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Funding of PHC

* GPsin NZ work essentially in a private capacity

* For-profit, small business model, funded
— Capitation funding
— User co-payment

* “Third-sector” clinics

— Non-government, non-profit
— Volunteer clinicians, Maori health providers
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Primary Health Care Strategy (2001)

* Focus on
— Disease prevention
— Overcoming inequities in the health system
— Integration across services

* Funding increase for PHC
* Introduction of PHOs

— Lower fees if you enrol

e VLCA scheme to address inequity in access
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VLCA Practices

* Very Low Cost Access Practices

— populations contain over 50% “high needs patients” (defined as
Maori, Pacific or living in NZDep5)

— practices can choose to be VLCA
* Higher level of capitation funding
e Cap on co-payments
— free for under 14s
— $13 for 14-17 year olds
— $19.50 for adults
* Other practices set their own fees
— typically S40-S60 for adults

e 2018: VLCA cap applies to community services card holders
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Policy
Initiative

‘Year of
intreduction

Policy
intention

MNew Zealand
Public Health
and Disability Act
2000

20002001

Purpose included: to reduce health disparities by improving the health outcomes for Maon
and other population groups. Establishment of District Health Boards (DHBs). Development
of NZ Health Strategy and other strategies.

The New Zealand
Health Strategy”

2000

'Tackling inequalities’ a particular priority; and timely and equitable access for all Mew Zea-
landers, regardless of ability to pay, a key principle. To reduce inequalities: ensure accessible
and appropriate services for Maori, Pacific peoples and people from lower socioeconomic
groups. Primary health care identified as a priority.

The Primary
Health Care
Strategy™

2001

Identified a strong primary health care system as central to improving health for all Mew
Zealanders and tackling inequalities in health.

Establishment of Primary Health Organizations (PHOs), funded on the basis of enrolled
populations. Expected to reduce barriers, particularly financial barriers, for the groups with
the greatest health need.

Substantial funding increase from 2002 for primary care, and introduction of capitation
funding.” Increased funding, starting with PHOs with =50% Maaori, Pacific, low income
populations but eventually all PHOs on same funding formula. First contact’ funding formula
factors in age/gender but no weighting for ethnicity, deprivation, or unmet need.

Smaller amount of additional funding for *Services to Improve Access” (S14) - some recogni-
tion of ethnic and socioeconomic disparities in SIA funding formula.
Agreements/monitoring annual increase in patient co-payment over baseline, (but no limit
on baselineg).

High User Health
Card™

1590s

The High User Health Card (HUHC) entitles high wsers of services to higher subsidies GP
consultations. A large number of services (at least 12 consultations in a year) need to have
been received/paid for before a patient becomes eligible for a HUHC. Pre-dates PHOs but
maintained.

He Korowai Oran-

ga -Maori Health
Strategy’’

2002

Focus on broader values/ direction to improve Maori health. Whanau Ora concept intro-
duced. Recognised primary health care as crucial to reducing inequalities. Accompanying
action plans Whakatataka,™ and Whakatataka Tuarua 2006-2011.% DHEs expected to direct
resources to areas of greatest need, report to MOH on the prioritisation and allocation of
funding, and the effectiveness of services for Maori.

Care Plus™

2003/4

Additional funding to general practices to improve chronic care management, reduce
inegualities, and reduce the cost of services for high-need patients. Generally involves a
Care Plan and 4 GF and for nurse visits per year at reduced or no cost. Funding allows for 5%
of a PHO population to be Care Plus patients, give or take a small margin, regardless of the
number of high needs patients.

Very Low Cost
Access Funding
(VLCAP*

2006

Additional funding for general practices willing to limit co-payments. In 2013, this required
visits for children under & to be free, visits for children & to 17 years less than $11.50 and for
adults less than 517.50.

Intraduction of
targets™

2007

2007 targets emphasised population health objectives, including reducing ASH. In 2009
targets revised with a reduced emphasis on population health and a greater emphasizs on
hospital services and specialist waiting times. ASH targets were replaced with targets for ED
waiting times. =

Better Soaner
Mare Convenient
(BSMC)™

2009

Focus on ‘integration” of care, through co-location of general practice and other services in
Integrated Family Health Centres, and “alliancing” within DHB areas to improve cross-sector
planning. Nine business cases funded. Alliancing concept introduced more broadhy.

Whanau Ora®

2010

Broader implementation of Whanau Ora policy and approach. 25 provider collectives
comprising around 160 providers of primarily health and social services funded to provide
whianau-centred services, and support a Whanau Ora approach.

Free under G54

2006

2008

Free consultations for under six year olds implemented through Very Low Cost Access
scheme -limited to practices/PHOs with =50% high needs population, willing to limit fees to
agreed levels.

Free standard consultations for children under six implemented more widely through Zero
Fees for Under &s.
Increased funding. After hours conszultations included.

Ala Mao'ui: Path-
ways to Pacific

Health and Well-
being 2010-2014*

Aims for service delivery to Pacific peoples to respect Pacific culture, value family, and pro-
vide seamless care. The principles emphasise aocess, equity, cultural competence, safety, ef-
fectiveness, efficiency and patient-centeredness. Emphasis on developing Pacific workforce.

Summary of policy
initiative to address
health inequities

Matheson D, Reidy J, Tan L, CarrJ
NZMJ 2015; 128(1415): 14-24
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Policy Year of Policy

Initiative introduction | intention

Mew Zealand 2000/2001 Purposze included: to reduce health disparities by improving the health outcomes for Maori

Public Health and other population groups. Establishment of District Health Boards (DHEs). Development!

and Disability Act of NZ Health Strategy and other strategies.

2000

The New Zealand 2000 ‘Tackling inequalities’ a particular priority; and timely and equitable access for all Mew Ze3

Health S.tralgey-‘ landers, regardless of ability to pay, a key principle. To reduce inequalities: ensure accessible
and appropriate services for Maori, Pacific peoples and people from lower sociceconomic
groups. Primary health care identified as a priosity.

The Primary 2001 Identified a strong primary health care system as central to improving health for all New

Health Care Zealanders and tackling inequalities in health.

Strategy™ Establishment of Primary Health Organisations (PHOs), funded on the basis of enrolled
populations. Expected to reduce barriers, particularly financial barriers, for the groups with
the greatest health need.

Substantial funding increase fram 2002 for primary care, and introduction of capitation
funding.* Increased funding, starting with PHOs with =50% Maaori, Pacific, low income
populations but eventually all PHOs on same funding formula. First contact’ funding formula
factors in age/gender but no weighting for ethnicity, deprivation, or unmet need.

Smaller amaunt of additional funding for *Services to Improwe Access” (SI4) - some recogni-
tion of ethnic and sociceconomic disparities in SIA funding formula.
Agreements/monitoring annual increase in patient co-payment over baseline, (but no limit
on baseline).

High User Health 1390s The High User Health Card {HUHC) entitles high users of services to higher subsidies GP

Card™ consultations. A large number of services (at least 12 consultations in a year) need to have
been received/paid for before a patient becomes eligible for a HUHC. Pre-dates PHOs but
maintained.

He Korowai Oran- 2002 Focus on broader values/ direction to improve Maori health. Whanau Ora concept intro-

ga ~Maori Health duced. Recognised primary health care as crucial to reducing inequalities. Accompanying

Strategy’’ action plans Whakatataka,™ and Whakatataka Tuarua 2006-2011.% DHBs expected to direct
resources to areas of greatest need, report to MOH on the prioritisation and allocation of
funding, and the effectiveness of services for Maori.

Care Plus™ 2m3}4 Additional funding to general practices to improve chronic care management, reduce
inequalities, and reduce the cost of services for high-need patients. Generally involves a
Care Plan and 4 GP and/or nurse visits per year at reduced or no cost. Funding allows for 5%
of a PHO population to be Care Plus patients, give or take a small margin, regardless of the
number of high needs patients.

Very Low Cost 2006 Additional funding for general practices willing to limit co-payments. In 2013, this required

Access Funding visits for children under & to be free, visits for children & to 17 years less than $11.50 and for—

(wLca)= adults less than $17.50.
Intraduction of 2007 2007 targets emphasised population health objectives, including reducing ASH. In 2009
targets™ targets revised with a reduced emphasis on population health and a greater emphasiz on
hospital services and specialist waiting times. ASH targets were replaced with targets for ED
waiting times.
Better Sooner 2009 Focus on ‘integration’ of care, through co-location of general practice and other services in
Mare Convenient Integrated Family Health Centres, and ‘alliancing” within DHB areas to improve cross-sector
(BSMC)™ planning. Nine business cases funded. Alliancing concept introduced mare broadty.
Whanau QOra® 2010 Broader implementation of Whanau Ora policy and approach. 25 provider collectives
comprising around 160 providers of primarily health and social services funded to provide
whianau-centred services, and support a Whanau Ora approach.

Free under G541 2006 Free consultations for under six year olds implemented through Very Low Cost Access
scheme -limited to practices/PHOs with >50% high needs population, willing to limit fees to
agreed levels.

2008 Free standard consultations for children under six implemented more widely through Zero

Fees for Under &s.
Increased funding. After hours consultations included.

Ala Mao'ui: Path-
ways to Pacific
Health and Well-
beinglﬂl{)-lﬂl-i“

2010

Aims for service delivery to Pacific peoples to respect Pacific culture, value family, and pro-
vide seamless care. The principles emphasise access, equity, cultural competence, safety, ef-
fectiveness, efficiency and patient-centeredness. Emphasis on developing Pacific workforce.

Equitable access
regardless of ability to
pay
Expected to reduce
financial barriers for
those with the greatest
health need

Subsidised GP
consultations

Some free PHC
visits for chronic
INCENE
management

Zero fees for
Under 6s
2015: Under 14s

2018: Lower
fees for CSC
holders




Te tiriti o Waitangi

Te tiriti o Waitangi is embedded in
health legislation, affording equal
protection to Maori OF ACTEAROANEW ZEALANDS
— kawanatanga: Representation and -
participation
— tino rangatiratanga: Self-
determination
— oritetanga: Guarantee of equity
— wairuatanga: Protection of custom

N
\.
|

He tirohanga ki te oritenga hauora o te Maori | A view on Maori health equity
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Wai2575

 The Waitangi Tribunal found that Crown has
breached the Treaty of Waitangi by

— failing to designh and administer the current
primary health care system to actively address
persistent Maori health inequities

— failing to give effect to the Treaty’s guarantee of
tino rangatiratanga

* Hauora: Report on Stage One of the Health
Services and Outcomes Kaupapa Inquiry

(June 2019)
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Socio-demographic circumstances

 Many Maori face the persisting consequences of
colonialism
— 40% live in the most deprived quintile
— Higher unemployment
— Lower home ownership
— Poor quality housing
— Lower education levels

* Bear the burden of poorer health consequences,
in the face of a Euro-centric health system

CAPITAL THINKING. VICTORIA UNIVERSITY OF
GLOBALLY MINDED: E:2 WELLINGTON

TE HERENGA WAKA



Aim

 Describe cost barriers to care
* Trends in fees paid to access PHC

* Socio-demographic determinants of access to
low-cost PHC

* Explore potential explanations of access to
low-cost PHC for Maori
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Methods

* Sequential waves of NZ Health Survey

e 1996/7 to 2018/19

e Approx. 12,500 adults surveyed each year (fewer in 1996/7)
* Analysed data from 139,098 people, including 30,713 Maori
* Face-to-face interview

“In the past 12 months, was there a time when you had a
medical problem but did not visit a GP because of cost?”

“Thinking about your last visit to a GP, what were you
charged for that visit?”

* Weighted analysis, to reflect the population of NZ
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Results: Cost barrier to care

CAPITAL THINKING. VICTORIA UNIVERSITY OF
GLOBALLY MINDED: E:2 WELLINGTON

TE HERENGA WAKA



Cost barrier to care
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Cost barrier to care
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Cost barrier by deprivation
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Cost barrier by deprivation

p

*%yLcA practices are those serving populations where 50% or more

oy are Maori, Pacific or those living in the most deprived areas
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Highest cost barrier for Maori
on low incomes
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Results: What people pay
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Trends in mean co-payment
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Trends in mean co-payment, by ethnicity
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Trends in mean co-payment, by ethnicity
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Trends in the mean co-payment by
deprivation quintile
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Trends in the mean co-payment
by age group
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Summary: fees paid

* Fees have reduced in real terms since the
introduction of the PHCS

* Maori pay about $10 less on average, but cost
as as barrier indicates non-affordability

» Suggestion of fees reducing in 2018/19, but
not for Pacific people

 Most of the reduction since 2002/3 has been
for working age adults, not younger or older
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Results: Access to low-cost PHC
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Community Services Card Policy

e 1st December 2018
* VLCA Practices

— Receive extra capitation funding for CSC holders
— Patients still pay the VLCA rate

* Non-VLCA Practices

— Can opt-in to CSC scheme
— Additional funding to the practice
— VLCA co-payment caps apply to CSC holders
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Access to low-cost PHC

Proportion of people accessing low cost PHC
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Access to low cost PHC by ethnicity

Trends in accessing low-cost PHC
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Access to low cost PHC by ethnicity
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Access to low cost PHC by deprivation
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Access to low cost PHC by age
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Summary: access to low-cost PHC

 Access to low-cost PHC has increased since
the introduction of the PHCS

e Maori benefitted more than non-Maori in
terms of higher levels of access

— Not adjusted for need or affordability

* All ethnic groups had improved access to low-
cost care in 2018/19, other than Pacific people

* Young adults do not appear to have benefitted
from recent increase in access to low-cost PHC
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Socio-demographic predictors of
access to low-cost PHC
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Socio-demographic predictors of
access to low-cost PHC
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Adjusted socio-demographic
predictors of access t
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Explanations of Maori/non-Maori
access to low-cost PHC
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At each level of deprivation, Maori
more likely to access low-cost PHC
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Is there inequity in access to PHC?

* More likely to access low-cost care

— But is this in relation to need?
* Maori have higher cost barriers to care

* Expected Maori to benefit more in NZDep5
areas?

e 2018: Maori have lower GP consultation rates
(2.7 vs 3.2 NZE)
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Other measures of PHC

* Prescription co-payments
* Wider effect on whanau

e Patient satisfaction

* Quality of care
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Prescription co-payments
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Unfilled Rx due to cost
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Inequity in unfilled Rx due to cost
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Inequity in unfilled Rx due to cost
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Unfilled prescription due to cost
by deprivation quintiles
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Summary

* Cost barriers to primary health care and
accessing prescriptions have not changed, and
are consistently higher for Maori

* At each level of area deprivation, Maori are
more likely to report being unable to see a GP
when in need, or to fill a prescription

* Impact of being on low income hits Maori
harder
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Implications

* Health policy

— future policies should work towards making PHC more affordable
* Health equity

— system-wide changes are required

— efforts to redress historical and contemporary underlying causes of inequities
and poor health outcomes among Maori

— 41% of Maori adults faced a barrier to PHC in 2018/19
* For whanau

— in 2018/19, 6,000 Maori (2.6%) and 7,000 Pacific (5.3%) children were not
taken to GP because of cost

e Methodology

— standard measures (e.g. deprivation quintiles) do not capture inequity
sufficiently

e Research

— what are the effects on secondary care usage for people who report cost as a
barrier to primary health care?
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