initiate and commit

1. Tribal identity and culture

2. Tribal unity and vision

3. Policy and political will (of 
Tribes and of Government)

Phase two 
Operationalize

4. Equitable funding and 
revenue

5. Successful partnering (with 
other Tribes and other 
partners)

6. Workforce capability and 
development (leadership 
through to front line)

7. Robust technology, data 
and information

Phase three

Sustain

8. Sustained multi-media 
multi-level communications

9. Accountability for All 



Q: Do Māori have grounds for self-governing health 
care through the “sacred compact”?

Through the 1840s, officials and missionaries soothed Māori fears by 
arguing that the Treaty/Te Tiriti was a compact (agreement) between 

the Queen and the Māori people. During the northern war, Henry 
Williams printed 400 copies of Te Tiriti (in te reo) and spent many days 

explaining to Māori groups that, because it was ‘a sacred compact’, 
neither the Queen nor the Governor would allow any ‘tinihanga’ (tricky 

business). At major meetings, George Grey (arriving as Governor in 
late 1845) repeated the Treaty promises and said they would be kept.

Orange, 1989: The Story of a Treaty



I dream of the creation of a Māori 
owned and led “Hauora Māori” 

system in Aotearoa – where we all 
belong to a cohesive, connected & 

progressive collaboration to 
advance whānau, hapu, Iwi & 

Hauora Māori partners

Our USA indigenous relations 
offer us many lessons to help 

advance  governance of our 
Hauora Māori system – we 

just need to unlock our own 
potential for the benefit of 

all. 

Ngā mihi nui 



SESSION 2
GOVERNANCE
(Page 3)

IWI-LED SYSTEMS EXPRESS 
RANGATIRATANGA
• Across generations, Māori have maintained and reasserted 

expressions of rangatiratanga through political movements, 
cultural revitalisation, tribal leadership, community 
organisation, legal advocacy and the development of Māori-led 
institutions and services.

• Today, iwi, hapū, Māori organisations and Māori-led enterprises 
continue to demonstrate increasing leadership, capability 
and economic strength across multiple sectors. 

• Many Māori institutions have developed sophisticated 
approaches to governance, service delivery, environmental 
stewardship, education, investment and cultural 
revitalisation.

• Alongside this - many public (Crown) systems and institutional 
arrangements remain grounded in structures that were not 
designed to reflect Māori authority, values or aspirations. 



• Across the world, indigenous peoples are continuing to 
strengthen practical expressions of sovereignty (self-
governance, economic development, cultural 
revitalisation, data capability, environmental stewardship 
and nation-building)

• Many indigenous peoples came into contact with 
colonisers long before Aotearoa (in some cases 200-300 
years before), so have experiences that we can learn from 
as they rebuild their sovereign nations.

• Indigenous nations globally are increasingly demonstrating 
that forms of indigenous authority and self-determined 
development can be exercised within diverse political and 
legal environments. 

• Rangatiratanga reflects an intergenerational vision for 
strengthened Māori authority, capability and self-
determined development within Aotearoa and beyond.

WE AREN’T ALONE 
IN THIS QUEST 

FOR  
RANGATIRATANGA

(Page 3)



THE PATHWAY 
TOWARD 
STRENGTHENING 
RANGATIRATANGA 
WILL REQUIRE … 
(Page 4)

• visionary and collective leadership (acting for the 
benefit of all and not just individual institutions)

• long-term strategic investment (financial, human and 
infrastructure)

• shared infrastructure and capability (to achieve 
efficiencies through economies of scale)

• policy, legal and research expertise (using Māori 
advocacy, political influence and Māori-generated evidence)

• indigenous data sovereignty and intelligence 
capability (building the ability to argue Crown analysis through 
Māori-interpreted analysis)

• strategic communications and narrative leadership 
(taking greater control of the narrative to tell our story in a way that 
educates and informs whānau Māori and wider public)

• sustained collaboration across iwi, hapū, Māori 
organisations and communities (unity is strength – 
division is counter-productive and weakens our voice)



GUIDING 
PRINCIPLES 
FOR A 
GOVERNANCE 
FRAMEWORK
(Page 4)

• Rangatiratanga / Sovereignty Every decision made by the 
KHA is grounded in the Iwi’s inherent right to self-govern

• Cultural Alignment Cultural teachings, traditional healing 
practices, and community values guide leadership, care 
delivery, and policy development. 

• Community Accountability The KHA is accountable to the 
community it serves. 

• Health Equity The KHA is committed to eliminating health 
disparities and addressing the social, economic, and 
environmental factors that influence hauora. 

• Data Sovereignty A Kahungunu hauora system owns, 
governs, and controls all hauora-related data. 

• Holistic Wellness health is multidimensional
• Transparency between governance and operations  The 

KHA acknowledges that political roles need to have an 
appropriate separation from operational roles

• Intergenerational Responsibility Decisions made today 
must support the health and wellness of future generations. 



RESPONSIBILITIES
(Page 11)

POLITICAL / GOVERNANCE 
• Strategic Direction
• Policy Oversight 
• Fiscal Stewardship
• Risk Management
• Quality Oversight 

TECHNICAL / OPERATIONAL
• Operational Management
• Service / Programme Implementation (e.g. Providers)
• Reporting & Accountability

WHĀNAU VOICE
• Whānau voice mechanisms are created or included to ensure that 

the KHA remains grounded in whānau and community needs, 
tikanga and lived experiences
• patient experience, service quality, and access to care
• youth and kaumatua who offer unique perspectives that help 

shape policies
• culture, language, and traditional healing practices advice



CURRENT
SPHERE OF 
INFLUENCE
(Page 12)

What we could do “inside the 
system” and external to it

Whānau / patients / 
clients

PRIVATE (FOR 
PROFIT) 

PROVIDERS: GPs, 
Dentists, Pharmacy, 

Lab, Midwives, 
resthomes

OTHER NGOs 
(e.g. Plunket, 

hospice, St Johns, 
support groups such 

as Aged Concern, 
Cancer support )

HEALTH NZ: 
Planning & funding + 
Hospitals, surgical, 
emergency, public 

health 
(commissioning and 

delivery)

MAORI PROVIDERS 
(Iwi-led providers and 

NGOs) - health, 
social and other

TIHEI TAKITIMU IWI 
MAORI 

PARTNERSHIP 
BOARD

(advocacy, needs 
assessment, whanau 

voice, monitoring)

MANAWHENUA 
entities (advocacy, 

political leadership, 
asset protection, 

investment)

MINISTER & 
MINISTRY OF 

HEALTH 

(health law , 
regulations and 

policy)

Hospital 
$16bn 

48%

Primary, 
Communi
ty & Public 

$10.3bn 
31% + 

$447m for 
online 
P/Care

MOH, 
Pharmac

20%

$811m 2%



OPTIONS FOR 
AN INTERIM 
K.H.A.

Option A
(Page 13)

Option A — Status quo
Status quo - informal collaboration that would loosely be 
referred to as a Kahungunu Hauora Authority “forum”

Whānau 

Manawhenua 
entities (Te 

Kahui 
Ohanga)

Tihei Takitimu 
IMPB

Iwi / Māori 
providers



Option B
(Page 15)

Option B – Manawhenua endorsement of Tihei 
Takitimu as an interim KHA governing Board
In this model, the manawhenua entities may endorse 
members of the governing board of the Kahungunu 
Health Authority (KHA) from an existing entity. 

Tihei Takitimu project sponsors could also consider 
an interim establishment board reporting to the Tihei 
Takitimu IMPB Board as a subcommittee - as one 
option to keep reporting and relationships in tact:



Option C
(Page 16)

Option C: Manawhenua endorse a new KHA Hauora 
board of technical / operational entities
Te Kāhui Ohanga – an existing forum of manawhenua 
entities – to endorse a collective of the IMPB and 
providers to be the (interim) board for the Kahungunu 
Health Authority. Te Kāhui Ohanga would remain 
responsible for political advocacy based on the 
technical advice of the interim KHA made up of the 
IMPB and Māori providers.

 



Option D
(Page 17)

Option D — Independent Health Authority Board
This model establishes the KHA as a new autonomous 
entity where new governors could apply for roles and 
be appointed by a selected committee made up of 
hauora and manawhenua representatives.

 



Option E
(Page 18)

Option E — Consortium Governance Model
Under this model, multiple entities collaborate to 
form a regional Kahungunu Health Authority. Each 
manawhenua, provider and IMPB entity appoints 
delegates to a governing assembly, ensuring shared 
decision-making and inclusive representation. 

 



Any other 
ideas?

What option / model 
resonates the most?
(Page 18)



SESSION 3

Next phase 
of work

ORANGA PRIORITIES
• Desk-based review of IMPB Community Health Plan, 

research documents, studies
• Other evidence that highlights Oranga priorities as defined 

by whānau across the district in health, social, educational 
and other Oranga impact areas 

• Priority needs and aspirations generated by whānau that all 
stakeholders have (Annual Reports, media, etc)

• Priorities from a ‘Mokopuna Futures’ lens – what kind of 
Oranga ecosystem will our mokopuna face in the future and 
how could a KHA prepare for, and anticipate the positive 
and negative impacts? 

• What unique directions / initiatives do other indigenous 
nations have undertaken in a self-governing environment 
that align with an Oranga perspective? 

• Options paper: “Form follows function” – when the focus 
and functions are clear, the entity should “design” around 
that



SESSION 3

Your thoughts?

ORANGA PRIORITIES

• What ADDITIONAL important 
perspectives, evidence and process 
should be used to identify Oranga 
Priorities of whānau? 
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