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TĒNĀ, E TE RŌPŪ WHAKAMANA I TE TIRITI O WAITANGI: 

 
 
He kupu whakataki 

1. My name is Tamati Shepherd-Wipiiti.  I am of Te Whānau-ā-Apanui 

and Ngāti Kahu whakapapa. 

2. I am the Chief Executive Officer of the Ngāti Hine Health Trust (NHHT) 

and I provide this evidence in that context. 

3. I am also on the Board of the Industry Skills Board for New Zealand, 

Plunket, and Green Cross Health.  I have served in a number of 

governance roles across health, education, and community services. 

4. NHHT is the largest hauora provider outside of government in 

Northland.  We have around 400 staff.  We deliver services across 

health, justice, housing, and social services.  The bulk of our work is in 

health, from primary care through to community outreach. 

5. That is important context for this evidence.  We are not looking at these 

proposed treaty clause changes from one narrow area.  We see the 

impact across the whole system, including health, housing, justice, 

social services, and, most importantly, in the lives of whānau. 

6. I understand that this urgent inquiry concerns the Crown’s proposed 

repeal and amendment of treaty principles provisions across a number 

of Acts.  My evidence focuses on the practical impacts of those 

changes for Ngāti Hine whānau, Māori health providers, and 

communities in Te Tai Tokerau. 

7. My evidence is that treaty provisions in legislation materially influence 

how Crown agencies design, commission, fund, and deliver services 

for Māori communities.  In my experience, weakening those provisions 

reduces accountability for Māori equity outcomes and has practical 

consequences for whānau access to health, housing, and social 

services in Te Tai Tokerau. 
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The reality for Ngāti Hine whānau 

8. If I start with health, the reality is that our people are on the wrong side 

of every major health statistic. 

9. That is not because our people do not care about their health.  It is 

because the system has not been designed around our realities.  To 

turn those statistics around takes extra effort.  It takes outreach, 

relationships, and Māori providers who know the whānau, know the 

roads, know the marae, and know what it takes to get services to 

people. 

10. In Northland there is also the tyranny of distance.  That is a real thing 

for us.  Our whānau are often harder to reach, but they are also more 

expensive to reach.  It costs more to take services out to rural 

communities, to marae, and into homes.  It costs more to do the work 

properly. 

11. That is why equity loading in health funding is significant in this context.  

It recognises two things.  First, that our whānau have higher levels of 

need.  Secondly, that because of distance and access barriers, it costs 

more to deliver services to them. 

12. There are already discussions, following the changes to the Pae Ora 

health framework and now the proposed treaty clause changes, about 

removing equity loading from funding formulas.  If that happens, it will 

have a very big impact on us. 

13. Equity loading currently helps fund outreach services such as marae-

based clinics, rural mobile clinics, and in-home support for whānau 

who cannot easily access mainstream services.  Standard funding 

settings do not reflect the actual cost of delivering those services 

across geographically dispersed communities in Te Tai Tokerau.  If 

equity loading is removed from our health contracts, those services 

become very difficult, and in some cases unaffordable, to deliver. 

14. We are already seeing changes in the contracting behaviour of the 

Crown.  The headroom in our contracts is getting tighter.  It is 



3 
 

becoming harder to continue delivering services at the level needed to 

actually get better health outcomes. 

15. That is the danger with these changes.  They can sound technical or 

legal at one level, but on the ground, they mean less money, less 

flexibility, and less ability to reach the people who most need care. 

Treaty obligations change behaviour 

16. Treaty obligations in legislation are critical because they shape 

behaviour. 

17. The changes to the Pae Ora health framework did not immediately 

transform everything for us on the ground.  In terms of the actual 

quantum of money that came to us, it was around 97 or 98 percent of 

what it was the year before. 

18. The main difference was not simply the amount of money.  The main 

difference was commissioning behaviour. 

19. When the Māori Health Authority was operating, the way it 

commissioned services was different.  It commissioned through 

partnership.  It started with the outcomes we wanted for whānau, and 

then the contract and funding wrapped around that. 

20. That is very different from mainstream commissioning.  Mainstream 

commissioning is often transaction-based.  It is focused on outputs.  It 

counts what is easy to count.  It does not always ask whether the 

service is actually working for whānau. 

21. The Māori commissioning approach, grounded in te Tiriti and the Pae 

Ora legislation as it then stood, led to a different relationship and a 

different way of funding services. 

22. Without those treaty provisions compelling treaty-compliant behaviour, 

my concern is that we go back to stock-standard commissioning 

behaviour.  Our experience is that stock-standard commissioning does 

not produce good outcomes for our people. 
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23. If the standard becomes no more than “take into account”, then our 

seat at the table changes.  Instead of having a seat because the Crown 

is obliged to work with us, our involvement depends on whether they 

call us forward. 

24. That is a real difference.  It affects governance, partnership, and 

whether Māori providers are involved early, or only after decisions 

have already been made. 

25. For NHHT, there are also fiscal impacts.  If things like equity loading 

are removed from funding formulas, it affects whether we can afford to 

keep doing the outreach work. 

26. In terms of the way we deliver services to our people, our kaupapa will 

not change.  We are a Māori provider.  We will keep delivering through 

a kaupapa Māori approach regardless of how the funding comes 

through the door. 

27. Māori providers are used to turning poor funding arrangements into 

good services.  We already do that.  We take funding that does not 

always fit our reality and make it work for whānau.  However, there is 

a limit to that.  If the funding is reduced too far, or if the system no 

longer recognises the extra effort required to reach our whānau, then 

eventually the service is affected. 

28. The same issue arises in the skills and training space.  If the equity 

focus is removed, there is a real risk that Māori-specific opportunities 

reduce.  That includes opportunities for Māori to gain skills, move into 

trades, and get onto employment pathways that are designed around 

Māori learners and Māori communities.  Those pathways need to be 

deliberate.  They do not just happen because a mainstream system 

exists. 

Treaty-based health settings made a difference 

29. I do not say that Pae Ora fixed everything, because it did not.  

However, the Tiriti-based health settings associated with that 

framework gave Māori providers a stronger footing.  They created a 
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setting where Māori health need, Māori models of care, and Māori 

participation were not just optional extras.  They were part of the health 

system’s framework. 

30. Public servants and funders respond to the framework they are 

working under.  When the framework recognises Māori health equity 

and te Tiriti, that changes what people think they are required to do.  It 

changes who they talk to and how they design contracts.  It changes 

how they measure success. 

31. The concern I have is the cumulative effect.  Te Aka Whai Ora has 

been disestablished.  There are now proposed changes to treaty 

provisions in health legislation through the wider treaty clause review.  

At the same time, we are seeing different contracting behaviour and 

discussions about equity loading.  Each step may be described as 

technical or administrative, but together they move the system away 

from Māori health equity and back toward a generic model that has 

already failed our people. 

32. For a provider like NHHT, that is not just a policy concern.  It affects 

whether our model is properly understood, whether our costs are 

properly recognised, and whether the Crown sees us as a partner or 

just another contracted provider. 

Housing is health 

33. Housing is one of the clearest examples of how these issues connect. 

34. Housing in our area is now largely based on a formula of need.  At the 

moment, because Māori in our rohe have the highest need, Māori still 

qualify for things like Housing First, the social housing register, and 

housing support.  However, one of the immediate impacts we have 

already seen is that a specific Māori housing pūtea has gone.  It is now 

in a general pool. 

35. The old approach recognised that Māori housing need requires more 

than formally equal access to a general funding pool.  Active protection 

requires funding settings that recognise the distinct barriers Māori 
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communities face in securing healthy and affordable housing.  Now 

Māori providers and Māori communities are competing in a general 

pool for limited housing dollars, and that has a real impact on the 

ground. 

36. In our area, I have 67 people registered who say their roof is leaking 

and they are living in a damp house.  I have around 140 people who 

are homeless or living in a shed. 

37. We know what happens to people in those conditions.  They have 

higher rates of scabies.  They have higher rates of respiratory 

conditions.  They are more likely to end up admitted to hospital.  We 

see skin conditions, respiratory problems, and other classic health 

indicators at higher levels for whānau living in poor housing.  We have 

the data to show that. 

38. If there is no money going into Māori housing, those conditions 

continue.  If those conditions continue, the pressure goes straight back 

onto the health system. 

39. That is why housing cannot be treated as separate from health.  Poor 

housing produces poor health.  Damp homes, leaking roofs, 

overcrowding, homelessness, and people living in sheds all show up 

later in clinics, hospitals, and chronic disease statistics. 

40. If treaty provisions in housing legislation are weakened, the risk is not 

just a legal risk.  The risk is that Māori housing needs become one 

more need in a general pool.  The specific obligation to actively protect 

Māori housing outcomes gets watered down. 

41. I accept that the Crown may still say there is housing funding available.  

However, the issue is whether Māori housing need is recognised as 

requiring a Māori-specific response, grounded in te Tiriti, or whether 

Māori providers are expected to compete in a general system. 

42. A general pool does not affect everyone equally.  Those with the most 

capacity, the best grant-writing infrastructure, and the easiest projects 

to deliver are often better placed to compete.  Māori housing need is 
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often more complex.  Papakāinga, rural housing, whānau land, 

infrastructure barriers, overcrowding, and intergenerational poverty do 

not always fit neatly into mainstream funding models. 

43. If treaty provisions are repealed or weakened, the Crown can point to 

general housing investment while stepping away from the harder 

question - whether that investment is designed to reach Māori whānau 

in places like Te Tai Tokerau. 

44. Whānau will inevitably feel that.  They will feel it through less supply, 

less Māori-specific housing support, and less ability for Māori providers 

to respond to Māori housing need in a way that works. 

Smokefree is another health access issue 

45. Smokefree is another area where these changes matter in a very 

practical way. 

46. Tobacco harm is not spread evenly across the population.  Māori 

whānau carry a heavier burden.  In our work, smoking is connected to 

the same wider issues I have already discussed - chronic disease, 

respiratory illness, poverty, housing, stress, and access to care. 

47. I understand that one of the proposed repeals relates to the treaty 

principles provision in the Smokefree Environments and Regulated 

Products Act.  From my perspective, that is significant because 

Smokefree policy is exactly the kind of area where the Crown needs 

to be held to a Māori equity lens. 

48. If treaty obligations are weakened in Smokefree legislation, the risk is 

that Māori become invisible in the policy design.  The Crown can say 

it has a general Smokefree goal, but a general goal does not 

necessarily reach Māori whānau.  We know that from experience.  If 

the same approach worked for everyone, we would not still be seeing 

Māori overrepresented in tobacco-related harm. 

49. For Ngāti Hine whānau, Smokefree is not just about individual choice.  

It is about whether the system supports whānau to stop smoking and 

vaping, whether services are close enough to reach them, whether the 
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messaging is culturally right, and whether Māori providers are 

resourced to do the work in the places where whānau actually are. 

50. The repeal or weakening of treaty provisions takes away one of the 

levers that requires the Crown to ask - what does this mean for Māori, 

and how will this reduce inequity?  Without that lever, Smokefree policy 

risks becoming another mainstream policy that looks neutral but does 

not land equally. 

51. For us, that connects directly back to access.  A whānau member living 

rurally, under financial stress, in poor housing, with respiratory issues, 

does not just need a pamphlet or a national policy statement.  They 

need services that can reach them, support them, and keep working 

with them.  That is the kind of work Māori providers do.  If the treaty 

settings that support that work are weakened, then the practical harm 

will be felt by the same whānau who are already carrying the burden. 

Local relationships are holding things together 

52. I also want to acknowledge that there is a difference between what 

happens in Wellington and what happens locally. 

53. In Northland we have excellent regional managers in the public 

service.  They have navigated their way through these changes very 

well.  We have strong relationships with them. 

54. Governments come and go, but we have relationships of 25 years or 

more with local leaders on the ground.  Many of them have maintained 

good relationships with us despite what might be happening in 

Wellington. 

55. In justice, for example, Māori are overrepresented in the statistics.  

However, on the ground, corrections staff have been good to work 

with.  They are operating in a policy environment that is changing, but 

they still try to work with us as a true partner. 

56. It is similar in social services.  The MSD Māori strategy and MSD 

Pacific strategy have not changed, despite the change in government 
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and the rhetoric. MSD remains a responsible treaty partner on the 

ground here, and our relationship with them is excellent. 

57. With that said, good local relationships cannot fix bad national policy.  

They cannot replace treaty obligations in legislation. 

58. Local public servants may still try to do the right thing, and many of 

them do.  However, if the legislative settings above them are 

weakened, their ability to act as treaty partners is also weakened.  

Good relationships should not have to carry the whole weight of the 

Crown’s treaty obligations. 

59. If equity loading is pulled out of health funding formulas, that has a real 

impact.  When a specific Māori housing fund is removed and put into 

a general pool, that has a real impact.  Local goodwill cannot make up 

for those policy choices. 

No consultation 

60. Neither I nor NHHT were consulted about the proposed repeal or 

amendment of these treaty provisions.  None of it. 

61. The first time I knew this was happening was from a news report about 

Minister Paul Goldsmith.  I had some sense that something was 

changing because we were already seeing some different behaviour 

coming through health contracting, but there was no proper 

engagement with us. 

62. Meaningful engagement would not have been difficult.  In Northland, 

we have regional public service leadership.  A proper process would 

have involved calling a meeting with iwi chairs and organisations and 

saying: this is what is proposed, this is what the impact might be, and 

we want to hear your response.  That did not happen. 

63. In one of my other roles, I saw the same issue in education and skills.  

Te Tiriti requirements were taken out of Orders in Council for the 

Industry Skills Boards.  At the time, the view was that the obligation 

still sat in the parent Act, the Education and Training Act, so the 

removal from subordinate instruments did not seem as significant.  
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Now the proposal is to remove the relevant obligation from the Act 

itself.  That changes the picture completely. 

64. The problem is that Māori were not told the full picture.  If we had 

known the parent Act was also going to change, we would have been 

much more concerned at the earlier stage. 

65. That is not partnership, nor is it meaningful engagement.  It leaves 

Māori responding after the Crown has already made the key decisions. 

66. This is part of the prejudice.  When Māori are not told what is being 

proposed, and when providers like us only find out through media 

reporting or after decisions have effectively been made, we are pushed 

into a reactive position. 

67. By then, the Crown already has the policy architecture in place.  We 

are left trying to explain the harm after the fact, instead of shaping the 

decision before harm occurs. 

68. For Māori providers, timing is crucial.  If we are brought in early, we 

can explain what will happen on the ground.  We can say what will 

happen to mobile clinics, marae-based outreach, whānau with no 

transport, kaumātua in damp homes, and Māori men who will not walk 

into a mainstream clinic.  If we are brought in late, those realities are 

treated as objections rather than evidence. 

What message does this send? 

69. The message many Māori are likely to take from these proposals is 

that treaty partnership and active protection are no longer being 

treated as priorities. 

70. It says that te Tiriti does not give us any special partnership.  That is a 

serious thing.  Before we can even talk about active protection, we 

seem to be back at the point of asking whether the Crown understands 

te Tiriti at all. 

71. I was asked recently about how prevention and active protection work 

in relation to Māori women’s health.  My response was that I do not 
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think we can talk properly about active protection if the Crown does not 

understand te Tiriti in the first place. 

72. In practical terms, if these provisions are repealed or reduced, the 

words “rangatiratanga” and “te Tiriti” may still exist in some places, but 

they will have little effect. 

73. It feels like going back to the days when there was no real recognition 

of te Tiriti in legislation.  Treaty clauses have helped shape public 

policy for decades.  We are about to do a lot of damage to that public 

policy. 

The prejudice is access 

74. The prejudice I am speaking about is not only about mana, 

rangatiratanga, or partnership, although those matters are real.  The 

prejudice is also practical.  It is about whether services can be funded, 

whether outreach can continue, whether whānau can be reached, 

whether Māori health providers are treated as partners or ordinary 

contractors, and whether Crown agencies remain accountable for 

Māori equity outcomes.  

75. The biggest prejudice I see is access.  Because of the tyranny of 

distance in Te Tai Tokerau, access is already difficult.  We mitigate 

that by going to people.  We go into homes, marae, and rural 

communities.  We run mobile clinics and take services to where 

whānau are.  

76. If our funding is reduced to the point where we can no longer afford to 

run mobile clinics at our 12 marae, or provide in-home support for 

whānau who cannot travel, then access is reduced.  For some whānau, 

there will effectively be no access.  

77. The flow-on effect is that our people continue to die earlier because 

they are not accessing health care services.  There is a particular 

window for Māori men, roughly between 30 and 50, where we need to 

increase access.  If we do not reach them in that window, that is one 

of the reasons they die earlier.  
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78. We are already seeing, in the cost-of-living space, that access drops 

off because people cannot afford to get to the doctor.  If we cannot 

keep reaching whānau early, the long-term impacts become very hard 

to reverse, especially with chronic disease. 

79. Access is also about accountability.  If treaty provisions are removed 

or reduced, it becomes harder for Māori providers to point to a clear 

statutory obligation and say to the Crown: you are required to do better 

than this. 

80. I believe that is incredibly important in contract negotiations, service 

design, policy development, and funding decisions.  A weak obligation 

produces weak accountability, and weak accountability affects the 

people who are already missing out. 

81. For NHHT, the issue is not whether we will keep trying.  We will.  The 

issue is whether the Crown will still be required to meet us in that work, 

recognise the real cost of reaching our people, and fund the service 

model that the evidence shows is needed. 

When te Tiriti is done properly, everyone benefits 

82. I also want the Tribunal to understand something that is often missed.  

When Te Tiriti is applied properly, and when commissioning and 

service models are designed properly, the benefits are not only for 

Māori. 

83. Our services are based on a Māori model of care.  That comes from 

commitments the Crown has made to te Tiriti, and from our own 

kaupapa Māori approach to service delivery. 

84. That model has become very popular with our Pākehā population.  The 

number of Pākehā registrations in our clinic is growing.  Around 40 

percent of our home and community support clients are Pākehā.  The 

growth area in our rongoā Māori practice is Pākehā.  That says 

something important. 

85. When we had a measles outbreak, we provided public health support 

and wraparound services in the home.  Some of those homes were 
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Pākehā homes.  Their response was that the service felt like private 

sector care.  The reason is that we wrap around people properly. 

86. I have seen the same thing in our rongoā practice.  An 84-year-old 

Pākehā woman came to us because she could not get help that 

worked for circulation problems and blisters on her legs.  She came 

after her neighbour suggested she try Māori medicine.  She had 

kawakawa treatments, foot spas, rongoā, and some wairua support.  

Her response was that it was the best thing she had experienced 

because she finally had pain relief. 

87. We also recently ran before-school checks.  That programme is 

supposed to be aimed at Māori, but Pākehā parents came through and 

said how good it was.  They appreciated that they could bring their 

tamariki, that the environment was welcoming, and that their children 

were looked after while the checks happened. 

88. That is normal for us.  That is how our services work. 

89. The idea that Tiriti-based services become exclusive to Māori is wrong.  

What marae do you know that is exclusively Māori?  We take anyone 

who comes through the door. 

90. Our statistics show that when you get the treaty model right, when you 

get the commissioning right, and when you get the model of service 

right, it is good for everybody. 

91. That is what is at risk.  The Crown should not be dismantling the very 

settings that allow services like ours to work. 

What should happen now 

92. In my view, the Crown needs to hold fire on the proposed amendments 

and repeals. 

93. The Crown should talk properly with Māori and undertake a proper 

treaty analysis before proceeding.  In reality, that should have 

happened before we got to this point.  Put simply, the Crown should 
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be doing that before it proceeds with anything that affects te Tiriti, 

Māori rights, or Māori interests. 

94. We have been building this framework since the Treaty of Waitangi Act 

1975.  That is 50 years of work.  Do not undo 50 years without seriously 

thinking it through. 

95. The point I want to make is that these proposals are not just technical 

changes to legislation.  They affect whether Māori providers are at the 

table, how services are commissioned, whether equity is recognised 

in funding, whether whānau can access healthcare, and whether Māori 

housing need is met through Māori-specific responses or pushed into 

a general pool. 

96. For Ngāti Hine whānau, the practical risk is simple.  Less recognition 

of te Tiriti means less accountability.  Less accountability means 

weaker commissioning, weaker funding, fewer services, and poorer 

outcomes. 

97. We urge the Tribunal to recommend that the Crown stop and do the 

work properly with Māori before any changes are made.   

98. Treaty provisions help shape the settings that determine whether 

whānau get services at the clinic, at the marae, at home, or not at all.  

That is the practical prejudice I am asking the Tribunal to recognise. 

 
I TĒNEI RĀ, i te rā 18 o Haratua 2026 

 

___________________________________________ 
Tamati Shepherd-Wipiiti 




