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I, PETER ROY CRAMPTON, professor, of Dunedin, say as follows: 

Background 

1. I am currently the Pro-Vice-Chancellor of the Division of Health 

Sciences and the Dean of the Otago Medical School at the University 

of Otago. I was appointed to these roles in February 2011 and will be 

stepping down in July 2018. However, I will remain at the University of 

Otago as a researcher. 

2. My professional interests are in primary health care, public health, and 

social epidemiology. In 1985, I graduated with an MBCHB from the 

University of Otago Medical School and started my professional life as 

a GP at the Porirua Union and Community Health Service. 

3. My work in community settings and union health services, and 

particularly in areas with high Maori, Pacific and low-income 

populations, has informed my interest in the contribution primary health 

care can make in addressing inequity. 

4. After practising as a GP for a number of years, I undertook further 

training in Public Health Medicine and completed a PhD that focused 

on aspects of the delivery of primary health care. 

5. In 2002-2003, I went to Johns Hopkins University in the United States 

on a Harkness Fellowship in Health Policy. Upon returning to New 

Zealand in 2004, I was appointed as Professor and Head of the 

Department of Public Health at the University of Otago, Wellington. 

Four years later, in 2008, I became Dean of the University of Otago, 

Wellington, before being appointed to my present roles in 2011. 

6. I have served on numerous advisory panels in a variety of policy areas 

related to public health, health services, and medical education, and 

have taught undergraduate and postgraduate courses related to public 

health, health systems, and health services management. 
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7. The evidence I am providing relates to the Primary Health Care 

Strategy (2001) and the subsequent implementation through a series 

of reforms that included the introduction of Primary Health 

Organisations (PHOs). Much of this brief of evidence is based on 

papers I published with colleagues between 2004 and 2008. 

8. My central point in this brief is that the significant developments of the 

Primary Health Care Strategy (the Strategy), and its associated 

reforms, had a lot of hope attached to them, but the promise of the 

Strategy in terms of equity has not been realised. From the beginning, 

the stated aim of the Strategy was to address inequity, but there were 

always risks that the building blocks and the way the reforms were 

implemented would not achieve health equity, particularly for Maori. 

9. From as early as 2004 there was evidence to suggest that these risks 

were more than theoretical and were not being mitigated. 

Outline of primary care before 2002 

10. Until the reforms of 2001/2002, primary care in New Zealand was 

largely confined to general practitioners (GPs) who used a self

employed, for-profit small business model. I wrote about this with 

colleagues in an article titled 'Reducing health disparities through 

primary care reform: the New Zealand experiment', which was 

published in the Health Policy Journal in 2004. A copy of the article is 

annexed and marked 'A'. 

11. In the 1990s, a more diverse range of primary care arrangements was 

introduced including the grouping of GP businesses into independent 

practitioner associations (IPAs). IPAs provided a single point for 

negotiating contracts as well as co-ordination of service provision. 

Through the 1990s, there were increasing numbers of non-profit 

primary care organisations and increasing participation in primary care 

by Maori health providers. 

12. Government funding for primary care was limited in the 1990s - its 

key feature was a subsidy for services (mostly GP visits) for eligible 
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people. Eligibility was based on age (all children under 18), income, 

beneficiary status and medical need (those with 12 or more primary 

care visits a year). With the exception of children under 6, the subsidy 

covered less than half of the cost of a GP visit. On average GPs 

received around 60% of their income from patient payments. This was 

in the context of an otherwise predominantly publicly funded health 

system. 

13. At the time of the Strategy, as now, New Zealand experienced 

significant and enduring health inequities in relation to both ethnicity 

and socioeconomic deprivation. The most consistent and compelling 

ethnic inequities are between Maori and non-Maori. The Maori 

population in the 2001 census constituted 15% of the total population 

(the figures were similar in the 2013 census 1). 

14. Life expectancy for Maori was about nine years less than for other-New 

Zealanders (a group comprising all non-Maori, non-Pacific 

populations). In 2002 mortality for Maori at all ages exceeded other

New Zealander mortality. A large number of the excess deaths are 

theoretically avoidable - the avoidable mortality rate for Maori was 

more than twice that of other-New Zealanders. 

Introduction of the Primary Health Care Strategy 

15. In late 2000, the New Zealand Government consulted on a new 

primary health care strategy. This followed the establishment of District 

Health Boards and the government-owned health structures, as we 

know them now (under the New Zealand Public Health and Disability 

Act 2000). The final Strategy was released in February 2001. 

16. The primary health care reforms were based on the vision of the 1978 

Alma Ata Declaration. That declaration was derived from a World 

Health Organization conference on primary health care and has since 

been adopted, at least in part, by many member countries. It states all 

governments should formulate national policies, strategies and plans of 

1 www.archive.stats.govt.nzlCensus/2013-census/profile-and-summary-reports/ethnic
profiles .aspx?request_ value=24 705&parenUd=24 704&tabname=#24 705 
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action to launch and sustain primary health care as part of a 

comprehensive national health system, in coordination with other 

sectors. It also outlined key elements of primary health care, including 

community participation and the need for primary health care to not just 

treat illness but to also support and promote good health and 

wellbeing. A copy of the Alma Ata Declaration is annexed and marked 

B. 

17. The primary health care reforms were also aimed at: 

a. Developing a new not-for-profit organisational 

infrastructure (Primary Health Organisations (PHOs)) to 

deliver primary care. Initially this included mandated 

involvement of Maori and community representatives in the 

governance of PHOs. 

b. Reducing average co-payments (the amount patients pay to 

see their health professional - called a co-payment because it is 

in addition to any government subsidy). 

c. Moving from fee-for-service (where government funding was 

provided based on actual patient visits) to capitation funding 

(where funding was provided to PHOs based on their enrolled 

population). 

d. Population health promotion, including some additional 

funding (provided to PHOs to recognise this additional 

expectation ). 

18. Many aspects of the reforms emphasised accessible, well-designed, 

primary health care as a means of reducing health inequities. 

19. The Strategy stated that, itA strong primary health care system is 

central to improving the health of New Zealanders and, in particular, 

tackling inequalities in health". This emphasis was striking - the 

mainstream primary health care system had been redesigned to have 

an explicit focus on health inequalities as a guiding principle. 
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20. At this point it is helpful to note there are lots of different terms used to 

describe unjust or unfair differences between population groups. At 

various times they have been called disparities, inequalities or gaps (as 

in 'closing the gaps'). The terms I have chosen to use throughout this 

brief - unless I am quoting earlier work - are equity, which means 

fairness (what we should strive for), or inequities (the differences). 

When I do this I am referring to the term equity as defined by the World 

Health Organization (annexed and marked 'C,2). 

Early implementation and assessment of Maori health and equity 

implications 

21. From the outset, the Strategy's basic building blocks - a new set of 

funding formulas, business rules and minimum criteria (for PHOs)

had the potential to address equity concerns and support wider 

participation in primary care. But, as I was writing at the time, there 

were also risks that they could increase inequities if not implemented 

well. The limited progress in achieving equity across the board, as 

shown in Ministry of Health publications such as Tatau Kahukura, the 

Maori Health Chartbook (copies of Tatau Kahukura, the Maori Health 

Chartbook 2006: 15t edition, 2010: 2nd edition, and 2015: 3rd edition are 

annexed and marked '01', '02' and '03'), suggests that the Strategy's 

intent to address inequities has not been realised. 

Funding 

22. The first PHOs were classed as either Access PHOs (meaning that at 

least 50% of their enrolees were Maori or Pacific people or people 

living in areas of high socioeconomic deprivation - using the NZ 

Deprivation Index) or Interim PHOs. Access PHOs received captitated 

funding for all of their enrolled population, which came with an 

expectation of reduced fees for patients. Interim PHOs were essentially 

funded as they would have been under the old fee-for-service model, 

although funding was calculated as an average and paid regardless of 

2 http://www.who.intfhealthsystems/topics/equity/en/ 
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the number of actual patient visits. Over time, the funding 

arrangements for all PH Os became more consistent. 

23. In 2008, I wrote a chapter in a book titled, Understanding Health 

Inequalities in Aotearoa New Zealand (edited by Kevin Dew and Anna 

Matheson), with my colleague Jon Foley. That chapter, "Why are we 

weighting? Equity considerations in primary care resource allocation 

formulas" looked in some depth at the equity considerations of the 

different variables used in funding of primary care as part of the 

Strategy. A copy of the chapter is annexed and marked 'E'. 

24. The table below, which is taken from this chapter, sets out the funding 

formulas for primary care as at 2005: 

First Core GP and Age, gender, PHO or practice 
Contact nursing services High User must have 50 
(Access) offered in Health Card percent of enrolled 

primary care Maori, Pacific or 
practices NZDep 9/10 decile 

or be in a district 
with 50 percent of 
residents with these 
characteristics 

First Core GP and Age, gender, <25 and >64 
Contact nursing services High User funded using 
(Interim) offered in Health Card, rates that are 

primary care Community similar to 
practices Services Card Access 

Services to Locally- Age, gender, Funding based on 
Improve determined NZDep, the number of 
Access outreach and ethnicity enrolees who are 

extension Maori, Pacific or 
services NZDep 9/10 decile 
designed to 
improve access 
for high need 
populations 

Health Population-based NZ Dep, Coordinated 
Promotion health promotion ethnicity with other public 

services health initiatives 
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Care Plus Enhanced 
services for the 
most medically 
complex 
enrolees 

Management Management of 
services PHO services 

25. In the chapter, we wrote: 

Age, gender, 
NZ dep, 
ethnicity 

Size of the 
enrolled 
population 

Comprises on 
average 5 percent 
PHO enrolees; 
funding capped 
based on 
projected case 
load 

3 sets of rates 
based on size of the 
PHO; rates reflect 
economies of scale. 

"Because one of the principal aims of the strategy was reducing 

health inequalities, the Ministry of Health recommended that 

additional resources be directed at those who have historically 

missed out on care (defined as Maori, Pacific and those residing in 

deprivation decile 9 and 10 areas). Using deprivation and ethnicity 

in any First Contact formulas was problematic for two reasons. 

First, there was not much evidence related to GP use by ethnicity 

and deprivation, and what evidence did exist indicated that these 

groups seek care at similar rates to the rest of the population 

despite being sicker. Hence even if the data could be obtained to 

support an allocation by ethnicity and deprivation, the resulting 

formulas would cement in place historical inequities and 

contravene the aim of the strategy. 

Assuming that GP utilisation data were available by ethnicity and 

deprivation one could apply a weighting to reflect the additional 

need experienced by Maori and Pacific populations. However this 

assumes that there is information on the 'optima/' level of GP 

services that high needs populations require. There is no evidence 

to suggest what this level should be. 

26. Rather than addressing this issue through fixing first contact funding 

(which accounts for the lion's share of primary care funding) the 

government instead introduced a workaround in the form of Services to 
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Improve Access (SIA) funding (a significantly smaller pool). This 

funding was intended - as the name suggests - to increase access 

to primary care for people who had not been well served by the 

traditional GP model. However, there was no assessment of what was 

really needed to achieve the aims of the fund. Instead, the Ministry of 

Health analysed funding required to support community health workers 

to provide outreach services to a manageable number of 'high needs' 

primary care users. This was then translated into a formula with 

weightings where Maori and Pacific enrolees drew 20 percent 

weightings as did Pakeha enrolees living in socioeconomically 

deprived areas. The rest of the population did not attract SIA funding. 

27. In 2006, the government introduced additional funding to support lower 

fees. All PHOs offering very low fees to their enrolled population were 

eligible for even higher levels of subsidies under the Very Low Cost 

Access (VLCA) payments scheme. From October 2006, this scheme 

required zero fees for children under 6 years; $10 maximum for 

children 6-17 years and $15 maximum for all adults 18 years and over: 

see Evaluation of the Primary Health Care Strategy (for the period 

2003-2010): Final Report (Sept 2013) by Antony Raymont and 

Jacqueline Cumming: p.18. A copy of this report is annexed and 

marked F3. 

Improved Access 

28. In 2004, I published a paper with colleagues on the early stages of 

implementation of the Strategy - and particularly considered whether 

it was improving access and addressing inequities: see annexure 'A'. 

Initially, there was evidence to suggest that Maori and Pacific 

populations and people living in high socioeconomic deprivation areas 

(the high priority target groups) were likely to have improved access to 

low-cost primary care. For example, 34% of the Pacific population now 

enrolled in low cost access PHOs did not previously receive subsidised 

care. 

3 https:/Iwww.victoria.ac.nz/health/centres/health-services-research-centre/our
publications/reports/final-full-report.pdfJ 
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29. For those individuals who were more likely to be able to afford to pay to 

visit their GP, the money spent on providing them with lower cost 

access was always unlikely to result in major health gains, or to reduce 

health inequities (eg, 41 % of the people benefiting from the access 

formula were not in the high priority target groups). 

30. Furthermore, we identified a risk early on that was quite possibly 

realised - the risk that policy may improve health outcomes for all 

groups, but by disproportionately improving health outcomes for the 

comparatively well off it may actually increase health inequities -

counter to the Strategy's objectives. 

31. There was also evidence the Strategy had not removed cost as a 

barrier to primary health care for the target groups. The New Zealand 

Health Survey Results from 2011/12 showed that 14% of respondents 

regarded cost as a barrier to them seeing a GP when needed. The 

results also reveal that levels of unmet need for primary health care 

remained higher among adults of Maori or Pacific ethnicity and those 

living in the most socioeconomically deprived areas. A copy of the 

Executive Summary from The Health of New Zealand Adults 2011112 is 

annexed and marked G4
. 

Services more acceptable to the community (especially Maori) 

32. Outside of the mechanisms of the funding formula, I identified other 

potential pitfalls for equity. An important one was that mainstream 

PHOs (for example, those that grew out of IPAs) were inexperienced in 

designing and delivering services for Maori. 

33. It was apparent early on, as detailed in an article I wrote in 2007, which 

appeared in the New Zealand Medical Journal, "Exposure to primary 

medical care in New Zealand: number and duration of general 

practitioner visits" (a copy of the article is annexed and marked 'H'), 

that lower annual exposure to primary medical care (time with a GP) 

4 

http://www.moh.govt.nzlNoteBook/nbbooks.nsf/O/C4DBAC9A2CAA0387CC257AF70004634E/$ 
fiJe/health-of-new-zealand-adults-2011-12-v2.pdf 
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for Maori in comparison to NZ Europeans was significant and 

concerning. 

34. The National Primary Medical Care Survey (NatMedCa), carried out 

over 2001/2002, was a nationally representative, multistage, probability 

sample of GPs and patient visits. The primary purpose of the survey 

was to collect data on the content of patient visits. In the article, I 

explored the results of this survey. I concluded at p.76 that, 

Primary medical care exposure measurement can be used to monitor 

equity of service provision across different population groups: groups 

with high identified health care needs should have relatively high 

exposure to primary medical care. 

The most obvious breach of this principle is for Maori and Pacific users 

of primary medical care and for those living in deprived areas. 

35. It is well established that primary medical care is an important subset 

of primary care, and this was further evidence that the reforms weren't 

working as intended for Maori. 

36. The reforms acknowledged the need for mainstream services to work 

differently and PHOs were required to have community involvement in 

governance to help services be "responsive to communities' priorities 

and needs". However, the government did not define the extent and 

form of community involvement required (e.g. it did not feature in the 

'minimum requirements' document for PHOs). 

37. The requirement for community involvement in governance provided 

an opportunity to engage primary care professionals in community

based initiatives to improve health (for instance by tackling local 

alcohol and drug, gambling, physical activity or traffic hazard issues) 

and to promote responsiveness in terms of the location and type of 

services delivered in local neighbourhoods. But this created tensions 

between medical aspirations and community aspirations. 

38. My concern at the time was that despite the intention of the Strategy 

and reforms, the shift to community-driven care would be hampered by 
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the power imbalance, with PHOs being unwilling or unable to advance 

the equity agenda if it conflicted with the business interests of owners 

(GPs). As concluded in 'Reducing health disparities through primary 

care reform: the New Zealand experiment': see Annexure A, "[i]t is 

likely that doctors will continue to hold most of the power in the 

relationship ... If a primary care practice becomes unhappy with PHO 

governance decisions on the use of available resources, and decides 

to switch from one PHO to another, they will generally take their 

patients with them." Although I am likely not as familiar with recent 

primary health care developments as other witnesses, I have heard 

anecdotally that this has been the case in some districts. 

Primary care in 2018 

39. Although I have focused much of my professional attention on other 

areas in the past ten years, I have maintained an interest in the 

development of primary health care. While my evidence is firmly 

focused on the equity challenges identified early in the implementation 

there are some observations I would like to make about where we are 

at in 2018. 

40. There is still significant distance from achieving equity, even in 

narrowly defined health outcome (national) focus areas such as 

Ambulatory Sensitive Hospitalisation (ASH) rates. ASH events are 

hospital admissions that could largely have been prevented with better 

community and primary health care. Rates remain high for Maori and 

Pacific populations compared with Pakeha: see p.59 of Annexure 03. 

41. ASH rates for 0 to 4 year olds are interrogated as part of the Ministry of 

Health's System Level Measures (SLM) programme, which requires 

DHBs to work with partners including primary care providers and 

PHOs. There is very little monitoring from an equity perspective and 

certainly there is less public scrutiny than one might expect in light of 

the marked inequities that exist. 

42. DHBs previously had a requirement to develop a Maori health plan 

each year and include actions to address the ASH inequities between 
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Maori and non-Maori but the Ministry did not require this of DHBs in 

2017/18. The last Maori health annual planning guidance for DHBs, 

which was in 2016/17, is annexed and marked 15. 

43. Funding issues have been looked at from time to time - to varying 

degrees - but there has not been a substantial review of the funding 

formulas. Further, it is not clear that discussions around funding have 

focused on funding to achieve equity. As an example, whilst the 

rationale for SIA funding calculations was largely absent, there has not 

been any subsequent evaluation to determine if: 

a. The funding allocated was adequate to provide equitable 

primary health care to Maori, Pacific, and those living in areas 

of high socioeconomic deprivation (to provide similar health 

outcomes for Maori - taking into account factors such as 

higher burden of disease, lesser ability to pay, lesser 

insurability, and other barriers to accessing care), or 

b. SIA funds were spent in line with the objectives of the funding 

(rather than siphoned off to be used for activities that do not 

contribute to improved access for Maori). 

44. There is an obligation on the Crown to monitor the performance of the 

health sector and how well it delivers for Maori under the Treaty of 

Waitangi - and a related obligation to act when the results of 

monitoring show inequity. These obligations should not apply only to 

health sector performance in special funds (for example SIA funding) 

but to all government money spent in primary health care. 

45. I am concerned about the lack of consequences within the primary 

health care system and would expect the next stage of primary care 

policy to address the need for entities like PHOs to be held to account 

for equity and improving Maori health. 

5 https:llnsfl.health.govt.nz/dhb-planning-package/20 1617 -planning-package-and-review
plans/mhp-guidance 
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46. There continue to be relatively ad hoc measures put in place to try and 

fix the problems that have become apparent with the primary health 

care reforms - including increasing access through free to GP visits 

for under 13s (and now under 14s with the latest budget 

announcements), and government policy to extend VLCA-funding 

eligibility and reduce cost as a barrier to access. These fixes do not 

address the fundamental issues with the primary health care system as 

it is now, and run the risk of increasing access to primary care for the 

people who have lower levels of need (and therefore increase 

inequities). 

47. Some of these measures might be related to a reluctance to use 

ethnicity effectively as a variable for funding because, despite strong 

evidence of its utility and appropriateness, it is vulnerable to political 

challenges. I wrote about this in 'Why are we weighting? Equity 

considerations in primary care resource allocation formulas": see 

Annexure E, in the context of the 'race-based funding' 'debate' in 2005 

and while the times may have changed, the issue remains unresolved. 

48. Until this and other issues of funding and implementation are 

addressed, funding changes are destined to repeat the mistakes of the 

past and not achieve the stated equity aims of the Strategy. 

Date: 13 June 2018 

Peter Roy Crampton 
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