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I, JACQUELINE MARGARET CUMMING, Professor, of Wellington, say as follows: 

My background and contents of this brief 

1. I am currently Professor of Health Policy and Management and Director of the 

Health Services Research Centre (HSRC) within the Faculty of Health at Victoria 

University of Wellington. I have been Professor since February 2013 and Director of 

the HSRC since 2001.  

2. My professional interests are in health policy, health systems performance, health 

economics and health services research. I have a BA in French (Auckland 

University), an MA in Economics (Auckland University), a Diploma in Health 

Economics (Tromsø University), a PhD in Public Policy (Victoria University of 

Wellington) and I am a Fellow of the Australasian College of Health Service 

Management (ACHSM).  

3. I previously worked as a policy analyst in New Zealand government agencies, 

including the New Zealand Treasury, the Department of Labour, the 

Department/Ministry of Health, and the Public Health Commission. 

4. I joined the HSRC in 1993 and since then I have been involved and led many 

research and evaluation projects exploring key aspects of the New Zealand health 

system, including in relation to the health reforms of the 1990s, the District Health 

Board (DHB) model established in 2000, and on primary care, especially around the 

Primary Health Care Strategy (PHCS) released in 2001, and subsequent 

developments, such as the 2009 business cases and more recent changes such as the 

health care home model of care.  

5. I currently lead projects on ageing well (funded by the Ministry of Business, 

Innovation and Employment); the development and impact of changes in 

community pharmacy services (funded by the Health Research Council of New 

Zealand (HRCNZ); and integrated services to improve the health of Pacific peoples 

(funded by the HRCNZ). 

6. I have recently won a five-year, $5m HRCNZ programme grant, Enhancing Primary 

Care Services to Improve Health in Aotearoa/New Zealand. This includes five 

projects, on National Trends; Policy, Governance, Strategy and Planning; Case 

Studies in Implementation and New Models of Care; A Professional Lens: 
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Pharmacists; A Population Lens: Raranga tāngata, oranga tāngata: Integrated care for 

Māori health and wellbeing. The research begins in October 2018. 

7. I have served on many advisory groups in health policy and in support of health 

research; I have taught on undergraduate and post-graduate health policy and 

monitoring and evaluation papers; and I have undertaken a significant amount of 

research in conjunction with New Zealand health purchasing and provider 

organisations. 

8. I have a strong commitment to the Treaty of Waitangi, improving equity of 

opportunity and outcomes for Māori, and improving Māori health. Most of our 

research includes an emphasis on Māori health services delivery and Māori health 

outcomes, led by Māori researchers at the HSRC who follow a kaupapa Māori 

approach in their research.  The Māori health research community remains extremely 

small and we work collaboratively with Māori researchers from Universities and iwi-

based research units around New Zealand. I have also supported a number of Māori 

health students in their post-graduate studies, including to PhD level, working to 

increase Māori health research capacity and capability in New Zealand. 

9. Māori health and inequities in health are affected by many socio-economic factors, 

and the health sector cannot be expected to improve Māori health on its own. 

However, the focus of New Zealand’s health sector on delivering narrowly-defined 

health services (including primary medical care services) is a key issue in New 

Zealand. Here, I emphasise how primary medical care services policy has developed 

over time and whether or not those services support Māori health well.  

10. In this evidence I do not reflect on issues relating to the government’s Whānau Ora 

policies. These policies and their implementation are extremely important to Māori 

health, as they take a more holistic approach to health and wellbeing and are more 

able to link in social services funding alongside health funding. However, the funding 

allocated and hence the number of whānau who can be supported remains small.1  

11. The evidence I am providing relates to the 1990 health system reforms; the 2000 

reforms establishing District Health Boards (DHBs); development and 

implementation of the 2001 Primary Health Care Strategy; and subsequent 

developments in primary care policy, governance, funding and service delivery, 

                                                
1  Controller and Auditor-General. 2015. Whānau Ora: The first four years. Wellington: Office of the Auditor-General. 
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through to and including 2018. All provide important lessons for primary care 

services policy in New Zealand. 

12. This brief draws on a number of reports and papers that I have written over many 

years, including those listed in Appendix 1. 

13. My key points are that: 

13.1 although there is frequently an emphasis on improving Māori health and 

reducing inequities in health for Māori in New Zealand, and 

13.2 although there are governance, policy, and funding mechanisms in place 

which can support improved Māori health and reduce inequities in health 

for Māori,  

13.3 politics still determines often whether Māori health is prioritised,  

13.4 funding arrangements likely do not adequately support service delivery to 

those with higher needs, including Māori, 

13.5 accountability arrangements could be strengthened to ensure an increased 

focus on and prioritisation of Māori health at DHB and PHO levels,  

13.6 greater transparency should occur in reporting on trends in Māori health, 

and 

13.7 more research and evaluation is needed to identify where our health system 

structures and processes do and do not work for Māori. 

New Zealand’s Health Care System Prior to 2001 

14. The original (1930s) government plan for primary care was for a capitated funding 

system that provided free primary care, which would be well integrated with other 

health services. However, the government was unable to reach agreement with 

general practitioners (GPs) on this, and instead introduced a universal fee-for-service 

government subsidy for services delivered by independent GPs running their own 

businesses, who could charge patients a fee on top of the funding they received from 

government. Over time, the government subsidy remained unchanged, leading to 

ever increasing fees paid for by patients.  
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15. In some parts of the country, other arrangements were introduced, such as twelve 

special rural areas where GPs were salaried by the Department of Health and 

practices could not charge patients fees, some practices which received capitation 

(per head) funding, and some initiatives that led to the establishment (for example) of 

union health centres2. However, for many years, these arrangements served only a 

limited number of New Zealanders. 

16. It became increasingly recognised that key groups in the community were having 

significant problems accessing primary care services due to the fees being charged. 

This included Māori, who also had poorer health status than other New Zealanders 

and who should have been using primary care services more than other populations.  

It is likely that the supply of GP services was also influenced by the way in which the 

funding was allocated (on a fee-for-service basis) and by the key role patient fees 

played in funding, generating incentives to locate in wealthier, more populated areas 

of the country. 

17. During the 1980s, 14 Area Health Boards (AHBs) were established to plan health 

services for their geographical populations, increase the focus on preventive services, 

and deliver hospital care. Their role included planning for primary care, but AHBs 

did not hold the funding for primary care. This was due to concerns that if AHBs 

were responsible for funding decisions New Zealand would end up with 14 different 

arrangements for primary care.  

18. At the end of the 1980s, the government introduced the first arrangements to more 

clearly hold health organisations to account for the funding they received from 

central government. This included a health charter, a set of health targets and a short 

contract that would be used to hold AHBs to account. This was the first time that 

New Zealand’s central government began to develop accountability arrangements for 

key health organisations in New Zealand. It is my understanding that New Zealand 

was one of the first countries to set such goals and targets in health. The goals and 

targets were developed with a view to explicitly reducing inequities in health, 

including for Māori. 

19. In 1991, the universal funding arrangement for primary care was changed, and the 

government introduced a more targeted approach, with subsidies for those on lower 

                                                
2  McGrath, F. (1989). The Union Health Centres Initiative: An Evaluation. Wellington: Department of Health. 



5 

WAI 2575 BRIEF OF EVIDENCE J M CUMMING,7 SEPTEMBER 2018.DOCX 

incomes or with chronic conditions3. This included the introduction of a Community 

Services Card (CSC), allocated on the basis of income, and which entitled GPs to 

claim a subsidy for the delivery of services to those groups and hence to charge lower 

patient fees. Others not eligible for the CSC paid the full cost of care. A key issue 

with the use of the CSC was that around 21% of those eligible did not have a card 

and could therefore not access lower cost services.4 

20. In 1991, the government also announced major changes to the structure of the 

health system. One major reason given for the changes were concerns that existing 

services did not meet the needs of all groups very well, with poor health and poor 

access to health care a major issue for Māori.  

21. The new structure, introduced in July 1993 following two years of implementation 

work, separated out purchasing functions from provision functions and introduced 

formal contracting for services and competition between providers into the system. 

Four Regional Health Authorities (RHAs) held all funding for health and disability 

care and contracted for services in their regions, including primary care.  

22. The reforms were contentious, expensive to implement, and generally did not deliver 

on the gains expected. However, they are generally seen to have had positive 

outcomes in two areas. First, they led to new arrangements for funding, contracting 

and service delivery in primary care, with the establishment of Independent 

Practitioner Associations (IPAs) representing primary care providers in negotiations 

with the RHAs; new funding in the form of capitation and in one case, a global 

budget that covered a range of services and allowed flexibility in the how the budget 

was allocated by the IPA; and new collaborations and overarching service delivery 

across general practices. Second, they led to the encouragement, separate funding 

and spread of Māori-led providers in primary and community care, an important 

means of enabling Māori to control their own resources and deliver services in ways 

that would better meet the needs of their communities. There were, however, 

concerns raised by Māori providers5 that the funding for these organisations was not 

sufficient.  

                                                
3 Shipley, Hon J, Upton, Hon S, Smith, Dr Hon L, Luxton, Hon J. (1991). Social Assistance: Welfare That Works. 

Wellington. 

4  Cumming J, Mays N. New Zealand’s Primary Health Care Strategy: Early effects of the new financing and payment 
system for general practice and future challenges. Health Economics, Policy and Law. 2011;6(1):1-21. 

5  Crengle S. (1999) Māori primary care services. Paper for the National Health Committee. 
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23. The four RHAs were replaced in 1997 by a Transitional Health Authority and in 

1998 by a national Health Funding Authority (HFA), a single national stand-alone 

purchaser of health and disability services. This change was to reduce variation in 

contracting around New Zealand.  

24. During the 1990s, the international health policy community began to focus 

increasingly on the key role that primary care services play in delivering services that 

lead to better health outcomes, reduced inequities in health, and potentially lower 

overall cost health systems6 (e.g. Starfield B 1998). Significant interest developed in 

New Zealand on the larger role primary care might play, with both the National 

Health Committee and Health Funding Authority (which replaced the four RHAs in 

1998) doing work on a stronger primary care system for New Zealand. 

25. In conclusion, there have long been concerns over poor access to primary care 

services in New Zealand. During the 1980s, New Zealand established AHBs, charged 

with improving the health of their populations and being asked to take a more 

preventive approach to health. Central government – which provides the funding for 

health – began to introduce accountability arrangements for AHBs, through goals 

and targets and short contracts, with reductions in inequities a focus of the first of 

these accountability arrangements. Reforms during the 1990s established separate 

purchasing and provision functions amongst New Zealand health institutions, and 

though the reforms were regarded as expensive and divisive, they did lead to what 

have been seen as positive changes in primary care and in the development of Māori-

led providers. There is still support amongst the health policy community for a 

return to a single national stand-alone purchasing authority, and the experiences 

during the 1990s seem to suggest that a national approach might well be to the 

benefit of Māori providers, allowing funding to be allocated to them to deliver 

services to Māori (and other) populations. Another alternative along similar lines is 

for Māori primary and community care providers to contract directly with the Crown 

and this too may work better for Māori in developing Māori-led services.  

The establishment, funding and accountabilities of District Health Boards 

26. In 1999, the newly-elected Labour government scrapped the purchaser-provider split 

model and in 2000 established 21 (now 20) District Health Boards (DHBs) as 

                                                
6  Starfield, B. Primary Care: Balancing Health Needs, Services and Technology. New York: Oxford University Press, 

1998. 
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planners and funders of most health services in their districts. DHBs have governing 

Boards, including seven elected members and up to four government-appointed 

members each. At least two members are to be Māori, while in districts with high 

proportions of Māori, the Minister should endeavour, by law7, to ensure that there 

are more DHB members who are Māori. DHBs plan and fund services in their 

districts, and also deliver hospital services.  

27. Research on the DHB model established that the new, locally-focussed, partially-

locally-governed boards were very well supported. Concerns were, however, 

expressed over the lack of governance experience for some on the Boards; that 

sometimes Board members bring narrow perspectives; that DHBs as organisations 

would lack some skills and expertise in short supply (including in relation to Māori 

health); and that their joint planning, funding and delivery roles would lead them to 

prioritise their own services, leading potentially to inappropriate or cost-ineffective 

service delivery compared to service delivery from other organisations (such as 

primary care or community care providers, including Māori-led providers).  

28. There are a number of features of the DHB model that could support Māori health 

development, but implementation is not always reported on in transparent ways, 

making it difficult to determine if the arrangements are working to ensure Māori 

health needs are met appropriately in New Zealand.  

29. First, funding for DHBs is allocated on a weighted capitation basis. The funding 

formula – developed by the Ministry of Health – does take into account higher 

expenditures for Māori, and includes an adjustment for unmet need, which also 

relates to Māori health. However, research suggests that there is a lack of 

transparency in the development of the formula, its application, and whether or not 

actual funding allocations to DHBs is fair8. But while there are adjustments made for 

higher Māori health needs – that should see more funding go to DHBs with higher 

proportions of Māori in their populations – there is no express requirement placed 

on DHBs that the additional funding provided for Māori be spent on Māori health, 

but also nothing to stop a DHB from spending more on Māori health than allocated 

via the funding formula. There appears to be no recent work that consistently tracks 

                                                
7  New Zealand Public Health and Disability Act, 2000, section 29. 

8  Penno, E and Gauld, R (2013) How are New Zealand's District Health Boards funded and does it matter if we can’t 

tell? NZMJ 14 June 2013, Vol 126 pp. 71-81. http://journal.nzma.org.nz/journal/126-1376/5699/. 



8 

WAI 2575 BRIEF OF EVIDENCE J M CUMMING,7 SEPTEMBER 2018.DOCX 

expenditure on Māori health (other than through Māori health providers as reported 

below in paragraph 34). 

30. Second, the legislation governing DHBs explicitly states that the DHB Boards are 

directly accountable to the Minister of Health, through the Ministry of Health. This 

gives each government the ability to identify key priorities for DHBs and to hold 

them to account for delivery on those key priorities. Annual planning packages set 

out the details9. One source that is relatively easy to track is the annual ‘Letter of 

Expectations’ from the Minister of Health to each of the DHBs, and these clearly 

show that some years Māori health and reducing inequities are important priorities 

for DHBs, while in other years the emphasis on Māori health is not included10. 

However, beyond the individual DHB letters, identifying what it is that DHBs are 

doing and achieving with respect to Māori health is difficult: annual plans are 

complex to make sense of and there is a lack of reporting on achievements against 

plans. An annual Health and Independence Report – a report from the Director-

General of Health on the state of public health in New Zealand – does not always 

report on key issues consistently over time, or report on trends, it does not break 

information down by DHB, and does not always report on inequities. There has long 

been a need for reporting on progress on health that uses a consistent framework 

and that details trends over time, including on Māori health.  

31. Third, in relation to recent developments in DHB accountability, the current 

planning information for DHBs includes new system level measures11, focussed on 

achieving outcomes, but the actual measures do not distinguish between Māori and 

other populations. DHBs are, however, required to include equity actions in their 

annual plans, but identifying how these improve Māori health or reduce inequities is 

not easy to identify in practice12. Within their annual plans, DHBs and primary health 

organisations (PHOs – see below) must include improvement plans setting out how 

they will work to improve system level measure outcomes; the guidance includes 

regular reference to consultation with Māori and the need to consider equity issues; 

in many cases, for each measure, these plans focus on issues relating to inequities for 

Māori. Improved public reporting of these measures, by ethnicity, would strengthen 

the focus on equity for Māori. 

                                                
9  See https://nsfl.health.govt.nz/dhb-planning-package. 

10  See https://nsfl.health.govt.nz/search/results/letters%20of%20expectation. 

11  See https://nsfl.health.govt.nz/dhb-planning-package/system-level-measures-framework. 

12  See https://nsfl.health.govt.nz/dhb-planning-package/equity-actions-dhb-annual-plans. 
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32. Fourth, an important part of the legislation is the inclusion of a New Zealand Health 

Strategy13. This originally set out a number of key priorities and was explicit in 

prioritising Māori health and the support of Māori health providers. The Strategy was 

reported on regularly for some years, but the focus changed in 2009 away from the 

original Strategy, to focus more on by then a new government’s priorities, and the 

emphasis moved away from an explicit prioritisation of Māori health through the 

Strategy14. The Strategy was updated in 201615, with the emphasis on Māori health 

and reducing inequities less prominent than in the earlier Strategy, particularly in the 

accompanying Roadmap of Actions16. 

33. He Korowai Oranga: The Māori Health Strategy sits underneath the New Zealand 

Health Strategy. Often, such strategies then have an implementation plan developed 

to support them; but typically, these are often not reported on. Whakatātaka Tuarua: 

Māori Health Action Plan 2006-2011 appears on the Ministry of Health website17, 

but there appears to be nothing since; given the importance of Māori health in New 

Zealand, this lack of reviewing of the Strategy and of regular reporting is of major 

concern. 

34. One useful piece of information is spending by the Ministry of Health and DHBs on 

Māori health providers, including in relation to other spends in health care18. This 

shows, however, how small the proportion of funding going to Māori health 

providers is (1.86%) and that increases in health spending each year are not always 

matched by increases in spending on Māori health providers. Although Māori receive 

services from a wide range of providers, this tiny proportion clearly demonstrates 

that few Māori have opportunities to receive services from Māori-led organisations. 

35. In conclusion, the DHB model does allow central government to establish a national 

strategy and set priorities for DHBs in relation to Māori health, and for DHB Boards 

to be held accountable for gains in Māori health. Funding for DHBs is allocated to 

provide additional funding to support Māori health but there are no requirements for 

this funding to be spent on Māori health, although DHBs can spend more if they 

                                                
13  See http://1nj5ms2lli5hdggbe3mm7ms5.wpengine.netdna-cdn.com/files/2010/03/pns-novz.pdf. 

14  See http://www.moh.govt.nz/NoteBook/nbbooks.nsf/0/BF3A074FA325B442CC25739C00021787?opendocument. 

15  See https://www.health.govt.nz/system/files/documents/publications/new-zealand-health-strategy-futuredirection-
2016-apr16.pdf. 

16  See https://www.health.govt.nz/system/files/documents/publications/new-zealand-health-strategy-
roadmapofactions-2016-apr16.pdf. 

17  See https://www.health.govt.nz/publication/whakatataka-tuarua-maori-health-action-plan-2006-2011. 

18  See https://www.health.govt.nz/system/files/documents/publications/funding-to-maori-health-providersv2.pdf. 
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wish. There is inconsistency over time in whether or not Māori health has been a key 

priority for DHBs, and reporting remains very patchy. Governments could and 

should do more consistently in ensuring that key organisations are better held to 

account for achievements in Māori health and in reducing inequities. Greater 

transparency is needed in reporting on how the Ministry of Health and DHBs are 

working to improve Māori health and on reporting trends in health, health services 

use, and access to care.  

The Primary Health Care Strategy 2001 

36. In 2001, the government released the Primary Health Care Strategy (PHCS), aimed at 

improving the health of New Zealanders and reducing inequalities in health (King 

2001)19. The Strategy identified six key directions for primary health care (PHC) in 

New Zealand: that PHC services: 

36.1 work with local communities and enrolled populations;  

36.2 identify and remove health inequalities;  

36.3 offer access to comprehensive services to improve, maintain and restore 

people’s health; 

36.4 coordinate care across service areas; 

36.5 develop the PHC workforce; and continuously improve quality using good 

information. 

37. The government introduced three major changes through the PHCS: 

37.1 it provided a significant increase in funding to support PHC, with the aims 

of reducing the charges that patients pay for services, extending eligibility 

for government funding of PHC to the entire population, and expanding 

the services provided; 

37.2 it mandated the development of PHOs as local non-governmental 

organisations to serve the PHC needs of their enrolled patients;  

                                                
19  King A. (2001). The Primary Health Care Strategy. Wellington: Ministry of Health. 
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37.3 it changed the method of allocating the public share of PHC funding from 

fee-for- service subsidies at the practitioner level to (largely) capitation 

funding of PHOs. 

38. It is worth noting that although a key goal of the PHCS was to enhance equity, no 

equity analysis / programme logic was ever completed to my knowledge. This would 

have provided clarity about the various features of the PHCS and careful thinking 

and documenting of how those features would likely affect equity. It might also have 

identified the need for additional policies and programmes to support Māori health.  

Future policies, programmes and plans aiming to improve equity should include a 

clear programme logic relating to how equity is to be improved. There should be 

regular monitoring about achievements against such plans.  

Governance of the PHCS 

39. The government decided that much of the implementation of the PHCS would 

occur through the Ministry of Health. This may partly have been to ensure a 

consistent approach was taken across New Zealand, but it was also due to the fact 

that DHBs were newly established and it was felt that they more than enough to do 

in getting themselves established at the time. Thus, in the first instance PHOs 

reported to the Ministry of Health. 

40. A key problem, however, was that DHBs were then not adequately supported in 

developing a role with respect to primary care, and when funding then began to flow 

through them, they were not provided with funding to support a key role in primary 

care: neither in terms of their own staffing (in contrast to PHOs which receive 

management support funding) nor in terms of service development funding. It is still 

my understanding that the main contract for primary care is a national one, agreed 

through a national Primary Health Organisation Service Agreement (PSAAP) 

process20.  I believe that this has hampered the role of DHBs in developing primary 

care services over time; we lament the strong focus that DHBs have on hospitals as 

opposed to primary care, but it is not clear to me that DHBs have been given a 

sufficient mandate in primary care to overcome their perceived hospital focus. 

41. Initially, there was a vision about what PHOs would look like and how they would 

work, including a set of minimum requirements, e.g. with respect to governance 

                                                
20  See https://tas.health.nz/planning-and-collaboration/primary-health-organisation-service-agreement-psaap/. 
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including communities, iwi and consumers; a range of health professionals being able 

to influence decision-making, and being not-for-profit and publicly accountable for 

the resources they use21.  It is unclear how today’s PHOs meet these requirements, 

and research is urgently needed to identify how PHOs are governed and how they 

work with local communities, including Māori. It would be of concern if Māori are 

not involved in local PHO governance where there are many Māori patients enrolled. 

42. A Performance Management Programme22 was established to ensure that PHOs 

delivered on some key goals. This was important in terms of accountability of 

organisations and is a key means to reduce incentives to skimp on care when funding 

is allocated via capitation. At one point, with an explicit focus on reducing disparities 

as a key goal of the Programme, there were separate measures for high needs groups, 

assisting to track changes over time in inequities, and weighting payments towards 

improvements in high needs measures (although not, apparently for reducing 

inequities per se). This included for: children fully vaccinated by their 2nd birthday; 

influenza vaccinations in the elderly (over 65s); cervical smears recorded in the last 3 

years; and breast screening recorded in the last 2 years. However, this emphasis on 

reducing disparities and separate measurement for high needs groups then 

disappeared. At the very least, such initiatives should be formally assessed to see 

what impacts they have; ideally, there should be specific targets for achieving goals in 

health for Māori. 

43. Governance over PHOs is now largely through a PHO Services Agreement23, a 

national agreement for DHBs to hold PHOs to account. ‘Reducing disparities’ is an 

outcome for PHOs, DHBs and PHOs are to work together on a Māori Health Plan, 

and Māori health is a key priority (p. 30), with a requirement for Māori to be involved 

in governance, service planning, development and implementation. It is difficult to 

know how the Ministry of Health and DHBs work to hold PHOs to account, 

including in relation to Māori health, as such research does not, to my knowledge, 

currently exist. 

                                                
21  See https://www.health.govt.nz/system/files/documents/publications/minreqspho.pdf. 

22  See Appendix 2 attached – Performance Management Programme. 

23  https://tas.health.nz/assets/Planning-and-Collaboration/Primary-Care/Agreements-and-Protocols/PHO-Services-
Agreement-Version-5-1-July-2018.pdf. 
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Funding through the PHCS 

44. The change to capitation funding under the PHCS would be considered to be equity-

enhancing. That is, the fee-for-service model required people to see a GP in order 

for a general practice to be paid, while with capitation, a practice would receive 

funding for all those enrolled within it – providing funding to support services where 

it would not previously have been received by the practice. The shift to capitation 

would also allow services to be delivered in different ways, i.e. not just by a patient 

coming in to see a GP.  

45. On the other hand, the change from targeted funding to universal funding was likely 

to be detrimental to equity goals, as it would be those without CSCs that would 

benefit most, and many such people would be non-Maori on higher incomes 

(although some lower income people who were eligible for a CSC but did not have 

one would benefit, as would those just over the income threshold for a CSC). 

46. Moreover, the use of capitation for funding can bring problems. In theory, it can 

encourage skimping on care, where organisations take the funding but do not deliver 

good care to those it perhaps wants to discourage from enrolling or staying enrolled. 

Capitation funding formula typically are weighted to overcome this – that is, those 

with higher needs have a higher capitated amount paid to them. No formal research 

on this has been undertaken in New Zealand, to my knowledge. I comment further 

on this below (paragraph 52). 

47. New funding for the PHCS was rolled out in two forms. ‘Access’ practices and 

PHOs – where more than 50% of the enrolled population was Māori, Pacific or low 

income – received new funding as soon as the relevant PHO was established. 

‘Interim’ PHOs and practices – those where fewer than 50% of the population are 

Māori, Pacific or low income – received new funding in age-band waves, with the full 

population covered by mid-2007. Eventually, Access PHOs and practices (and later 

on, very-low-cost-access practices, see below) were expected to keep their fees below 

a certain level, while Interim practices at first had no regulation around fees; later on, 

a fees’ review process (which still exists) aimed to keep Interim fees from increasing 

by no more than a certain percentage each year.  If a practice is not part of a PHO, it 

is not eligible for the higher government subsidies rolled out through the PHCS. 

48. In October 2006, a further change was made to the funding levels for PHOs, with all 

those PHOs offering very low fees becoming eligible for even higher levels of 



14 

WAI 2575 BRIEF OF EVIDENCE J M CUMMING,7 SEPTEMBER 2018.DOCX 

subsidies under the Very-Low-Cost-Access (VLCA) payments scheme. Further 

changes in funding were implemented from January 2008, when capitation payments 

for visits for children were increased by $6 to $45.70 where PHOs and practices do 

not charge patients for child visits under 6, (extended in July 2015 to under 13s, and 

in December 2018 to under 14s).   

49. Additional funding also included Services to Improve Access funding, health 

promotion funding, and Care Plus funding for those using many services/with long-

term conditions; these all continue today. Some funding arrangements came and 

went, e.g. reducing inequalities contingency fund. 

50. A further issue relating to funding was that as the government rolled out new money, 

it wanted to see this funding reduce the fees that patients pay. This potentially had 

the effect of limiting how PHOs could allocate resources, including in relation to 

achieving greater equity of access and equity of outcomes for Māori.  

51. In 2018, there are slightly higher capitation payments only for those aged 0-14 for 

first level services for ‘access’ practices for those who do not hold a high use health 

care card, and higher payments for those with such a card for both ‘access’ and ‘non-

access’ practices. (See above for the original definition of ‘access’ practices, but I 

could not locate a recent definition.) Māori ethnicity is an explicit factor for Services 

to Improve Access and Health Promotion funding, but these funds make up a small 

proportion of overall funding. It is not clear that the weighting in the capitation 

formula for PHOs adequately compensates PHOs for the higher needs of Māori. 

This makes it difficult for PHOs with higher proportions of higher needs patients 

(including Māori) to meet the needs of their enrolees and it puts them at a higher 

financial risk than practices with a healthier population. The funding formula for 

primary care urgently needs to be reviewed in relation to how fair it is for PHOs 

working with those with higher needs, and future formula should adequately weight 

for higher needs if a capitated approach is taken.  

Evaluation of the PHCS – up to 2009 

52. In 2003, the Health Research Council of New Zealand, the Ministry of Health and 

the ACC provided funding for an evaluation of the implementation of the Strategy. 

A group of researchers from around New Zealand, led by the Health Services 

Research Centre of Victoria University and CBG Health Research Limited, has been 

engaged in this work since then. The Evaluation was designed to examine 
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implementation and the impact of the PHCS as it was rolled out since 2002. The 

evaluation has involved three major phases between 2003 and 2010, and a mix of 

methods – including key informant interviews and surveys with key stakeholders and 

statistical analysis of data from a sample of New Zealand general practices.   

53. Our findings are set out in a series of reports (see Appendix for those where I am an 

author, highlighted in yellow; see also24 25, including a report on Māori experiences24). 

With respect to the PHCS and how it was working for Māori-led PHOs and service 

users, key findings included: 

53.1 Potential marginalisation of Māori with respect to governance in non-

Māori-led PHOs.  

53.2 Difficulties in accessing data at times on e.g. fees and service utilisation.  

53.3 Difficulties maintaining low fees and maintaining business sustainability.  

53.4 Difficulties when those enrolled elsewhere return home but are treated as 

casual patients and then charged a higher fee.  

53.5 The tension between charging a patient fee to deter excessive use of 

services vs aiming to ensure that all can access services when they need to.  

53.6 The impact of rising utilisation of services over time compared to the 

original expected number of average visits when the funding formula was 

originally calculated.  

53.7 The importance of being able to deliver culturally-appropriate services and 

to deliver them in ways that best met local needs (e.g., through marae or in 

community settings).  

53.8 On-going concerns over workforce issues, such as training; recruitment and 

retention; remuneration; working in culturally safe and respectful ways 

including with Kaiāwhina in the community; and having appropriate 

                                                
24  Russell (Pere) L, Smiler K and Stace H.(2013. Improving Māori Health and Reducing Inequalities between 

Māori and non-Māori: Has the Primary Health Care Strategy Worked for Māori? Wellington: Health 
Services Research Centre. https://www.victoria.ac.nz/health/centres/health-services-research-centre/our-
publications/reports. 

25  Pack M, Minister J, Churchward M and Tanuvasa A F. (2013). Evaluation of the Implementation and 
Immediate Outcomes of the Primary Health Care Strategy: The Experiences of Pacific PHOs and Pacific 
Populations. Wellington: Health Services Research Centre. 
https://www.victoria.ac.nz/health/centres/health-services-research-centre/our-publications/reports. 
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funding that acknowledges and recognises the holistic nature of Māori 

health and well-being.  

53.9 Analyses of data on fees from 99 practices showed that for Māori, prior to 

the introduction of the PHCS, compared to the fees for the Other ethnic 

group (including European/Pakeha), average fees for Māori did fall for 

most age groups (except for those aged 0-5 but these were very low and for 

those aged 6-17). Fees for Māori averaged the following before and after the 

introduction of new PHCS funding: 

53.9.1 For 6-17 years, 67% prior, 61% after – pro-equity 

53.9.2 For 18-24 years, 54% prior, 71% after – not pro-equity 

53.9.3 For 25-44 years, 64% prior, 70% after – not pro-equity 

53.9.4 For 45-64 years, 64% prior, 71% after – not pro-equity 

53.9.5 For those over 65 years, 67% prior, 61% after – pro-equity. 

53.10 Consultation rates for Māori compared with Other were over 100% for the 

whole period 2001/02-2006/07 (except for 6 to 18 year olds), with the rate 

increasing considerably over time (to 133% in 2007). 

Primary care since 2009 

54. The position of the PHCS during the period of the National-Party-led coalition from 

late 2009 to 2017 has been somewhat unclear. Key developments included: 

54.1 A Ministerial review of the health sector, which eventually led to reduction 

in the number of PHOs from over 80 down to 32, but the review had little 

focus on Māori health.  

54.2 The Better, Sooner, More Convenient document released as National Party 

policy prior to the 2008 election, driving policy after the election of a 

National Party-led coalition government in 2008; this emphasises the need 

for new models of care in primary care and focuses in particular on 

integration of services. 



17 

WAI 2575 BRIEF OF EVIDENCE J M CUMMING,7 SEPTEMBER 2018.DOCX 

54.3 The supporting of nine national business cases to demonstrate new models 

of care. 

54.4 An increasing focus on regional planning across DHBs. 

54.5 An increasing focus on the development of alliancing – joint decision-

making between DHBs and PHOs – in relation to planning and decision-

making. 

54.6 An increasing focus on integration of services and new models of care to 

better meet needs. 

54.7 A refresh of the New Zealand Health Strategy. 

55. However, a lack of research makes it difficult to provide commentary on how each 

of these policies has influenced Māori health. 

56. With respect to primary care, what recent data show are, in 2016/17 (from the latest 

New Zealand Health Survey)26: 

56.1 Māori children are equally likely as non-Maori children to have a provider to 

whom they go to first. 

56.2 Māori children are equally likely to see a GP as non-Māori, and for the visit 

to be free. 

56.3 Māori children are equally likely as non-Maori children to see a nurse 

(without seeing a doctor) as non-Māori, and it is more likely for Māori 

children for the visit to be free. 

56.4 Māori children have slightly more GP visits than non-Māori children (2.8 

mean number of visits vs 2.5) (ratio 1.13). 

56.5 Māori children have slightly more nurse visits (without seeing a doctor) than 

non-Māori children (0.7 mean number of visits vs 0.5) (ratio 1.53). 

56.6 The likelihood of children visiting a GP is falling for all children and the 

mean number of visits is also falling, despite an increase in the percentage 

of visits that are free. 

                                                
26 https://www.health.govt.nz/publication/annual-update-key-results-2016-17-new-zealand-health-survey. 
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56.7 Māori adults are equally likely to have a provider to whom they go to first. 

56.8 Māori women are more likely to see a nurse (without seeing a doctor) as 

non-Māori (ratio 1.13). 

56.9 Māori adults have more GP visits than non-Māori adults (3.1 mean number 

of visits vs 2.8) (ratio 1.25). 

56.10 Māori adults have more nurse visits (without seeing a doctor) than non-

Māori adults (0.8 mean number of visits vs 0.7) (ratio 1.33). 

56.11 The likelihood of an adult visiting a GP is falling for all adults and the mean 

number of visits is also falling. 

56.12 The mean number of nurse visits is rising for European adults but not for 

Māori adults. 

56.13 Unmet need amongst Māori children (24.8%) is higher than for non-Māori 

children (20.3%) (ratio 1.33), with Māori children more likely to be unable 

to get an appointment within 24 hours and being unable to attend because 

of transport issues (ratio 2.62). 

56.14 Unmet need amongst Māori adults (37.5%) is higher than for non-Māori 

adults (28.1%), with Māori adults more likely to be unable to get an 

appointment within 24 hours (ratio 1.17), unable to get to a practice due to 

cost (ratio 1.55), and unable to get care due to lack of transport (ratio 2.83). 

56.15 Unmet need for Māori women due to cost has risen in recent years, while 

unmet need for Māori men has risen due to inability to get an appointment 

within 24 hours. 

Key Conclusions 

57. In conclusion, I would note the following about New Zealand's primary health care 

framework. 

58. The extent to which current arrangements adequately recognise inequity between 

Maori and non-Māori 
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58.1 New Zealand policy makers and key government agencies do often 

recognise the inequities that exist, but it is clear that the political 

environment at times leads to less recognition of this in official policies and 

documents. The setting of priorities in health care is clearly highly political 

and this can lead to a lack of emphasis on Māori health in priority setting 

and potentially in holding DHBs and PHOs to account for improving 

Māori health. 

58.2 If Māori health is to improve further and inequities reduce, on-going 

commitments to Māori health are needed, supported by a regularly updated 

Strategy and reporting on progress. More also needs to be done to ensure 

that the governance arrangements for primary care hold key agencies 

(DHBs and PHOs) to account for achieving gains in Māori health.  

58.3 The funding that supports Māori health in primary care should be weighted 

to a greater extent than currently occurs, to recognise their higher needs. 

This will better ensure that PHOs and practices with higher proportions of 

higher needs patients have the funding to deliver services appropriately and 

are not financially put at risk from having higher needs patients enrolled 

with them. 

58.4 Within the current structural arrangements, the respective roles of the 

Ministry of Health and DHBs in policy development and implementation of 

primary care policy need to be reviewed and clarified, with DHBs given the 

ability to direct resources and have more levers to better support Māori 

health.  

58.5 Alternative arrangements where Māori providers directly negotiate with the 

Crown may well work to the benefit of Māori health more than the current 

structural arrangements, but more work would need to be done on this. 

59. The extent to which current arrangements removes barriers to Maori accessing and 

using primary healthcare services: 

59.1 Māori continue to face many barriers in accessing and using primary care 

services. This includes in relation to the fees to be paid, given many Māori 

have lower incomes than other New Zealanders and have higher health 

needs, thereby needing more services. There is also a need to consider the 
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location of services and their cultural appropriateness, as well as to further 

develop the Māori health workforce.  

59.2 Although Māori often have more visits to services than non-Māori, they still 

have higher rates of unmet need: in 2016/17, Māori children had more GP 

and nurse visits than non-Māori children, but the number of visits is falling, 

despite more visits being free, with inability to obtain an appointment and 

lack of transport key access issues. Similarly, Māori adults had more visits 

than non-Maori, with the mean number of GP visits falling; while the mean 

number of nurse visits is rising for non-Māori but not for Māori. Unmet 

need is higher for Māori adults than for non-Māori adults. 

60. The extent to which current arrangements address consistent under-utilisation of 

services by Māori: 

60.1 Given Māori have poorer health status than non-Māori, an equitable health 

system would see Māori making more visits to primary care providers, and 

there is evidence of this in the data (see above). However, the higher rates 

of unmet need amongst Māori suggests that more needs to be done to 

ensure good access to primary care for Māori. 

61. The extent to which current arrangements address multiple conditions that Maori 

present with when health services are utilised: 

61.1 In many cases, the current model of care – 15-minute visits – will not be 

adequate to ensure that those with multiple conditions get the services they 

need. Care Plus assists with this but how well it is working, and how well it 

works for Māori, is not known. 

62. The extent to which current arrangements operate on a model that is able to address 

the particular health needs of Māori: 

62.1 Traditional models of care are unlikely to meet the needs of Māori fully, 

especially if the emphasis is on a Western, medical model of care. 

Traditional models of care also do not link well with social services, creating 

further barriers to access for those needing both health and social services. 

Given the importance of the determinants in health in supporting improved 

health, we need health and social services to be much more integrated than 
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they currently are. Although there is work occurring to improve integration, 

a lack of research makes it difficult to know if improvements are occurring 

from the perspective of service users, including Maori. 

62.2 More needs to be done to understand how well current models of primary 

care support Maori health aspirations, how the government's Whanau Ora 

approaches differ, and whether Whanau Ora produces better outcomes for 

Maori than current primary care arrangements . 
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