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Glossary 

 

ACC Accident Compensation Corporation 

Capitation PHOs are paid on a capitation basis, ie an amount for each 

person enrolled with them 

CSC Community Services Card. Those eligible for a CSC are those on 

lower incomes. With a CSC, an individual is entitled to a 

government subsidy when they use primary health care services 

Funding model There are two main types of funding model for PHOs and 

practices. Access PHOs are those where 50% or more of the 

enrolled population is from high need groups, ie are Māori, Pacific 

or from a lower socio-economic area. Interim PHOs do not have 

such high needs populations enrolled with them 

GMS General Medical Service. This is usually the same as a “First 

Contact” service in capitation contracts 

HealthPAC Health funding administration body. Receives practice register 

and utilisation data from PHOs 

HUHC High User Health Card. Available to those who use many primary 

care services. With a HUHC, an individual is entitled to a 

government subsidy when they use primary health care services 

NMDS National Minimum Dataset. Provides information about hospital 

admissions in New Zealand 

PHCS (E) Primary Health Care Strategy (Evaluation) 

PHO Primary Health Organisation 

PMS Practice Management System.Manages data at the practice level 

NZDep2001 Quintile A summary measure of the socioeconomic deprivation of a 

geographical area (a meshblock, comprised of around 100 

houses) based on nine measures from the 2001 Census. Quntile 

1 is the least deprived group; Quintile 5 the most deprived. 
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Key Findings 

In February 2001, the New Zealand government published the Primary Health Care Strategy 

(PHCS). The PHCS has two key goals – to improve health and to reduce inequalities in 

health. Implementation of the Strategy has involved three main changes in policy. First, 

government funding is being increased in order that the fees that patients pay when they use 

primary health care services can be reduced. Second, the Government is encouraging the 

development of Primary Health Organisations (PHOs) as local non-governmental 

organisations which serve the needs of an enrolled population. Third, public funding of 

primary care is changing from fee-for-service subsidies at the practitioner level to capitation 

funding of PHOs.  

 
This report seeks to answer the following questions, for different population groups and 

funding models, for the period 2001/02 to 2004/05: 

• Since the introduction of the PHCS, what changes have there been in the fees that 

patients pay when they use primary health care services? How are changes in fees 

related to government policy objectives? 

• Since the introduction of the PHCS, what changes have there been in the use of primary 

health care services by New Zealanders? 

• Are more patients being seen by nurses? 

• What changes are there in the pattern of ACC claims made, before and after the PHCS?  

Are more new ACC claims being made? 

 

The report is based on data collected from a random sample of 99 New Zealand general 

practices working within PHOs and focuses on the period between June 2001 and December 

2005. The report considers general trends in the fees patients paid for primary health care 

services and in consultation rates (use of services), for general medical services delivered by 

both doctors and nurses over this period. In terms of the roll out of new funding provided 

through the Primary Health Care Strategy, the report therefore covers: 

• the year before the first PHO was established in July 2002  

• the roll out of new funding for Access PHOs as they were established after July 2002  

• the roll out of new funding to Interim PHOs as they were established, and 

• the roll out of new funding to Interim PHOs, for those aged 6-17 in October 2003 and 

those aged 65 years and over in July 2004.   
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We report separately on i) changes in the fees charged for general medical services provided 

by general practitioners (GPs) and nurses (i.e. services provided by nurses only, by GPs only 

or where both a GP and a nurse were seen by the patient), as well as for ii) services where a 

GP was seen by the patient (i.e. excluding nurse-only visits). Our focus is also on the actual 

fees charged to patients by general practices, whereas government policy has focused in 

particular on changes in scheduled fees, i.e. the fees that general practices set out in fee 

schedules to inform patients of standard charges for standard consultations.  

 

As a result of the additional funding and the mechanisms used to implement the Strategy, we 

would expect that: 

• increased funding will lead to a reduction in the fees patients pay when they use 

services, as the new funding is rolled out to PHOs 

• new funding will lead to the development of new services, and  

• New Zealanders will use more primary health care services as a result of the reduced 

cost of using services and as a result of the development of new services.  

 

As many New Zealanders were already eligible for subsidies for primary health care services, 

those with the most to gain from the new funding are expected to be those who previously 

had not held a subsidy card. We would therefore expect fees for these New Zealanders to fall 

further, and for their consultation rates to increase more, than for those with CSCs and 

HUHCs. 

 

It is also likely that a shift towards capitation will encourage greater use of nursing services, 

and this is also considered in this report. In addition, we hypothesise that a shift towards 

capitation for health services will encourage PHOs and practices, where they can, to shift 

some costs towards ACC, and that this would show up as an increase in the proportion of 

ACC claims over time.  

 

This report shows that fees have generally fallen for the groups where new funding has been 

provided by government. In particular, fees have been falling for those in Access practices, 

and for those aged 65 years and over in Interim practices. Larger falls in fees are occurring 

for those without community services cards. The one group where fees are rising is for 

children, who have not benefited from higher capitation rates (other than through adjustments 

in 2002 for the general level of inflation between 1997 and 2002 and through annual 

adjustments since 2002 to maintain the value of the subsidies).  

 

 

 

 



 

 

 xi

In terms of the roll out of new funding, the government aimed to have zero fees for children; 

fees of between $7-$10 for those aged 6-17 and fees of $15-$20 for adult consultations in 

Access practices, and, according to our analyses, other than for children, this is being 

achieved, both in terms of doctor and nurse consultations overall but also to consultations 

where a doctor is seen.   

 

In terms of Interim practices, the data show that the roll out of new funding to those aged 6-17 

lead to only a small reduction in the overall fees paid by those without cards and a small 

increase in fees paid by those with cards, although the increases in subsidies for this age 

group were less than for those in other age groups. Reductions in fees for those aged 65 

years and over were much greater: in the year after the roll out, average fees for doctor visits 

fell by $12.23 or 33% for those without cards and by $3.34 or 13% for those with cards. The 

government was seeking falls in schedule fees of around $26 for those without cards and of 

$11 for those with cards.  

  

In terms of consultations, it appears that the government’s aim of increasing consultation 

rates for primary health care is being achieved. There have been increases in consultation 

rates across almost all age, funding model, CSC, deprivation and ethnic groups. Increases 

have been particularly high in Access practices, especially for those without community 

services cards; and for those aged 65 years with and without community services cards and 

those aged 45-64 with community services cards in Interim practices. Consultation rates have 

increased for all ethnic groups, with similar increases for Pacific, Māori and Other ethnic 

groups, and smaller increases for Asian populations.  

 

The overall increase in average consultation rates appears to be relatively small in terms of 

the number of consultations, but increases for some groups in the population are over 20% 

for some in Access practices. Increases in Interim practices are generally lower, as might be 

expected given that new funding has not been allocated to all groups in Interim practices, 

although increases in consultation rates in Interim practices have increased by more than 

20% for those aged 45-64 without CSCs and for those aged 65 years and over without and 

with CSCs.  

 

In relation to whether more services are being provided by nurses, the researchers find an 

increase in the proportion of nursing visits over time, but this may be due to changes in 

reporting.  
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In terms of the impact on ACC, the researchers find that the proportion of ACC claims and the 

proportion of new ACC total claims does not show any change before and after the 

introduction of the PHCS. This suggests that practices are not shifting costs to ACC. The 

researchers suggest that although there may be a financial incentive to shift costs to ACC, the 

increases in overall funding may be leading to improvements in revenue and income which 

are off-setting financial incentives to shift costs, or there are other disincentives to claiming 

from ACC which are also off-setting the increased incentives to claim on ACC.  

 

Overall, the Strategy is resulting in lower fees for primary health care for many New 

Zealanders, and consultation rates are also increasing over time. Further analyses of our data 

are required to identify the contribution of different factors to the changes we are seeing in our 

data, and in relation to identifying the implications for policies to reduce inequalities. These 

analyses will be undertaken as this evaluation progresses, including providing information on 

the impact on health (as measured by intermediate health outcomes) over time.  
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Executive Summary 

Introduction 

In February 2001, the New Zealand government published the Primary Health Care Strategy 

(PHCS). The PHCS has two key goals – to improve health and to reduce inequalities in 

health. Implementation of the Strategy has involved three main changes in policy. First, 

government funding is being increased in order that the fees that patients pay when they use 

primary health care services can be reduced. Second, the Government is encouraging the 

development of Primary Health Organisations (PHOs) as local non-governmental 

organisations which serve the needs of an enrolled population. Third, public funding of 

primary care is changing from fee-for-service subsidies at the practitioner level to capitation 

funding of PHOs.  

 

Implementation of the PHCS has proceeded rapidly. Since July 2002, 81 PHOs have become 

established, covering 3.9 million New Zealanders, and the government is providing $2.2 

billion in funding over seven years to support the implementation of the PHCS.  

 

This report presents findings from part of a five year evaluation of Strategy, funded by the 

Health Research Council, Ministry of Health and Accident Compensation Corporation (ACC). 

This report seeks to answer the following questions, for different population groups and 

funding models: 

• Since the introduction of the PHCS, what changes have there been in the fees that 

patients pay when they use primary health care services? How are changes in fees 

related to government policy objectives? 

• Since the introduction of the PHCS, what changes have there been in the use of 

primary health care services by New Zealanders? 

• Are more patients being seen by nurses? 

• What changes are there in the pattern of ACC claims made, before and after the 

PHCS?  Are more new ACC claims being made? 

 

This Executive Summary firstly presents background information on the PHCS and the 

evaluation of the PHCS, and describes the focus of this report and the methods used in this 

report. It then presents the main findings from this part of the evaluation and discusses the 

implications of the findings for government policy.  
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Background  

In February 2001, the New Zealand government published the Primary Health Care Strategy 

(PHCS), with the aim of improving health and reducing inequalities in health. Implementation 

of the Strategy has involved: funding being increased for primary health care, in particular to 

reduce the fees that patients pay when they use primary health care services as well as to 

extend the range of services provided by primary health care providers; the development of 

Primary Health Organisations (PHOs) as local non-governmental organisations which serve 

the needs of an enrolled population; and a shift towards capitation funding for PHOs, in order 

that funding be allocated according to the needs of the populations being served by PHOs. 

 

The PHCS signals a move away from a targeted approach where the government only 

provides funding to support primary health care for some New Zealanders to a universal 

approach where all New Zealanders are eligible for funding for primary health care. Prior to 

the introduction of the PHCS, the New Zealand government partially subsidised (funded) 

access to primary health care, with different subsidy rates available for different population 

groups. Access to subsidised care was provided for all children aged under six years of age, 

with subsidy rates ($32.50 per visit in 2002) expected to mostly cover the cost of services 

provided to children, with patients generally expected not to have to pay a patient charge for 

child visits. For young people aged 6-17,and for adults, subsidised care was available to 

those families with community services cards (CSCs), a subsidy card available to those on 

lower incomes, and to those with a high user health card (HUHC), available for people who 

had an on-going health condition, and who had visited the GP 12 or more times in the 

previous 12 months. For young people, subsidies of $15 and $20 were available respectively 

for those without and with subsidy cards; for adults, subsidies of $15 per visits were available 

for those with cards. In most cases, people with CSCs and HUHCs also paid a fee to the 

primary health care provider. Adults without a subsidy card paid the full cost of primary health 

care themselves.  

 

To ensure that new funding set aside for the PHCS went to those most in need, the 

government chose, at first, to create two forms of funding – known as Access and Interim 

funding. Access PHOs generally serve higher needs population, and were defined as those 

PHOs where the PHO has more than 50% of its enrolled population as Māori, Pacific, or 

people from lower socio-economic areas. All other PHOs are Interim PHOs. At first, Access 

PHOs were funded at higher capitation rates than Interim PHOs. Since 2003, the government 

has provided further funding, increasing the capitation payment rates to Interim PHOs to the 

rates paid for those in Access PHOs, for particular groups in the population. New funding was 

provided to Interim PHOs, for those aged 6-17 years of age (from 1 October 2003), those 

aged 65 and over (from 1 July 2004), those aged 18-24 from 1 July 2005, those aged 45-64 

from 1 July 2006, and those aged 25-44 from 1 July 2007.  
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Both types of PHOs were also eligible for other new funding, for services to increase access 

(SIA), management, and health promotion. In October 2006, a further change was made to 

the funding levels for PHOs, such that all those PHOs offering very low cost access (ie low 

fees) became eligible for even higher levels of subsidies.  

 

As Access funding was rolled out to PHOs, the government noted that it expected that 

increased capitation payments should be reflected in low or reduced costs to patients (King 

2003). In practice, this policy was implemented through discussions between Ministry of 

Health officials, DHB staff and PHO staff. These discussions focused on usual fees within 

specific communities, as well as a view that a ‘low’ fee is generally a zero fee for those aged 

six years and under; $7-$10 for those aged 6-17; and $15-$20 for adults.  

 

New roll outs of funding for Interim PHOs occurred in October 2003 for those aged 6-17 years 

of age; in July 2004 for those aged 65 and over; July 2005 for those aged 18-24, July 2006 for 

those aged 45-64 and July 2007 for those aged 25-44. For the roll out of new funding for 

those aged 6-17 years of age, there was a signalled desire for fees to be reduced in line with 

the increase in subsidies. More detailed templates were developed relating to the roll out of 

funding for those aged 65 years and over in July 2004, where it was expected that PHOs 

would reduce their charges for those people without subsidy cards by $26 and by $11 for 

those with subsidy cards (including adjustments to maintain the value of the subsidies). It was 

also noted that there should no longer be a differentiation between fees for those with and 

without cards. Further guidelines were developed for the roll outs from 1 July 2005 onwards.  

 

Focus of this Report 

This report is based on data collected from a random sample of 99 New Zealand general 

practices working within PHOs and focuses on the period between June 2001 and December 

2005. The report considers general trends in the fees patients paid for primary health care 

services and in consultation rates (use of services), for general medical services delivered by 

both doctors and nurses over this period, and in particular, the report focuses on the changes 

occurring as a result of specific allocations of new funding by the government over this period. 

The report therefore covers: 

• the year before the first PHO was established in July 2002  

• the roll out of new funding for Access PHOs as they were established after July 2002  

• the roll out of new funding to Interim PHOs as they were established, and 

• the roll out of new funding to Interim PHOs, for those aged 6-17 in October 2003 and 

those aged 65 years and over in July 2004.   
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Later reports will focus on the roll outs of new funding to Interim PHOs for those aged 18-24 

in July 2005; those aged 45-64 in July 2006; and those aged 25-44 in July 2007.  

 

The technical details of the analyses are provided in the full report. As our data relate to 

general practices, we discuss our findings in relation to Access and Interim practices. We also 

report separately on i) changes in the fees charged for general medical services provided by 

general practitioners (GPs) and nurses (i.e. services provided by nurses only, by GPs only or 

where both a GP and a nurse were seen by the patient), as well as for ii) services where a GP 

was seen by the patient (i.e. excluding nurse-only visits). Our focus is also on the actual fees 

charged to patients by general practices, whereas government policy has focused in 

particular on changes in scheduled fees, i.e. the fees that general practices set out in fee 

schedules to inform patients of standard charges for standard consultations.  

 

Findings  

As a result of the additional funding and the mechanisms used to implement the Strategy, we 

would expect that: 

• increased funding will lead to a reduction in the fees patients pay when they use services, 

as the new funding is rolled out to PHOs 

• new funding will lead to the development of new services, and  

• New Zealanders will use more primary health care services as a result of the reduced 

cost of using services and as a result of the development of new services.  

 

As many New Zealanders were already eligible for subsidies for primary health care services, 

those with the most to gain from the new funding are expected to be those who previously 

had not held a subsidy card. We would therefore expect fees for these New Zealanders to fall 

further, and for their consultation rates to increase more, than for those with CSCs and 

HUHCs. 

 

It is also likely that a shift towards capitation will encourage greater use of nursing services, 

and this is also considered in this report. In addition, we hypothesise that a shift towards 

capitation for health services will encourage PHOs and practices, where they can, to shift 

some costs towards ACC, and that this would show up as an increase in the proportion of 

ACC claims over time.  

 

We consider firstly changes in fees charged to patients, and secondly, changes in 

consultation rates over the past few years as new funding has been rolled out for primary 

health care in New Zealand. We then report on our findings relating to nurse visits, and finally, 

on the proportion of ACC claims over time.  
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Fees 

Since the introduction of the PHCS, what changes have there been in the fees that patients 

pay when they use primary health care services? How are changes in fees related to 

government policy objectives? 

 

In relation to doctor and nurse visits, we find that overall, across both Access and Interim 

practices, over the period from 2001/02 to 2004/05: 

 

• Fees have been rising for children but the fees paid by other patients have fallen on 

average during the periods of time we expect them to fall and for the population groups 

which have benefited from new funding provided by the PHCS. Fees have fallen 

particularly for those aged 65 years and over.  

 

However, because not all groups in the population have been eligible for the same increase in 

subsidies over time, and in order to understand the impact of increases in capitation 

payments on different population groups and to link the changes in fees to government policy, 

we need to break the data further, by funding model (Access or Interim) and by population 

group.  

 

When we break the data down by funding model (see Figures i and ii and Table i below) we 

find that:  

 

• In Access practices, across the entire study period, fees have fallen for all age groups. 

For those aged six years and under fees have fallen from an average of 50c per 

consultation in 2001/02 to an average of 46c in 2004/05, a fall of 4c per consultation 

(8%), with fees having risen in the last year of our study. For the other population 

groups, fees have fallen by between $1.86 and $4.57 per consultation, and by around 

20%. 

 

• In Interim practices, fees have risen for those aged six years and under. For those 

aged 6-17 years of age, fees rose slightly in the first and second years of the study, 

stabilising in the last year of the study, coinciding with the roll-out of new funding in 

October 2003. For those aged 18-64, fees have risen slightly in each year of the study. 

Fees rose slightly for the first two years of the study for those aged 65 years and over, 

before falling in the last year of the study as new funding was rolled out in July 2004. 

Fees averaged $26.12 in 2003/04 prior to the roll out of new funding, falling to an 

average of $21.18 in 2004/05 following the roll out, ie a fall of $4.94 or 19%. 
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Figure i Mean fees by age for all doctor and nurse encounters - Access practices  
    2001/02 – 2004/05  

 

 
 

 
Figure ii Mean fees by age for doctor and nurse encounters – Interim practices  
                  2001/02 – 2004/05 
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Table i Mean fees by funding model and age for doctor and nurse encounters 
                2001/02 – 2004/05 
 

 
*All data are reported as $ in this and following tables reporting on changes in fees. Percentage change is reported 
rounded to the nearest percent in this and all following tables.  
 

 

When we break the data down further and consider the experiences of people with and 

without community services cards (CSCs) (determined by whether an individual as ever held 

a CSC), by different socio-economic circumstances and by ethnicity, we find that (see Table 

ii): 

 

• In Access practices, within each age group, the data show that those with CSCs pay a 

lower average fee than those without cards; however, the larger falls in fees are 

occurring for those without CSCs, except for those aged six years and under where the 

falls in fees have been higher for those with CSCs. 

 

•  In Interim practices, within each age group, fees are also lower on average for those 

with cards than for those without cards. Fees are not rising as fast for children with 

cards as for those without cards and the increases in fees have been less for those 

without cards than for those with cards across the 6-64 year old age group. For those 

aged 65 years and over, fees have fallen further for those without community services 

cards.  

 

  

 

Type Age 2001/02 2002/03 2003/04 2004/05 
Change 
2001/02-2002/03 

Change 
2002/03-2003/04 

Change 
2003/04-2004/05 

Change  
Whole Period 
2001/02-2004/05 

Access 0-5 0.50 0.44 0.33 0.46 -0.06 (-12%) -0.11 (-25%) 0.13 (40%) -0.04 (-8%) 
 6-17 9.27 10.10 8.34 7.41 0.83 (9%) -1.76 (-17%) -0.93 (-11%) -1.86 (-20%) 
 18-24 19.47 19.49 15.02 15.00 0.02 (0%) -4.47 (-23%) -0.02 (0%) -4.47 (-23%) 
 25-44 21.01 20.69 16.40 16.57 -0.32 (-2%) -4.29 (-21%) 0.17 (1%) -4.44 (-21%) 
 45-64 21.56 21.43 17.13 16.99 -0.13 (-1%) -4.30 (-20%) -0.14 (-1%) -4.57 (-21%) 
 65+ 17.82 18.66 16.25 14.59 0.84 (5%) -2.41 (-13%) -1.66 (-10%) -3.23 (-18%) 
Interim 0-5 1.32 1.51 1.92 2.57 0.19 (15%) 0.41 (27%) 0.65 (34%) 1.25 (95%) 
 6-17 15.01 16.07 17.02 17.07 1.06 (7%) 0.95 (6%) 0.05 (0%) 2.06 (14%) 
 18-24 29.69 31.13 32.68 33.13 1.44 (5%) 1.55 (5%) 0.45 (1%) 3.44 (12%) 
 25-44 30.77 32.43 34.04 35.66 1.66 (5%) 1.61 (5%) 1.62 (5%) 4.89 (16%) 
 45-64 30.36 31.42 32.80 34.17 1.06 (3%) 1.38 (4%) 1.37 (4%) 3.81 (13%) 
 65+ 23.61 24.85 26.12 21.18 1.24 (5%) 1.27 (5%) -4.94 (-19%) -2.43 (-10%) 



 

 

 xx

 
 
 
 
 
Tab le  i i  Mean pat ient  co-payments  by  funding model  and CSC sta tus   
    2001/02-2004/05   
 

Funding  

Type 

Age C

S

C 

2001/02 2002/03 2003/04 2004/05 

Change 
2001/02-
2002/03 

Change 
2002/03-
2003/04 

Change 
2003/04-
2004/05 

Change  
Whole 
Period 
2001/02-
2004/05 

Access 0-5 N 0.74 0.66 0.49 0.7 -0.08 (-11%) -0.17 (-26%) 0.21 (43%) -0.04 (-5%) 

    Y 0.37 0.32 0.25 0.33 -0.05 (-14%) -0.07 (-22%) 0.08 (32%) -0.04 (-11%) 

  6-17 N 12.47 13.81 10.9 9.23 1.34 (11%) -2.91 (-21%) -1.67 (-15%) -3.24 (-26%) 

    Y 7.22 7.72 6.77 6.34 0.50 (7%) -0.95 (-12%) -0.43 (-6%) -0.88 (-12%) 

  18-24 N 23.2 24.6 17.44 17.09 1.40 (6%) -7.16 (-29%) -0.35 (-2%) -6.11 (-26%) 

    Y 17 16.57 13.6 13.85 -0.43 (-3%) -2.97 (-18%) 0.25 (2%) -3.15 (-19%) 

  25-44 N 26.17 26.11 19.88 19.75 -0.06 (0%) -6.23 (-24%) -0.13 (-1%) -6.42 (-25%) 

    Y 15.93 15.57 13.24 13.91 -0.36 (-2%) -2.33 (-15%) 0.67 (5%) -2.02 (-13%) 

  45-64 N 25.54 25.33 19.43 19.22 -0.21 (-1%) -5.90 (-23%) -0.21 (-1%) -6.32 (-25%) 

    Y 16.43 16.25 14.04 14.14 -0.18 (-1%) -2.21 (-14%) 0.10 (1%) -2.29 (-14%) 

  65+ N 24.77 25 19.88 16.1 0.23 (1%) -5.12 (-20%) -3.78 (-19%) -8.67 (-35%) 

    Y 15.8 16.65 15.03 14.08 0.85 (5%) -1.62 (-10%) -0.95 (-6%) -1.72 (-11%) 

Interim 0-5 N 1.64 2 2.61 3.33 0.36 (22%) 0.61 (31%) 0.72 (28%) 1.69 (103%) 

    Y 0.93 0.94 1.08 1.59 0.01 (1%) 0.14 (15%) 0.51 (47%) 0.66 (71%) 

  6-17 N 16.95 18.26 19.06 18.75 1.31 (8%) 0.80 (4%) -0.31 (-2%) 1.80 (11%) 

    Y 12.5 13.26 14.43 14.91 0.76 (6%) 1.17 (9%) 0.48 (3%) 2.41 (19%) 

  18-24 N 32.69 35.01 36.76 37.02 2.32 (7%) 1.75 (5%) 0.26 (1%) 4.33 (13%) 

    Y 26.04 27.19 29.02 30.01 1.15 (4%) 1.83 (7%) 0.99 (3%) 3.97 (15%) 

  25-44 N 33.95 35.99 37.51 39.08 2.04 (6%) 1.52 (4%) 1.57 (4%) 5.13 (15%) 

    Y 24.42 25.52 27.5 29.44 1.10 (5%) 1.98 (8%) 1.94 (7%) 5.02 (21%) 

  45-64 N 33.17 34.3 35.57 37.04 1.13 (3%) 1.27 (4%) 1.47 (4%) 3.87 (12%) 

    Y 23.39 24.09 25.65 26.82 0.70 (3%) 1.56 (6%) 1.17 (5%) 3.43 (15%) 

  65+ N 30.99 32.21 33.01 22.84 1.22 (4%) 0.80 (2%) -10.17 (-31%) -8.15 (-26%) 

    Y 20.59 21.77 23.09 20.4 1.18 (6%) 1.32 (6%) -2.69 (-12%) -0.19 (-1%) 
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• In terms of changes in the average level of fees over time, in Access practices we see 

falls of between 4c for children with and without community services cards to falls of 

$8.67 for those aged 65 years and over without community services cards. Percentage 

falls in fees range from 5% for children without community services cards, to between 

11% and 26% for most other population groups, to 35% for those aged 65 years and 

over without community services cards. For doctor visits, we see similar patterns: in 

Access practices we see falls of between 8c for children with community services cards 

to falls of $8.98 for those aged 65 years and over without community services cards. 

Percentage falls in fees range from 7% for those aged 65 years and over without 

community services cards, to between 11% and 27% for most other population groups, 

to 34% for those aged 65 years and over without community services cards. 

 

• New funding was introduced for Interim practices in October 2003 for those aged 6-17 – 

with a $5 increase in subsidy rates for those with CSCs and a $10 increase in subsidy 

rates for those without CSCs. Although this policy relates to the scheduled fees for 

doctor only visits, we would expect to see a reduction in the fees actually charged to 

patients in our data (which covers both doctor and nurse visits).  Average fees for those 

with CSCs rose slightly, while a slight fall in the average fees paid by those in this age 

group is noticeable between 2003/04 and 2004/05 for those without CSCs (where fees 

fell from an average $19.06 to $18.75; a fall of 31c or 2%). The fall in fees is more 

noticeable in Interim practices following the new subsidies introduced in July 2004 for 

those aged 65 years and over, with fees falling by an average of $2.69 (12%) for those 

with CSCs and $10.17 on average for those without cards (a fall of 31%) between 

2003/04 and 2004/05. For doctor visits, average fees fell by $12.23 or 33% for those 

without CSCs and by $3.34 or 13% for those with CSCs. The government was seeking 

falls in schedule fees of around $26 for those without CSCs and of $11 for those with 

CSCs (including adjustments for inflation).  

 

• In relation to deprivation, as measured by a deprivation index NZDep, the research 

shows that overall, fees are lower within each funding model for those in the more 

deprived communities. Reductions in fees are generally benefiting those in more 

deprived communities more than those in less deprived communities in Access 

practices. The pattern is more mixed in Interim practices. 
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• In relation to ethnicity, over the entire study period, average fees have reduced for 

Pacific patients by 12% and for Māori by 10%. Fees have increased slightly (by 3%) for 

the “Other” ethnic group (including New Zealand Europeans) and increased by 22% for 

Asian patients. Thus, changes in fees are benefiting Māori and Pacific ethnic groups by 

more than other ethnic groups, potentially reducing fees for two high needs groups 

relative to other groups in the population. This is likely to reflect the fact that Access 

practices have a higher proportion of Māori and Pacific people enrolled with them and it 

is these practices which have received new funding for all age groups over the study 

period. Asian populations have faced the highest increase in fees over time.  

 

Consultations 

Since the introduction of the PHCS, what changes have there been in the use of primary 

health care services by New Zealanders? 

 

With an increase in funding available for primary health care services as a whole, and with 

many New Zealanders benefiting from reductions in fees, we would expect that consultation 

rates will increase as New Zealanders use more primary health care services. Certainly this is 

a key aim of the PHCS.  

 

Across the population in our sample as a whole, we find that: 

 

• The data show increases in consultation rates across all age groups over the 2001/02-

2004/05 period, in particular amongst those aged 65 years of age and over, with an 

extra 1.68 consultations per annum (a 24% increase). The next highest increase is 

amongst those aged 45-64 years of age (0.73 consultations, a 17% increase), followed 

by those aged 0-5 years of age (0.65 consultations, a 14% increase). Lower increases 

occurred for those aged 18-24 (0.24, 11%), 25-44 (0.27, 10%) and 6-17 years of age 

(0.14, 7%).  

 

When we break the data down by funding model we find that (see Figures iii and iv and Table 

iii below):  

 

• The data show increases in consultation rates in Access practices across the entire 

study period. In these practices, greater increases in consultation rates have occurred 

amongst those aged 65 years and over (1.6 consultations, 22%); 18-24 (0.4 

consultations, 22%); under six (0.8 consultations, 19%) and 45-64 years of age (0.8 

consultations, 18%).  
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• In Interim practices, there has also been an overall increase in consultation rates 

across the entire study period, although the increases in percentage terms are lower in 

Interim practices for all age groups other than those aged 65 years and over, while 

being very close for those aged 45-64 years of age. The greatest increases in 

consultation rates is amongst those aged 65 years and over (1.7 consultations, 25%), 

45-64 (0.7, 17%) and those aged under six (0.5, 11%).  

 

 
Figure iii Mean consultation rates for doctor and nurse encounters - Access  
       practices 2001/02-2004/05 
 

 

 
Figure iv Mean consultation rates for doctor and nurse encounters - Interim  
       practices 2001/02-2004/05 
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Table iii Mean consultation rates for doctor and nurse encounters by funding model 
     and age – 2001/02-2004/05 

 
*All data are reported as numerical values in this and following tables reporting on changes in consultation rates. 
Percentage change is reported rounded to the nearest percent in this and all following tables.  
 

 

When we break the data down further and consider the experiences of people with and 

without community services cards (CSCs) (determined by whether an individual as ever held 

a CSC) (see Table iv), on different socio-economic circumstances and by ethnicity, we find 

that: 

 

• There are increases over the entire study period in consultation rates for all groups, 

except for those aged 18-24 in Interim practices and without CSCs.  

 

• In Access practices, percentage increases in consultation rates are highest for those 

aged 0-5 without CSCs (41%), followed by those aged 65 and over (31%), 18-24 

(28%) and 6-17 (25%) without CSCs. Within each age group, increases in 

consultation rates are higher for those without CSCs.  

 

• In Interim practices, increases in consultation rates are highest for those in the older 

age groups (those aged 65 years and over without (28%) and with CSCs (26%) and 

those aged 45-64 without CSCs (22%)). Increases in consultation rates are slightly 

higher for those without CSCs than for those with CSCs for those aged 0-5 years of 

age, 6-17 years of age, and 65 years and over, while those with CSCs have had 

higher rates of increases than those without CSCs for those aged 18-64.  

 

Type Age 2001/02 2002/03 2003/04 YR04/05 Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

 
Change 

2001/02-
2004/05 

 
Access 0-5 4.2 4.3 4.1 5.0 0.10 (2%) -0.20 (-5%) 0.90 (22%) 0.80 (19%) 

 6-17 1.8 1.8 1.7 2.0 0.00 (0%) -0.10 (-6%) 0.30 (18%) 0.20 (11%) 

 18-24 1.8 2.0 2.1 2.2 0.20 (11%) 0.10 (5%) 0.10 (5%) 0.40 (22%) 

 25-44 2.7 2.9 3.0 3.1 0.20 (7%) 0.10 (3%) 0.10 (3%) 0.40 (15%) 

 45-64 4.4 4.7 5.0 5.2 0.30 (7%) 0.30 (6%) 0.20 (4%) 0.80 (18%) 

 65+ 7.2 8.0 8.4 8.8 0.80 (11%) 0.40 (5%) 0.40 (5%) 1.60 (22%) 

Interim 0-5 4.7 5.0 5.0 5.2 0.30 (6%) 0.00 (0%) 0.20 (4%) 0.50 (11%) 

 6-17 2.1 2.2 2.1 2.2 0.10 (5%) -0.10 (-5%) 0.10 (5%) 0.10 (5%) 

 18-24 2.3 2.5 2.5 2.4 0.20 (9%) 0.00 (0%) -0.10 (-4%) 0.10 (4%) 

 25-44 2.8 3.1 3.1 3.0 0.30 11%) 0.00 (0%) -0.10 (-3%) 0.20 (7%) 

 45-64 4.2 4.5 4.8 4.9 0.30 (7%) 0.30 (7%) 0.10 (2%) 0.70 (17%) 

 65+ 6.8 7.6 8.1 8.5 0.80 (12%) 0.50 (7%) 0.40 (5%) 1.70 (25%) 
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Table  iv  Mean consul tat ion  rates  by funding model ,  age and CSC status  
             2001/02-2004/05  
 

Funding 

Type 

Age CSC 

2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

 
Change 

2001/02-
2004/05 

 
Access 0-5 N 3.57 3.8 3.75 5.02 0.23 (6%) -0.05 (-1%) 1.27 (34%) 1.45 (41%) 

    Y 4.48 4.52 4.27 5.06 0.04 (1%) -0.25 (-6%) 0.79 (19%) 0.58 (13%) 

  6-17 N 1.44 1.52 1.42 1.8 0.08 (6%) -0.10 (-7%) 0.38 (27%) 0.36 (25%) 

    Y 1.99 2.05 1.85 2.1 0.06 (3%) -0.20 (-10%) 0.25 (14%) 0.11 (6%) 

  18-24 N 1.34 1.45 1.57 1.71 0.11 (8%) 0.12 (8%) 0.14 (9%) 0.37 (28%) 

    Y 2.16 2.39 2.4 2.59 0.23 (11%) 0.01 (0%) 0.19 (8%) 0.43 (20%) 

  25-44 N 2.18 2.31 2.36 2.47 0.13 (6%) 0.05 (2%) 0.11 (5%) 0.29 (13%) 

    Y 3.39 3.61 3.7 3.77 0.22 (6%) 0.09 (2%) 0.07 (2%) 0.38 (11%) 

  45-64 N 3.54 3.86 4.16 4.29 0.32 (9%) 0.30 (8%) 0.13 (3%) 0.75 (21%) 

    Y 5.51 5.97 6.17 6.41 0.46 (8%) 0.20 (3%) 0.24 (4%) 0.90 (16%) 

  65+ N 5.04 5.87 5.99 6.6 0.83 (16%) 0.12 (2%) 0.61 (10%) 1.56 (31%) 

    Y 8.15 8.94 9.41 9.78 0.79 (10%) 0.47 (5%) 0.37 (4%) 1.63 (20%) 

Interim 0-5 N 4.5 4.73 4.75 5.01 0.23 (5%) 0.02 (0%) 0.26 (5%) 0.51 (11%) 

    Y 4.96 5.36 5.21 5.47 0.40 (8%) -0.15 (-3%) 0.26 (5%) 0.51 (10%) 

  6-17 N 1.86 1.89 1.84 1.98 0.03 (2%) -0.05 (-3%) 0.14 (8%) 0.12 (6%) 

    Y 2.38 2.51 2.43 2.46 0.13 (5%) -0.08 (-3%) 0.03 (1%) 0.08 (3%) 

  18-24 N 1.75 1.82 1.75 1.7 0.07 (4%) -0.07 (-4%) -0.05 (-3%) -0.05 (-3%) 

    Y 2.92 3.16 3.17 3.13 0.24 (8%) 0.01 (0%) -0.04 (-1%) 0.21 (7%) 

  25-44 N 2.36 2.53 2.54 2.46 0.17 (7%) 0.01 (0%) -0.08 (-3%) 0.10 (4%) 

    Y 3.72 4.05 4.15 4.03 0.33 (9%) 0.10 (2%) -0.12 (-3%) 0.31 (8%) 

  45-64 N 3.66 3.91 4.11 4.15 0.25 (7%) 0.20 (5%) 0.04 (1%) 0.49 (13%) 

    Y 5.45 6.02 6.52 6.64 0.57 (10%) 0.50 (8%) 0.12 (2%) 1.19 (22%) 

  65+ N 5.06 5.55 5.96 6.48 0.49 (10%) 0.41 (7%) 0.52 (9%) 1.42 (28%) 

    Y 7.68 8.57 9.26 9.66 0.89 (12%) 0.69 (8%) 0.40 (4%) 1.98 (26%) 

 

• In Access practices, increases in consultation rates are higher in lower socio-economic 

groups for those aged 6-17, 25-44, 45-64 and 65 years and over. The increase in visits to 

primary health care providers is higher amongst children from better off groups than for 

those from lower socio-economic groups while for those aged 18-24, both lower and 

higher socio-economic groups are benefiting from the PHCS.  

 

• In Interim practices, increases in consultation rates are around the same for those aged 

6-44 and those aged 65 years and over from both lower and higher socio-economic 

groups; with children in higher socio-economic increasing their use of services slightly 

more than children from lower socio-economic groups, and adults aged 45-64 from lower 

socio-economic groups increasing their consultation rates more than those from higher 

socio-economic groups.  
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• Consultation rates have increased for all ethnic groups. The increases are similar for 

Pacific, Māori, and “Other” (with 0.5, 0.6 and 0.6 more consultations on average per year, 

increases of around 16-18%). The smallest increase is amongst Asian populations (0.3 

consultations on average per annum, or a 13% increase). 

 

Nursing Services 

Are more patients being seen by nurses? 

 

As a result of changes in the reporting requirements, practices now need to record nursing 

visits. Although many will have been recording these visits accurately prior to the introduction 

of the PHCS, we cannot separate out from our findings an increase in the proportion of 

nursing visits over time from improved recording. We do, however, find an increase in the 

proportion of nursing visits over time. These analyses will be repeated in 2008 with data 

collected for a further year and we will explore the proportion of nursing visits at that time.  

 

ACC  

What changes are there in the pattern of ACC claims that GPs make, before and after the 

PHCS?  Are more new ACC claims being made? 

 
The proportion of ACC claims and the proportion of new ACC total claims does not show any 

change before and after the introduction of the PHCS. This suggests that practices are not 

shifting costs to ACC. Although they may have a financial incentive to shift costs to ACC, the 

increases in overall funding may be leading to improvements in revenue and income which 

are off-setting financial incentives to shift costs, or there are other disincentives to claiming 

from ACC which are also off-setting the increased incentives to claim on ACC. These other 

disincentives may include the paperwork requirements for an ACC claim versus a claim 

through capitation funding.  
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Conclusions 

The overall goals of the PHCS are to improve health and to reduce inequalities. The 

government has introduced a number of new policies aimed at achieving these high level 

goals, including the introduction of new funding for primary health care, in part to enable 

reductions in fees that patients pay when they access services; the establishment of new 

organisations, PHOs, to manage the services for their enrolled populations; and the move 

from fee-for-service funding at the practitioner level to capitation funding of PHOs. 

 

This is a second report from the Evaluation of the Implementation and Intermediate Outcomes 

of the Primary Health Care Strategy. It focuses on changes in the fees that patients are 

charged over time; changes in the use of services over time; changes in nursing consultation 

rates over time; and changes in ACC claims over time. The report does not directly measure 

health and inequalities; it is hoped that later work by the Evaluation team will explore issues 

relating to health and inequalities in more depth, focusing in particular on the impact of the 

Strategy on measurable intermediate outcomes. 

 

This report shows that fees have generally fallen for the groups where new funding has been 

provided by government. In particular, fees have been falling for those in Access practices, 

and for those aged 65 years and over in Interim practices. Larger falls in fees are occurring 

for those without community services cards, as we might have expected. The one group 

where fees are rising is for children, who have not benefited from higher capitation rates 

(other than through adjustments in 2002 for the general level of inflation between 1997 and 

2002 and through annual adjustments since 2002 to maintain the value of the subsidies).  

 

We have also shown that the new funding is providing significant benefit for many New 

Zealanders given that we may have expected fees to have risen over the study period. 

 

In terms of the roll out of new funding, the government aimed to have zero fees for children; 

fees of between $7-$10 for those aged 6-17 and fees of $15-$20 for adult consultations in 

Access practices, and, according to our analyses, other than for children, this is being 

achieved, both in terms of doctor and nurse consultations overall but also to consultations 

where a doctor is seen.   
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In terms of Interim practices, the data show that the roll out of new funding to those aged 6-17 

lead to only a small reduction in the overall fees paid by those without cards and a small 

increase in fees paid by those with cards, although the increases in subsidies for this age 

group were less than for those in other age groups. Reductions in fees for those aged 65 

years and over were much greater: in the year after the roll out, fees for doctor and nurse 

visits fell by an average of $10.17 (31%) for those aged 65 years and over without cards and 

$2.69 (12%) for those with cards. For doctor visits, average fees fell by $12.23 or 33% for 

those without cards and by $3.34 or 13% for those with cards. The government was seeking 

falls in schedule fees of around $26 for those without cards and of $11 for those with cards.  

 

In terms of consultations, it appears that the government’s aim of increasing consultation 

rates for primary health care is being achieved. There have been increases in consultation 

rates across almost all age, funding model, CSC, deprivation and ethnic groups. Increases 

have been particularly high in Access practices, especially for those without community 

services cards; and for those aged 65 years with and without community services cards and 

those aged 45-64 with community services cards in Interim practices. Consultation rates have 

increased for all ethnic groups, with similar increases for Pacific, Māori and Other ethnic 

groups, and smaller increases for Asian populations.  

 

The overall increase in average consultation rates appears to be relatively small in terms of 

the number of consultations, but increases for some groups in the population are over 20% 

for some in Access practices. Increases in Interim practices are generally lower, as might be 

expected given that new funding has not been allocated to all groups in Interim practices, 

although increases in consultation rates in Interim practices have increased by more than 

20% for those aged 45-64 without CSCs and for those aged 65 years and over without and 

with CSCs.  

 

Overall, the Strategy is resulting in lower fees for primary health care for many New 

Zealanders, and consultation rates are also increasing over time. Further analyses of our data 

are required to identify the contribution of different factors to the changes we are seeing in our 

data, and in relation to identifying the implications for policies to reduce inequalities. These 

analyses will be undertaken as this evaluation progresses, including providing information on 

the impact on health (as measured by intermediate health outcomes) over time.  
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1. Introduction 

Overview of the Primary Health Care Strategy Evaluation 

In February 2001, the New Zealand government published the Primary Health Care Strategy 

(PHCS). The PHCS has two key goals – to improve health and to reduce inequalities in 

health. Implementation of the Strategy has involved three main changes in policy. First, 

government funding is being increased in order that the fees that patients pay when they use 

primary health care services can be reduced. Second, the Government is encouraging the 

development of Primary Health Organisations (PHOs) as local non-governmental 

organisations which each serve the needs of an enrolled population. Third, public funding of 

primary care is changing from fee-for-service subsidies at the practitioner level to capitation 

funding of PHOs.  

 

The government has provided an additional $2.2 billion in funding over the seven year period 

from 2002/03 for implementation of the Strategy, representing a major investment in primary 

care. The two first PHOs were established in July 2002; by the end of 2005, there were 81 

PHOs in existence, covering 3.9 million New Zealanders.  

 

The Health Research Council, Ministry of Health and Accident Compensation Corporation 

(ACC) have jointly funded an ‘Evaluation of the Implementation and Intermediate Outcomes 

of the Strategy’. The Evaluation is being undertaken by a research team led by the Health 

Services Research Centre, Victoria University of Wellington and CBG Health Research 

(Auckland). The main objectives of the evaluation, with consideration to both health and 

injury-related services, are to:  

• describe the implementation of Primary Health Care Strategy with a specific focus on 

PHOs 

• evaluate the implementation of PHOs against the objectives of the Strategy 

• analyse the net costs of the Strategy at the national and the PHO level, and the extent 

to which expenditure changes over time, by population group and service type 

• identify positive and negative influences on PHO achievement and to identify the critical 

success factors for delivery of effective, accessible primary health care, and  

• disseminate the results from the evaluation to government agencies, DHBs, PHOs, and 

other Primary Care Organisations. 
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The evaluation aims to: 

•  reach an in-depth understanding of the experience and activities of PHOs and their 

member providers in responding to the PHCS 

•  measure change in programmes, processes and intermediate health outcomes during 

the adoption and implementation of the PHCS, and  

•  assess the impact of the Strategy on reducing health inequalities between Māori, 

Pacific peoples, the socio-economically disadvantaged and other population groups. 

 

The Evaluation is a complex project, involving both qualitative and quantitative methods. The 

qualitative research is assessing how implementation of the Strategy is progressing and what 

progress is being made towards meeting the goals of the Strategy. The quantitative analyses 

are measuring changes in the fees patients pay when they use primary health care services, 

changes in the use of services, and changes in intermediate health outcomes, before and 

after the introduction of the Strategy.  

 

The research uses four main data sources – key informant interviews with PHO and practice 

staff and a range of national stakeholders; a postal questionnaire to all PHOs and general 

practices and a sample of practice staff; quantitative data on patient characteristics, fees and 

utilisation of services from a sample of general practices; and quantitative data from national 

data sources (for example, the national minimum data set held by the New Zealand Health 

Information Service) – and will provide both qualitative and quantitative assessments of the 

implementation and intermediate outcomes associated with the PHCS.  

 

Evaluation Progress  

A first report from the evaluation team covered the period from October 2003 to October 2004 

(Cumming, Raymont et al. 2005). It reported on interviews undertaken with a sample of PHO 

and practice staff and those working in key stakeholder organisations. Since then, the 

research team has completed a further round of interviews, and has distributed a postal 

questionnaire to all PHOs and practices and a sample of practice staff, to quantify the extent 

to which experiences reported in the qualitative interviews are experienced across PHOs and 

practices nationally. In addition, we have also undertaken preliminary quantitative analyses 

using practice data, focusing on changes in fees and utilisation of services.  

 

Results from the Evaluation are being presented as a series of reports, with the aim that 

results are available to policy makers and other stakeholders as soon as possible after data 

collection is complete for each phase of the research. This report sets out the findings from 

the quantitative analyses using data collected from a sample of New Zealand general 

practices, focusing on changes in the fees patients pay when they use general practice 

services and on utilisation of general practice services.  
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Later reports will link the findings from these quantitative analyses to findings from the key 

informant interviews and postal survey, and assess the impact of the PHCS on intermediate 

health outcomes. Separate reports will cover the experiences of Māori and Pacific peoples as 

a result of the PHCS and the experiences of Māori-led and Pacific-led PHOs. 

 

This Evaluation of the PHCS is one of a number of evaluations being funded to research how 

key aspects of the PHCS are working to improve health and to reduce inequalities in New 

Zealand. Reports on other evaluations are available on the Ministry of Health website1.   

 

Scope of this Report 

This report addresses a series of specific questions about the fees paid by New Zealanders 

when using general practice services and about use of general practice services. The 

research is focused on the period between June 2001 and December 2005, and seeks to 

answer the following questions: 

 

• Since the introduction of the PHCS, what changes have there been in the fees that 

patients pay when they use primary health care? How are changes in fees related to 

government policy objectives? 

 

• Since the introduction of the PHCS, what changes have there been in the use of 

primary health care services by New Zealanders? 

 

• Are more patients being seen by nurses? 

 

• What changes are there in the pattern of ACC claims made by general practices, before 

and after the PHCS?  Are more new ACC claims being made? 

 

These questions are examined for different population groups and funding models. 

 

                                                      
1 See http://www.moh.govt.nz/primaryhealthcare 
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The structure of this report is as follows: 

• Section 2 discusses the Primary Health Care Strategy and its implementation over the 

past five years. 

• Section 3 describes the Evaluation of the Primary Health Care Strategy – Practice Data 

Analyses. 

• Section 4 describes the research design for this aspect of the Evaluation. 

• Section 5 sets out the Results from the research, focusing on changes in the fees that 

patients pay when they use general practice services; changes in the use of services; 

changes in the proportion of nursing consultations; and changes in the proportion of 

ACC claims, since the introduction of the Primary Health Care Strategy.  

• Section 6 provides a Discussion on the results. 

• Section 7 sets out our overall Conclusions from the research. 

• Section 8 sets out the References in the report. 

 

A number of Appendices are also included in this report: 

• Appendix 1 provides detail on the power analysis which determined the sample size 

required for the research. 

• Appendix 2 provides detail on the sample of practices used in these analyses. 
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2. The Primary Health Care Strategy  

The Primary Health Care Strategy (PHCS) was introduced in February 2001. The PHCS aims 

to improve the health of New Zealanders and to reduce inequalities in health. Implementation 

has involved three major policy changes.  

 

A first important change has seen a significant increase in the funding provided to support 

primary health care in New Zealand. The Strategy notes that there have been longstanding 

barriers which have made it difficult for some New Zealanders to access primary health care 

services and the government has committed itself to reducing cost barriers in particular by 

providing additional funding to support improved access to primary health care services. How 

this has worked in practice is discussed in more detail below. 

 

A second important aspect of the Strategy is the development of Primary Health 

Organisations (PHOs). PHOs are: 

• Funded by district health boards (DHBs) for the provision of essential primary health 

care services to an enrolled population. 

• Required to develop services that will be directed towards improving and maintaining 

the health of the population as well as providing first-line services to those who are 

unwell. 

• Required to involve their communities in their governing processes and be responsive 

to community needs. 

• Required to involve all providers and practitioners in influencing decision-making. 

• Required to be not-for-profit. 

• Funded on a capitation basis (King 2001). 

 

New Zealanders are encouraged to enrol with PHOs via their usual primary health care 

provider, but they can continue to choose not to enrol and they continue to have a choice over 

where they receive primary health care services. Likewise, practitioners can choose to affiliate 

with a PHO or not. However, those people or practitioners who remain outside the PHO 

system cannot access any of the new public funding for primary health care; thus there is a 

strong incentive for both to participate in the new arrangements.  
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A third change is the move to capitation payments for PHOs. One key rationale for moving to 

capitation is to reduce inequalities by ensuring that PHOs are funded according to the needs 

of population they are serving, rather than to the number of services being delivered (King 

2001). A move to capitation is also considered important in encouraging multi-disciplinary, 

team approaches to care (including increasing the role of nursing in primary health care), and 

in promoting a focus on wellness as opposed to sickness (National Advisory Committee on 

Health and Disability 2000). Although the policy results in PHOs being paid by capitation, how 

PHOs pay practices and practitioners is left up to PHOs, practice owners and managers and 

practitioners to decide. With many of those using primary health care services still also paying 

a contribution to the cost of services through user charges, practices continue to receive 

funding from both public and private sources, and through a mix of payment types. 

 

The Strategy also seeks to support the development of services by Māori and Pacific 

providers, and to facilitate transition to widespread patient enrolment with PHOs through a 

public information and education campaign (King 2001). 

 

Implementation of the Primary Health Care Strategy 

The shift from targeting to a universal approach 

Prior to the introduction of the PHCS, the New Zealand government partially subsidised 

(funded) access to primary health care, with different subsidy rates available for different 

population groups. Access to subsidised care was provided for all children under six years of 

age. For other age groups, subsidised care was available to those families with community 

services cards (CSCs), a subsidy card available to those on lower incomes, and to those 

individuals with a high user health card (HUHC), available to those who had an on-going 

health condition, and who had visited the GP 12 or more times in the previous 12 months2. 

The following arrangements applied in 2002: 

• All children under six years of age received a subsidy of $32.50 for each 

consultation and free prescriptions. 

• For those with a CSC or a HUHC, those aged 6-17 received a subsidy of $20 for 

each consultation and paid $3 per prescription compared to non-card-holders who 

received a subsidy of $15 per general practice consultation and paid $10 per 

prescription item.  

 

                                                      
2 See http://www.maorihealth.govt.nz/moh.nsf/indexmh/phcs-funding-huhc 
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• For those with a CSC or a HUHC, adults received a subsidy of $15 for each 

consultation compared with non-card-holders who paid the full cost of general 

practice visits themselves, while card-holders paid only $3 per prescription item 

compared to non-card-holders who paid $15 per item3.  

 

In most cases, people with subsidy cards also paid a fee to the primary health care provider, 

while adults without cards paid the full cost of general practice services themselves. 

 

The PHCS signals a move away from the targeted approach, where the government only 

provides funding to support primary health care for some groups in the population, to a 

universal approach, where all New Zealanders are eligible for government funding for primary 

health care.  

 

In order to move towards a universal approach and at the same time to ensure new funding 

set aside for the PHCS went to those most in need, the government chose, at first, to create 

two forms of funding – known as Access and Interim funding.  

 

At first, Access PHOs or practices received a higher per capita rate per enrollee than Interim 

PHOs or practices4. Access PHOs were defined as those where the PHO had more than 50% 

of its enrolled population identifying as Māori or Pacific, or from lower socio-economic areas 

(as measured by a deprivation index (Crampton, Salmond et al. 2004)). Funding was targeted 

towards PHOs with a majority of its enrollees in these population groups on the grounds that 

they have poorer health status on average and higher needs than other New Zealanders 

(Ministry of Health 1999; Ministry of Health 2004b; Raymont 2004). The main reason for 

providing this new funding was to reduce the payments that patients pay when accessing 

primary health care. Access PHOs received their new funding as they became established. 

The first Access PHOs were established in July 2002.  

 

Access PHOs also had access to new forms of funding for ‘services to improve access’ (SIA), 

to support management services, and for health promotion services. Before receiving the SIA 

and health promotion funding, PHOs must submit proposals as to how the additional funding 

will be used, and have these approved by their DHB. SIA and health promotion funding is also 

paid on a capitated basis, with higher rates for those individuals enrolled with the PHO who 

identify as Māori or Pacific, or from lower socio-economic areas. Management fees are also 

on a capitated basis, with slightly higher rates per enrollee for smaller and medium sized 

PHOs. 

                                                      
3 Although when the medicines themselves are only partly subsidised there would be additional charges. See 
http://www.maorihealth.govt.nz/moh.nsf/indexmh/phcs-funding-csc 
4 Although the policies related to both PHOs and practices, we use ‘Access PHOs’ and ‘Interim PHOs’ as shorthand 
for ‘Access PHOs/practices’ and ‘Interim PHOs/practices’ respectively. 
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The first Interim PHOs were established in October 2002. At first, they were funded at lower 

capitation rates than Access PHOs. Since 2003, the government has provided further funding, 

increasing the capitation payment rates to Interim PHOs to the rates paid for those in Access 

PHOs. New funding was provided to Interim PHOs to reduce fees, for those aged 6-17 years 

of age (from 1 October 2003), those aged 65 and over (from 1 July 2004), those aged 18-24 

(from 1 July 2005), those aged 45-64 (from 1 July 2006), and those aged 25-44 (from 1 July 

2007). Interim PHOs were also eligible for the SIA, management, and health promotion 

funding, funded in the same way (and at the same capitation rates) as for Access PHOs.  

 

In addition, all those eligible for the new, higher subsidy levels also became eligible for 

cheaper pharmaceutical services – with part charges for fully subsidised items falling to $3 

per prescription item.  

 

In October 2006, a further change was made to the funding levels for PHOs, such that all 

those PHOs offering very low cost access (ie very low fees) became eligible for even higher 

levels of subsidies. At October 2006, this 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. 

Additional funding was provided to very low cost access practices from a July 2007, with the 

aim of keeping child visits free, visits for those aged 6-17 at no more than $10.50 and adult 

fees at a maximum of $15.50 (Hodgson 2007).   

 

As a result, all New Zealanders – regardless of the type of PHO they are in – are now 

subsidised at a higher level for primary care. Since July 2007, differences in the funding 

between Access and Interim PHOs no longer exist. However, higher capitation payments 

continue to be paid for health promotion and SIA services for people from lower socio-

economic areas and for Māori and Pacific populations, as well as for those receiving services 

from ‘very low cost access’ practices5. Capitation payments are also now annually adjusted to 

maintain the value of the subsidies over time. 

 

                                                      
5 Details on the capitation rates are available on the Ministry of Health website, www.moh.govt.nz/primaryhealthcare 
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A number of other funding sources are also available for primary health care in New Zealand. 

In response to concerns that some New Zealanders with high needs not in Access PHOs 

might continue to miss out on higher subsidies while the new funding was rolled out, a 

separate funding arrangement has been established for those with chronic illnesses. Called 

Care Plus, this funding is targeted towards individuals who need to visit their GP or family 

nurse often, due to significant chronic illnesses or a terminal illness. Additional funding is also 

available to support rural practice, while the government is also introducing a performance 

management programme and funding to support clinical governance and continuous quality 

improvement in primary health care in New Zealand. Some PHOs have also had access to 

funding to support programmes to reduce inequalities, to promote innovations in nursing 

services, and to promote innovations in primary mental health care services6.  

 

Further changes in funding are due for implementation from January 2008, when capitation 

payments for visits for children will be increased by $6 to $45.70 where PHOs and practices 

do not charge patients for child visits (Hodgson 2007).  

 

Overall, the government has committed an additional $2.2 billion over seven years from 

2002/03 for implementation of the Strategy. This is a significant injection of funding for 

primary health care, providing around $300 million additional new funding per annum on top 

of an annual spend on general practitioner services of about $337 million in 2002/03 (Ministry 

of Health 2004a).  

 

Potential impact of the Strategy 

These reforms represent major changes in the way in which health care is funded and 

organised, in order to promote a new approach to primary health care access and service 

delivery in New Zealand. The focus on primary health care reflects its important role in the 

health care system, with most formal care provision occurring at this level (Green, Fryer et al. 

2001). The changes also reflect the attention being paid to primary health care in international 

health policy (World Health Organisation 1978; World Health Assembly 2003). Primary health 

care reform is currently occurring in a number of countries, including the United Kingdom and 

Canada (Sibbald, Sheaff et al. 2004; Wilson, Shortt et al. 2004). 

 

                                                      
6 Detailed information on each funding source is available at www.moh.govt.nz/primaryhealthcare 
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In general, New Zealand evidence supports the need for additional resources to encourage 

greater use of primary health care services. New Zealand research has consistently shown 

significant inequities in access to and use of services (Ministry of Health 1999; Ministry of 

Health 2004b; Raymont 2004). The latest New Zealand Health Survey, for example, show 

variations in the utilisation of a range of services by age, gender and ethnicity, socio-

economic status and health status (Ministry of Health 2004b). Descriptive analyses of health 

services utilisation data show a higher number of GP visits for those on low-to-medium 

incomes than those on medium-high or high incomes, for those in more highly deprived 

areas, for those who are older, and for those with poorer health status. Those in the more 

highly deprived areas, those on low-medium incomes, young people aged under 25 years of 

age and adults aged 25-44 year of age, Asian, Māori and Pacific peoples, those who use 

more services, and those in poorer health, are more also likely than other New Zealanders to 

forego visits as a result of the cost of primary health care (Raymont 2004). It has been argued 

that these population groups are not sufficiently using primary health care services given their 

higher levels of health need, and that this may result in inappropriate use of secondary care 

(hospital) services (Coster and Gribben 1999; Crengle 1999; Tukiotonga 1999; King 2000).  

 

A number of studies have particularly focused on differences between Māori and non-Māori 

utilisation of health services (Davis 1986; Davis 1987a; Davis 1987b; Pomare, Keefe-Ormsby 

et al. 1995; Westbrooke, Baxter et al. 2001; Ministry of Health 2004b; Ministry of Health 

2006). Overall, the results suggest that in many cases Māori have less access to primary 

health care, relative to the whole population, particularly when proxies for need (eg, mortality, 

hospital discharges) are taken into account. Poor access to primary health care for Māori is 

considered a key factor in higher than desirable rates of illness and hospitalisations among 

Māori, in generating poorer health outcomes for Māori and in relation to inequalities in health 

in NZ (Pomare, Keefe-Ormsby et al. 1995; Ministry of Health 2006). A variety of explanations 

have been put forward to explain differences in access, including cost, location, transport, 

attitudes of doctors, acceptability of the service, and knowledge of the importance of care 

(Pomare, Keefe-Ormsby et al. 1995; Crengle 1999).  

 

There is also research available on Pacific peoples’ experiences of health services 

(Tukiotonga 1999) (Bassett and Holt 2002). Recent quantitative research shows that Pacific 

peoples living in New Zealand generally have poorer health status than other New 

Zealanders; are more exposed to risk factors for poor health, and experience barriers in 

accessing health services (Pacific Health Research Centre 2003; Ministry of Health and 

Ministry of Pacific Island Affairs 2004). In relation to primary health care, Pacific peoples have 

been found to have similar experiences to other New Zealander in relation to having a usual 

carer (Ministry of Health and Ministry of Pacific Island Affairs 2004)and visiting a doctor in the 

previous year (Ministry of Health and Ministry of Pacific Island Affairs 2004), but there are 

mixed findings in relation to the number of visits Pacific peoples make to primary health care 
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compared with other New Zealanders (Ministry of Health and Ministry of Pacific Island Affairs 

2004; Davis, Suaalii-Sauni et al. 2005). It has been suggested that the use of conventional 

providers does not appear to be proportionate to the need for Pacific peoples, and there is 

evidence of lower rates of some types of preventive care for Pacific peoples and of higher 

levels of unmet needs amongst Pacific communities,(Ministry of Health and Ministry of Pacific 

Island Affairs 2004; Davis, Suaalii-Sauni et al. 2005) and GPs have reported less rapport with 

Pacific peoples (Davis, Suaalii-Sauni et al. 2005). Pacific people have high rates of 

registration with PHOs, suggesting the potential for primary health care to improve its 

performance in terms of meeting the needs of Pacific peoples (Ministry of Health and Ministry 

of Pacific Island Affairs 2004). 

 

International research also supports the focus that New Zealand is now taking in relation to 

primary health care. Starfield, for example, finds lower costs and better health outcomes 

(most notably in infancy and childhood) that are attributable to primary health care in 

countries with stronger primary health care systems (Starfield 1994; Starfield 1998). More 

recent and technically sophisticated studies, controlling for a range of health and socio-

economic factors (Starfield 2004), have confirmed these associations for all cause mortality, 

life expectancy, infant mortality, potential years of life lost for all causes, pneumonia, 

influenza, asthma and bronchitis, cerebrovascular disease, heart disease amongst males and 

for all categories of potential years of life lost for females. The analyses showed the 

consistency of these relationships over time, from 1970 to 1998 (Macinko, Starfield et al. 

2003). There is also evidence that better primary health care resourcing is associated with 

lower levels of social inequity, although there is very little research on this topic (Starfield 

2004).  

 

The international literature also provides us with an indication of changes which may occur as 

a result of reducing the charges that New Zealanders have to pay when using primary health 

care services. The literature suggests that although cost sharing can help to control 

expenditures by reducing utilisation of services (Rice and Morrison 1994), it has also been 

shown to discourage the use of appropriate and inappropriate care roughly equally (Lohr, 

Brook et al. 1986), especially for primary and preventive services as opposed to more costly 

hospital services, and particularly amongst those on lower incomes (Rice and Morrison 1994).  
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There is evidence from other universal comprehensive public systems that use of health 

services and expenditure on health care are strongly related to poor health status (associated 

with lower socioeconomic status) while most people make little use of health care (Roos, 

Forget et al. 2004). However, the literature suggests that it is likely that the lower user 

charges introduced in New Zealand as a result of the PHCS will, all other things being equal7, 

result in an increased demand for (and use of) services. Although the impact of lower charges 

on health status is less clear, there are indications that lower charges can benefit health 

status by encouraging visits that enable more preventive checks to be made, for example, for 

high blood pressure, prevention of communicable diseases, and other disease screening, 

again especially for those on low incomes (Rice and Morrison 1994).  

 

Many of the above conclusions, however, are based are the findings from cross-sectional 

studies, and while cross-sectional studies tell us about the possible reasons for differences in 

access and utilisation, they cannot tell us how access and utilisation change when fees 

change. Very few studies have been undertaken that inform us as to the impact of changes in 

fees (Roos, Forget et al. 2004). International studies have shown reductions in demand with 

the introduction of co-payments (Scitovsky and Sneider 1972; Beck 1974; Scitovsky and 

McCall 1977; Beck and Horne 1980; Scheffler 1984; Cherkin, Grothaus et al. 1989; Cherkin, 

Grothaus et al. 1990; Cherkin, Grothaus et al. 1992) – and in some studies it was found that 

physician office visits fell while hospitalisations increased (Roemer, Hopkins et al. 1975; 

Helms, Newhouse et al. 1978) – although the findings from some of these studies need to be 

viewed cautiously due to problems with data (Rice and Morrison 1994). In Saskatchewan, use 

of primary medical services fell by around 6-7% when fees were introduced; when free health 

care was reintroduced in Saskatchewan in 1971, the use of services then returned to its 

predicted trend value (Richardson 1991). Other studies have shown an increase in the 

number of visits by the poorest groups, upon the introduction of the United Kingdom National 

Health Service (Stewart and Enterline 1961), and upon the introduction of Canadian Medicare 

to Quebec in 1970 (Enterline, Salter et al. 1973). Interestingly, both studies also showed a 

drop in visits for the relatively well off.   

 

                                                      
7 A number of factors may determine whether or not use of services increases. In particular, if New Zealanders seek 
to use more services because the costs of care are cheaper, service use can only increase if service providers are 
able to provide more services. It is possible that providers do not have more time to provide services or that there are 
shortages of qualified staff available to increase the provision of services. This may be a particular problem in the 
short term, until additional staff become available. There may also be other constraints in the system as well; for 
example, a lack of space in buildings where services are delivered may also constrain providers’ ability to deliver 
more services. 
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Two New Zealand studies have researched changes in utilisation of services following 

changes in user charges. The WaiMedCa study enabled researchers to explore changes 

resulting from the redesign of the user charge regime in New Zealand in 1992, with falls in 

utilisation of services following reductions in charges for community services card-holding 

groups – the counterintuitive result arising possibly from the negative publicity associated with 

the changes, the possibility that fees charged did not in fact fall as far as the subsidy changes 

might have allowed, access to private health insurance and, more speculatively, from 

problems in accessing the community services card required to access cheaper care (Davis, 

Gribben et al. 1994). An evaluation of the introduction of ‘free’ care for the under-sixes 

introduced in New Zealand in 1997 found that more children under six appeared to consult a 

GP following the introduction of the scheme, and that this may have reduced hospital use, in 

particular in relation to acute respiratory illnesses. However the data available were 

inadequate to evaluate the scheme fully (Dovey and Tilyard n.d.). 
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3. Evaluation of the Primary Health Care 
 Strategy – Practice Data Analyses  

The quantitative evaluation presented in this report has been designed to identify the impact 

of the PHCS on the fees people pay when they use primary health care services and on the 

use of services, and to explore how these have changed for different groups in the New 

Zealand population over time. As a result of the additional funding and the mechanisms used 

to implement the Strategy, we expect that: 

• increased funding will lead to a reduction in the fees patients pay when they use services, 

as the new funding is rolled out to PHOs 

• new funding will lead to the development of new services, and  

• New Zealanders will use more primary health care services as a result of the reduced 

cost of using services and as a result of the development of new services. 

 

It is also likely that a shift towards capitation will encourage greater use of nursing services, 

and this is also considered in this report.  

 

In addition, this research is focused on a number of issues relating to claims for injury 

services funded by the Accident Compensation Corporation (ACC). ACC separately funds 

primary health care providers, including general practices, for services relating to injuries. 

With a shift towards capitation of primary health care services for non-injury related services, 

and hence a greater degree of capping and control over the total revenues and incomes that 

practices can earn from non-injury related services, there are increased incentives to shift 

costs from non-injury related services towards other services which remain outside the 

capitation formula. The most significant of these is ACC (although the same incentives arise 

for laboratory costs, pharmaceuticals and referrals into secondary care). We hypothesise that 

a shift towards capitation for health services will encourage PHOs and practices, where they 

can, to shift some costs towards ACC, and that this would show up as an increase in the 

proportion of ACC claims over time.  
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This report is focused on experiences during the period from June 2001 until December 2005. 

It therefore provides data on fees and use of services covered by:  

• the year before the first PHO was established in July 2002  

• the roll out of new funding for Access PHOs as they were established after July 2002  

• the roll out of new funding to Interim PHOs as they were established, and 

• the roll out of new funding to Interim PHOs, for those aged 6-17 in October 2003 and 

those aged 65 years in July 2004.   

 

The data set we are using here has data until December 2005; however, this report does not 

provide analyses of the introduction of new funding to Interim PHOs for those aged 18-24 in 

July 2005, as this would allow only for six months of data collection beyond the roll out of new 

funding. Later reports will also focus on the later roll outs of funding to Interim PHOs for those 

aged 45-64 in July 2006; and those aged 25-44 in July 2007. 

 

This report particularly focuses on the fees charged and consultation rates for primary health 

care visits provided by general practitioners (GPs) and nurses. The reason for this focus is 

that the PHCS is aiming to improve access to primary health care services generally (as 

opposed to GP services only), and it is expected that nurses will play an increasing role in 

service delivery over time. We also provide some separate analyses of the changes over time 

in the fees charged for visits where a GP is seen by a patient, as government policy settings 

have focused in particular on the fees charged for services provided by a GP. Although 

government policies have specifically focused on the fees charged for GP services, we do 

expect to see reductions in the average fees charged over time for GP and nurse visits, 

particularly as the largest proportion of visits are visits where a GP is seen by a patient (see 

Section 5, below). Our data, however, relate to the fees actually charged by primary health 

care service providers whereas government policy has focused on reducing the scheduled 

fees advertised to New Zealanders when they visit a primary health care provider. This 

distinction needs to be kept in mind in interpreting the results set out below. 
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The Analysis of Data from General Practices 

Our original research plan involved collecting quantitative data from a sample of general 

practices working with a purposeful sample of the PHOs which participated in the qualitative 

research stream. This information would have been supplemented by national, routine data 

collection on use of services (such as consultation rates, by ethnicity and age groups). 

However, there have been considerable delays in the implementation of this routine collection 

of national data from PHOs, and, as a result, the evaluation team has not been able to access 

national historical data with which to measure the impact of the PHCS on the use of primary 

health care services. To provide this information, the research methodology was amended to 

include the collection of practice data from a national, random sample of general practices. 

This new methodology involved collecting data from 100 randomly selected general practices 

working with PHOs8. 

 

The data sources we are using here – data supplied by general practices – have some 

limitations in assessing the impact of the PHCS on fees and use of services. The focus in on 

general medical services consultations – we have excluded consultations for maternity 

services and for immunisation services, which are funded differently from general medical 

services, and we report separately on ACC consultations. The data are focused on 

consultations provided by GPs and nurses, and the data cannot tell us about consultations 

provided by other practitioners (eg, community health workers). The data can also only tell us 

about the number of nursing consultations recorded over time and it is likely that new 

requirements from the Ministry of Health to report nursing consultations separately means 

that any increase in nursing services that we see may be related to improved recording as 

opposed to a real change in service delivery patterns. The general practice data systems may 

also miss new activities undertaken by PHOs (which are not covered in this data set) and by 

practices not recording some new activities, although we will learn about these from our 

qualitative and survey research, on which we will report later.  

 

 

                                                      
8 The small number of practices which remain outside of PHOs have not been included in the sample, as they now 
represent a seriously biased, unusual and shrinking group. It is estimated that these practices now provide care to 
less than 5% of the New Zealand population.  
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Evaluation Frameworks 

This Evaluation has of necessity been developed as a before-and-after evaluation, and we 

have no means of knowing and how fees and use of services would have changed in the 

absence of the PHCS. We can, however, refer to some research which might tell us how fees 

paid by patients might have changed over this time period, and we have done this later in this 

report.  

 

A final key challenge relates to how we assess the impact of the PHCS given that new 

funding has been allocated to different groups in the population at different points in time. We 

therefore need to separate our analyses by population group and to consider when new 

funding was allocated to different parts of the sector, in order to better understand the impact 

of the Strategy on fees and use of services. The key issues are as follows: 

 

• All enrollees in Access PHOs became eligible for higher subsidies and new funding at the 

time that they were established. Access PHOs were established at different points in time 

over the last few years. 

 

• Enrollees in Interim PHOs became eligible for some new funding (eg, health promotion, 

SIA and management funding) as they were established. These PHOs were also 

established at different points in time over the last few years. 

 

• Additional funding to bring the subsidies paid to Interim PHOs to Access capitation levels 

was rolled out in waves, by population group, at the following times, during the June 2001 

to December 2005 period covered by this study: 

• 1 October 2003 – those aged 6-17 years of age 

• 1 July 2004 – those aged 65 and over. 

 

• It is important also to remember that there will have been greater changes in the subsidy 

payments being made to those people who previously did not have a subsidy card, as 

those with cards were already eligible for higher subsidies prior to the introduction of the 

PHCS. 
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• In evaluating the implementation and impact of the PHCS, we also need to consider the 

impact of specific operational policies introduced by government as new funding has been 

rolled out to PHOs. For all those aged six years and under, subsidies increased from 

$32.50 to $35 in 2002 to adjust for inflation over the 1997 to 2002 period (King 2002). For 

those aged 6-17 years of age, subsidies increased from $20 to $25 for those holding 

subsidy cards and from $15 to $25 for those not holding these cards. For adults with 

cards, subsidies were increased from $15 per consultation to $25 per consultation; while 

for those without cards, subsidies increased from $0 to $25 per consultation (excluding 

any annual adjustments for inflation which also commenced in 2002).  

 

• In addition, the following specific operational policies were used for each of the roll-outs of 

new funding, relating to how the new funding would be used to reduce the fees that 

patients pay when they use primary health care services. A fees review policy was also 

established to review fees where this was felt necessary by a DHB (King 2003). 

 

• Access PHOs – As funding was rolled out to Access PHOs, the government noted that it 

expected that ‘enrolled patients will have access to low or reduced cost primary health 

services’ and that there should be ‘certainty that the increased payments…will be 

reflected in low or reduced costs to patients’. It was recognised that fees needed to be 

‘fair to the providers and reasonable for the patients’ (King 2003). In practice, this policy 

was implemented through discussions between Ministry of Health officials, DHB staff and 

PHO staff. These discussions focused on the usual fees charged within specific 

communities, as well as a view that a ‘low’ fee is generally a zero fee for those aged six 

years and under; $7-$10 for those aged 6-17; and $15-$20 for adults (personal 

communication, Ministry of Health).  

 

• Interim PHOs – New roll outs of funding for Interim PHOs occurred at the following times 

covered by this study: 

o 1 October 2003 – those aged 6-17 years of age 

o 1 July 2004 – those aged 65 and over. 

 

• For the roll out of new funding for those aged 6-17 years of age, a similar policy to that in 

place for Access PHOs applied (personal communication, Ministry of Health). Subsidies 

increased from $20 to $25 for those with subsidy cards and from $15 to $25 for those 

without subsidy cards (Ministry of Health 2003). 
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• Templates were developed for DHBs relating to the roll out of funding for those aged 65 

years and over. The templates discuss ‘low or reduced patient fees for groups that 

receive higher levels of funding’, and suggest that ‘PHOs must demonstrate “how the fees 

have been informed by the currently known level of fees in the region, and how increased 

subsidy payments translate into low or reduced costs to patients, being both fair and 

reasonable to patients and providers”. Thus, for the July 2004 roll out, it was expected 

that PHOs would reduce their charges for those people without subsidy cards by $26 (ie 

the original 2002 $25 capitation payment plus annual adjustments for inflation) and by 

$11 for those with a card. It was suggested that where the proposed fees are a $26 or a 

$11 reduction, then this would indicate how increased fees have translated into low or 

reduced costs, and that no further discussion would be needed between DHBs and 

PHOs. It was also noted that there should no longer be a differentiation between fees for 

those with CSCs and those without CSCs. 

 

• More specific guidelines were developed for the roll outs from 1 July 2005 onwards 

(Ministry of Health 2005). The guidelines noted that PHOs were to ‘ensure that those 

increased subsidy payments will result in low or reduced fees’. For the roll out in July 

2005, where agreement was reached between DHBs and PHOs and notified fees 

represent low or reduced fees, then capitation rates for Interim PHOs would be the same 

as for Access PHOs. It was also noted that the capitation rates were first set in 2002, at 

$25 per the national expected consultation rate, and that capitation rates were now being 

increased to maintain their value over time. Thus, for the July 2005 roll out, it was 

expected that practices would reduce their charges for those people without community 

services cards by $26 plus that year’s annual adjustment for inflation (2.69%), ie by 

$26.70. The document provided for discretion by DHBs, and suggested that (for those 

without subsidy cards): 

• ‘A fee reduction of between $24-$26 is acceptable 

• A fee reduction of between $22-$24 may be acceptable if the PHO provides adequate 

supporting information such as utilisation rates that are significantly different from the 

national average9 or where the fees proposed are similar to those that already apply 

in access practices and PHOs. 

• A fee reduction of less than $22 would only be acceptable in extra-ordinary 

circumstances.  The DHB will need to examine detailed information from the practice 

that supports the proposed fee‘ (Ministry of Health 2005). 

                                                      
9 The Guidelines also noted that ‘For practices that have utilisation rates similar to the national average, it is 
reasonable to expect that the entire $26 per consultation subsidy (or very close to it) should be used to reduce patient 
fees.  If the 18-24 population in a practice has utilisation rates that are significantly higher than the national averages, 
it may not be reasonable to expect the practice to reduce its charges to the same extent.  However, where this is the 
case, it is important that PHOs provide supporting information to demonstrate that the utilisation rates are higher and 
how the increased funding is translating into low or reduced fees that are fair and reasonable to patients and 
providers in the light of GP fees in the region’ (Ministry of Health, 2005). 
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It is important to note that the policies seeking reductions in the fees patients pay for services 

applied to the fees that practices set out in fee schedules (ie a list of fees) as a fee for a 
‘standard’ consultation. This research is focused on assessing changes in the fees that 

patients are charged for their consultations, which may not be the same as fees set out in fee 

schedules. There are a large number of reasons why schedule fees may differ from the fees 

actually charged for services (see Section 5).  

 

Although an understanding of the policy settings required for each roll out of new funding is 

important to understanding how fees were expected to have changed over time, this report is 

not able to specifically evaluate the extent to which the policy settings were followed in 

practice, given that we are not reporting on schedule fees. However, it is still important to 

keep these specific policy settings in mind when interpreting the findings set out in this report, 

as we would expect the fees patients are charged for primary health care services to have 

fallen over time as new funding has been rolled out to PHOs and the policy settings reported 

here are the only guidelines we have around expected changes in fees over time. 
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4. Research Design 

Sample 

A power analysis (Appendix 1) showed that a sample of 100 general practices would provide 

adequate power to address key research questions, based upon known distributions of 

variables of interest.  

 

The national sample of 100 practices was drawn from lists of all currently active practices that 

are members of PHOs. Practices were invited to take part in the research, and paid $250 for 

participation. Practices were offered the opportunity to receive analyses comparing their fees, 

patterns of utilisation, and ACC claims with all other practices sampled.  

 

The sample was constructed in two stages. Seventy-nine percent of New Zealand general 

practices run the MedTech 32 patient management system (PMS), used for managing 

consultation notes, writing prescriptions, recording referrals and investigations, and billing. A 

random sample of 95 of these practices had already been drawn for another project, stratified 

by DHB (HealthStat primary care intelligence, for further detail, see Appendix 2). A random 

sample of 79 of these practices was drawn and invited to participate in the PHCS Evaluation. 

All 79 practices agreed to take part,   

 

This sample of 79 practices using the MedTech32 PMS was extended by a further 21 

practices for the PHCS evaluation, by inviting randomly selected practices that use other 

practice management systems to participate in the research10. As with the sampling 

methodology used for the HealthStat sample, the probability of selection was proportional to 

DHB population. Random sampling continued until 21 non-MT practices had agreed to 

participate. This required inviting 36 practices to participate; the response rate from non-MT 

practices is therefore 21/36, or 58%. 

 

The overall effect of this procedure is to construct a national random sample of 100 practices 

that provide geographic representation and is representative of all practice management 

systems. 

 

The sample thus originally contained 100 practices. However, the data from one practice in 

the national sample arrived very late and was found on analysis to be unusable, so that the 

national sample contained 99 practices, instead of the planned 100. This results in a final 

sample of 99 practices. The practice sample is described in the following table: 

                                                      
10 In earlier testing, data could not be extracted from the Profile PMS system due to extremely long run times and 
occasional systems failures. Practices known to be using Profile (6% of practices) were therefore excluded from the 
sample.  
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Tab le  1  Sample Pract ice  Character ist ics   
 

 Number of Practices  

(% of Total Number of 
Practices) 

Selected 125 
Participated 99 
Response 
rate  79% 
Funding   
Interim 55 (55.6%) 
Access 44 (44.4%) 
Rural  
No 41 (41.4%) 
Yes 58 (58.6%) 
PMS  
MT32 79 (79.8%) 
MP 2 (2.0%) 
NG 12 (12%) 
VIP 6 (6%) 

 
 

The number of practices within each DHB is in approximate proportion to the number of 

practices within each DHB district. Because sampling was by practice (not by registered 

patient), and practice sizes can vary by a factor of 10, the size of the patient sample from 

each DHB depends on which specific practices participated. The age, gender and ethnicity 

composition of the registered patients in the national sample is described in the following 

table together with the breakdown of the sample by DHB. The total population of registered 

patients in the final sample is 421,993, or 10.4% of the NZ population.  
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Tab le  2  Sample Populat ion Character ist ics   
 

Sample National  
 N percent 
Ethnicity   
Other 270821 64% 
Maori 84478 20% 
Pacific 39009 9% 
Asian 27685 7% 
All 421993 100% 
Gender    
missing 103 0% 
Female 216017 51% 
Male 205873 49% 
All 421993 100% 
Age Group    
missing 3025 1% 
0-5 33820 8% 
6-17 85114 20% 
18-24 40228 10% 
25-44 119000 28% 
45-64 94845 22% 
65+ 45961 11% 
All 421993 100% 
DHB*    
Auckland 40846 10% 
Bay of Plenty 23423 6% 
Canterbury 19858 5% 
Capital & Coast 17063 4% 
Counties Manukau 79191 19% 
Hawkes Bay 35925 9% 
Hutt Valley 23223 6% 
Lakes 5832 1% 
MidCentral 10726 3% 
Nelson Marlborough 8646 2% 
Northland 37343 9% 
Otago 23248 6% 
South Canterbury 10246 2% 
Southland 1839 0% 
Taranaki 3599 1% 
Waikato 29595 7% 
Wairarapa 8233 2% 
Waitemata 31058 7% 
West Coast 12099 3% 
All 421993 100%** 

 
Notes: 
*There were no practices from Wanganui or Tairawhiti DHBs in the national sample. 
** Total may add to more than 100% due to rounding.  
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Over the evaluation period 2001-2005 practices have increased the size of their registers. 

There has been an increasing financial incentive to formally register patients as practice 

income has become more dependent on capitation payments. Patients have been invited to 

register with practices when they attend, and many practices sent out letters to patients 

inviting them to formally register with the practice. Registered patients receive the benefit of 

increased patient subsidies, with reduced fees, and practices get a greater monthly capitation 

payment the more patients they have on their register. 

 

There has also been normal population growth over the 2001– 2005 period which tends to 

increase practice sizes, and in addition there is a separate trend to larger practices anyway, 

with smaller practices closing or merging with their neighbours. 

 

The result of these processes is that the number of patients registered with practices has 

increased markedly over the study period, as shown in the following graph and table. The 

impact of this increasing patient base is likely to be that patients in later analysis periods may 

include more relatively transient patients. 

 

 

Figure  1  Sample Populat ion –  Regist rat ions 2001-2005 
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Tab le  3  Regist rat ions 2001-2005 

Quarter Registrations 
2001Q2 213918 
2001Q3 220499 
2001Q4 226491 
2002Q1 233015 
2002Q2 240200 
2002Q3 247232 
2002Q4 253933 
2003Q1 261668 
2003Q2 275588 
2003Q3 285883 
2003Q4 294926 
2004Q1 306851 
2004Q2 317992 
2004Q3 330324 
2004Q4 340004 
2005Q1 351350 
2005Q2 364927 
2005Q3 378256 
2005Q4 389977 

 
Note: registration dates were not recorded for 32016 patients. 

 

Data Collection 

Data from general practices were collected using computerised queries from practice 

databases. In the case of MedTech32, queries were written by the research team; for other 

PMS systems, queries were written in consultation with each PMS vendor. Data were 

collected for the period 1 June 2001 to 31 December 2005. All transactions were downloaded, 

representing the primary care experience for 421,993 patients.  

 

The data elements that were collected were: 

 A register download of registration status, date of birth, gender, ethnicity, deprivation 

code, current CSC status and current HUHC status.  

 Dates of consultations since 1 June 2001, with ACC45 number for any ACC 

consultations, and dates of ACC claims. 

 The practitioner (doctor or nurse) seen at each encounter. 

 Information on the fees charged to patients for each consultation. 

 

Extracted data were returned to the research team via HealthLink (a secure electronic health 

information messaging system) or email if HealthLink was not available; or by courier (with 

data on a disk); and in some cases, data were collected from practices in person by a 

research nurse with the data loaded onto a portable hard drive. 
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Data Analysis Procedures 

The analyses in this report describe the data collected and calculates:  

1. Co-payments/fees paid by patients – for non-ACC consultations. 

2. Utilisation rates – ie use of services, for a fixed cohort of patients registered from 1 

year before the change to PHO funding. 

3. Proportion of visits recorded with a nurse as the practitioner. 

4. ACC claims proportion – proportion of encounters at which an ACC claim was made. 

5. ACC new claims rate – proportion of ACC claims that are new, derived from ACC 

data. 

 

These results are presented by age group, ethnicity, practice funding type, cardholder status 

and measures of socio-economic status (NZDep).  

 

In future reports, we will report on the findings from regression analyses which will enable us 

to deepen our understanding of the association between fees, consultation rates and the 

different features of PHOs and socio-demographic characteristics of the patients using 

services.  We will also examine the relationship between changes in fees over time and 

consultation rates by different population groups, in order to focus on how the changes in fees 

have affected changes in use of services, controlling for the range of other factors known to 

influence service use.   

 

Ethics Approval  

Ethics Approval was given for the study, including the collection of identifiable information 

(NHI, ARC45), on 25th April 2005, by the Multi Region Ethics Committee. A Memorandum of 

Understanding was signed between the researchers and each participating practice, 

describing data collection and analysis procedures. 
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5. Results 

Patient co-payments (fees) 

Technical considerations 

Patient co-payments are recorded in general practice patient management systems as an 

invoiced fee to the patient. One of the complications in reporting co-payments is controlling for 

the service provided. Some minor surgical procedures cost hundreds of dollars (e.g. an 

ingrown toenail removal, or a vasectomy); other invoices show negative amounts, 

corresponding to a refund being issued to a patient. To eliminate the impact of extreme 

outliers, the co-payments data was censored, restricting co-payments to values between $0 

and $100. The impact of this on measures of location and variability is illustrated in the 

following table, for the year 2005 and for patients aged 65 and over. This age group was 

chosen for analysis because both Access and Interim practices received the same payment 

for patients aged 65 years and over throughout 2005. The table shows that the effect of 

censoring is similar on co-payments data for all adults, ie the median and mode are 

unchanged but there is a small (approx 5%) reduction in means. 

 

 

Tab le  4  Effect  of  censor ing  co-payments data  
 

Adults aged 65+ 
GMS consultations 
2005 

Interim 
Practices    

Access 
Practices   

Measure 
All co-
payments 0-100 

All co-
payments 0-100 

n 158685 157063 170036 169027 
Mean ($) 20.62 19.29 12.15 11.58 
Median ($) 20.00 20.00 10.00 10.00 
Mode11 ($) 0.00 0.00 0.00 0.00 
Std Deviation ($) 24.68 15.44 16.19 12.75 
Variance ($) 609.23 238.38 262.23 162.48 
Range ($) 2342.00 100.00 811.00 100.00 
Inter-quartile Range 
($) 

21.00 21.00 19.00 19.00 

 

 

 

                                                      
11 Mode is calculated on exact value. The next figure (distribution histogram) shows that the commonest fee charged 
by Interim practices is in the range of 22.50- 27.50. 
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To illustrate the variation in patient co-payments even in a relatively stable funding 

environment, the distribution of fees charged in 2005 for patients in Interim and Access 

practices is shown in the following histogram for adults aged 65 and over. This figure also 

gives an indication of the extent to which practices reduce, and often completely waive, 

consultation fees. If we assume that all Interim practices have a scheduled fee greater than 

zero for patients 65 and over, it can be seen that Interim practices (top graph) waive fees over 

20% of the time. Access practices (bottom graph) may waive fees even more often, or they 

may have a scheduled fee of zero for patients aged 65 and over. 

 

 

Figure  2  Co-payment  d ist r ibut ions,  2005 
 

GMS co-payment distribution for patients aged 65+, 2005
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As we noted above, patient co-payments are recorded in the patient management systems as 

an invoiced fee to the patient. Thus, our data are focused on the actual fees which the patient 

is invoiced for. Invoicing has not been distinguished from actual payment (for example, as 

some patients may default on their payments or dispute the payment total).  
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It is also worth noting that the fee that is invoiced may differ from the fees which practices set 

out in their fee schedules. There are many reasons why the fee actually invoiced to the 

patient may be lower than the fee that appears on a schedule, including the following:  

• Shorter length consultation  

• Nurse visit 

• Restricted content of a visit, e.g. repeat prescription 

• Follow-up visit  

• Recognition of a patient’s financial circumstances. 

  

As noted above, practices may also charge more than the specified scheduled fee for a 

consultation if extra resources are required. Examples include extended consultations for 

complicated problems, consultations exceeding the normally allocated time, and consultations 

requiring the provision of special services, such as an ECG, dressings or liquid nitrogen.  

 

With the exception of nursing visits, it is not possible to distinguish consultations with the data 

available in the downloads from practice computer systems and hence we cannot know which 

of the above differences in consultations applies – hence the need to censor the data as 

discussed above. This also means we cannot report on, for example, the services delivered 

by providers other than doctors and nurses, such as community health workers. 

 

Another important consideration in this research is to recognise the difference between 

invoiced encounters and encounters for which there is no associated invoice. All data 

presented in the graphs and tables in this and the following section are for invoiced 

encounters only (which includes invoices where the charge is $0). For an invoiced encounter 

to be recorded when a patient fee is not charged a “zero invoice” must be entered. This is 

typically for visits by young children or for people who use a lot of services, such as the 

elderly or patients with chronic conditions, and for visits with a nurse. However, “zero invoice” 

information is not entered reliably into practice management systems, and data collections 

based on invoiced encounters may therefore tend to underestimate overall consultation rates.  

 

The following graph illustrates the difference between these two types of encounters, using 

the most recently available data (ie, all encounters in 2005). The difference between invoiced 

and non-invoiced services varies by age group and gender: overall, invoices are generated 

for 52% of recorded notes in the clinical record and the lowest ratio is for females aged 18-44 

where less than 50% of clinical records are associated with an invoice. In this research, we 

have focused on invoiced encounters because this reduces the impact of practice variability in 

recording information in patient notes outside of consultations on calculated consultation 

rates, and the calculations of consultation rates may be compared with national data 

collections. 
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Figure  3  Rate  of  invo iced  services  to  encounters  by  age,  2005  
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Findings  

The following graphs and tables show the changes in mean invoiced fees for each year for 

the patients enrolled that were continually registered with a practice for each year, and over 

time for general medical consultations (ie, excluding maternity, immunisation and ACC 

consultations). All invoiced encounters, i.e. GP and nurse encounters aggregated together, 

are included in the first set of graphs and tables (that is, we are reporting on services provided 

by nurses only, by GPs only or where both a GP and a nurse were seen by the patient). All 

analyses are presented using the full July - June year so that the impact of changes in 

funding (which are usually implemented in July of any given year) can be clearly assessed. 

Reporting by full year also eliminates the confounding effects of seasonal variation.   

 

Changes in patient fees overall 

The first graph shows the mean fees paid for general medical services for all patients, 

regardless of whether they are in an Access or an Interim practice.  

 

 

F igure  4  Mean pat ient  co-payments  2001/02-2004/05  
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Tab le  5  Mean pat ient  co-payments  2001/02-2004/05*  
 

Age 2001/02 2002/03 2003/04 2004/05 

Change 
2001/02-
2002/03 

Change 
2002/03-
2003/04 

Change 
2003/04-
2004/05 

Change  
Whole 
Period 
2001/02-
2004/05 

0-5 1.02 1.11 1.3 1.69 0.09 (9%) 0.19 (17%) 0.39 (30%) 0.67 (66%) 

6-17 12.99 13.84 13.66 13.09 0.85 (7%) -0.18 (-1%) -0.57 (-4%) 0.10 (1%) 

18-24 26.34 27.12 26.05 25.74 0.78 (3%) -1.07 (-4%) -0.31 (-1%) -0.60 (-2%) 

25-44 27.66 28.55 27.94 28.67 0.89 (3%) -0.61 (-2%) 0.73 (3%) 1.01 (4%) 

45-64 27.49 28.14 27.51 28.18 0.65 (2%) -0.63 (-2%) 0.67 (2%) 0.69 (3%) 

65+ 21.64 22.75 22.77 18.9 1.11 (5%) 0.02 (0%) -3.87 (-17%) -2.74 (-13%) 

 
*All data are reported as $ in this and following tables reporting on changes in fees. Percentage change is reported 
rounded to the nearest percent in this and all following tables.  
 

 

We firstly report the general trends in fees and then consider how specific roll outs of new 

funding were expected to impact on the average fees paid and what the data show us in 

relation to this roll out of new funding.  

 

The data show that the mean fee for children under 6 years of age is very low. Fees rose in 

each year of our study, with a noticeable increase between 2003/04 and 2004/05. Across the 

entire study period, fees rose from $1.02 to $1.69 on average, an increase of 67c (a 66% 

increase).  

 

The mean fee charged for those aged 6-17 years of age increased over the first year of our 

study. It then fell slightly between 2002/03 and 2003/04, and again between 2003/04 and 

2004/05. Fees averaged $12.99 for this age group in 2001/02, increasing overall to $13.09 in 

2004/05 (an increase of 10c or 1%). 

 

For those aged 18-24 years of age, the average fee charged rose by a small amount between 

2001/02 and 2002/03, and fell by small amounts across the following years of our study. Over 

the entire study period, fees have fallen for this age group, from $26.34 to $25.74 (60c or 

2%). 
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Fees rose slightly between 2001/02 and 2002/03 for those aged 25-44, fell slightly between 

2002/03 and 2003/04, and rose again slightly between 2003/04 and 2004/05. Over the entire 

study period, fees have risen from $27.66 to $28.67 ($1.01 or 4%) for this age group. A 

similar pattern is seen in the data for those aged 45-64, with the overall change in fees being 

a small increase of 69c (3%) over the entire study period (with fees rising from an average 

$27.49 to $28.18).  

 

Fees for people aged 65 years and over averaged $18.90 in 2004/05 compared with $21.64 

in 2001/02. Fees have therefore fallen by an average of $2.74 (13%) over the study period for 

those aged 65 years and over, with the fall in fees occurring between 2003/04 and 2004/05 (a 

fall of $3.87 or 17%).  

 

In terms of the PHCS and the roll out of new funding since July 2002, the data show that 

overall, average fees for children aged six years and under remain low, but they have 

increased over the study period, more so than for other age groups, and the increase is quite 

significant over the last year of this study. Capitation payments to PHOs and practices have 

not increased for this age group over the study period, other than through an increase in 

subsidy from $32.50 to $35 in 2002 to account for general inflation between 1997 and 2002, 

and the annual adjustments which the government has provided since 2002 to maintain the 

value of the subsidies.  

 

For those aged 6-17, fees rose between 2001/02 and 2002/03 and have fallen slightly each 

year since, coinciding with the on-going establishment of Access PHOs and with the new 

funding rolled out to this age group in Interim practices in October 2003. The same pattern is 

shown for those aged 18-24, again as Access PHOs became established. The new funding 

allocated to Interim PHOs in July 2005 for 18-24 year olds is, however, beyond our current 

data collection period.  

 

For those aged 25-44 and 45-64, fees rose by a small amount in 2001/02-2002/03, decreased 

slightly between 2002/03 and 2003/04, and then rose again slightly between 2003/04 and 

2004/05. Only those in Access PHOs have had access to new funding during the study 

period.  

 

The greatest impact on fees is shown for those aged 65 years and over, with fees rising 

between 2001/02 and 2002/03, stabilising between 2002/03 and 2003/04 as Access PHOs 

began to be established, and falling between 2003/04 and 2004/05 as additional Access 

PHOs were established and as new funding was rolled out to this age group to those in 

Interim practices in July 2004. Between 2003/04 and 2004/05 fees fell from an average 

$22.77 to $18.90, a fall of $3.87 (17%).  
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Overall, fees have been rising for children but the fees paid by other patients have fallen on 

average slightly during the periods of time we expect them to fall and for the population 

groups which have benefited from new funding. Fees have fallen particularly for those aged 

65 years and over. However, because not all groups in the population have been eligible for 

the same increase in subsidies over time, and in order to understand the impact of increases 

in capitation payments on different population groups and to link the changes in fees to 

government policy, we need to break the data further, by funding model (Access or Interim) 

and by population group. These analyses are set out in the sections which follow. 

 

Changes in patient fees by funding model 

The following graphs and table show mean fees by practice funding model by age group. The 

allocation of a practice to a particular funding model is based upon the funding at the time the 

data was collected. Before the date that practices joined PHOs, they would not have been in 

either funding model. It should also be noted that practices joined PHOs throughout the study 

period, both before and after subsidy changes were implemented. The impact of subsidy 

changes may therefore be greater than that recorded here due to practices not having yet 

joined a PHO in the immediate period following the subsidy increase (and therefore having 

not received the subsidy increase).  

 

Figure  5  Mean pat ient  co-payments  at  Access pract ices 2001/02-2004/05  
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Figure  6  Mean pat ient  copayments  at  in ter im pract ices 2001/02-2004/05  
 

 

 

Tab le  6  Change in  mean pat ient  co-payments  by funding model  and age   
               2001 /02-2004/05   
 

Type Age 2001/02 2002/03 2003/04 2004/05 

Change 
2001/02-
2002/03 

Change 
2002/03-
2003/04 

Change 
2003/04-
2004/05 

Change  
Whole Period 
2001/02-
2004/05 

Access 0-5 0.50 0.44 0.33 0.46 -0.06 (-12%) -0.11 (-25%) 0.13 (39%) -0.04 (-8%) 
 6-17 9.27 10.10 8.34 7.41 0.83 (9%) -1.76 (-17%) -0.93 (-11%) -1.86 (-20%) 
 18-24 19.47 19.49 15.02 15.00 0.02 (0%) -4.47 (-23%) -0.02 (0%) -4.47 (-23%) 
 25-44 21.01 20.69 16.40 16.57 -0.32 (-2%) -4.29 (-21%) 0.17 (1%) -4.44 (-21%) 
 45-64 21.56 21.43 17.13 16.99 -0.13 (-1%) -4.30 (-20%) -0.14 (-1%) -4.57 (-21%) 
 65+ 17.82 18.66 16.25 14.59 0.84 (5%) -2.41 (-13%) -1.66 (-10%) -3.23 (-18%) 
Interim 0-5 1.32 1.51 1.92 2.57 0.19 (15%) 0.41 (27%) 0.65 (34%) 1.25 (95%) 
 6-17 15.01 16.07 17.02 17.07 1.06 (7%) 0.95 (6%) 0.05 (0%) 2.06 (14%) 
 18-24 29.69 31.13 32.68 33.13 1.44 (5%) 1.55 (5%) 0.45 (1%) 3.44 (12%) 
 25-44 30.77 32.43 34.04 35.66 1.66 (5%) 1.61 (5%) 1.62 (5%) 4.89 (16%) 
 45-64 30.36 31.42 32.80 34.17 1.06 (3%) 1.38 (4%) 1.37 (4%) 3.81 (13%) 
 65+ 23.61 24.85 26.12 21.18 1.24 (5%) 1.27 (5%) -4.94 (-19%) -2.43 (-10%) 
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The data show that fees for those aged under six years of age fell in Access practices 

between 2001/02 and 2002/03 and between 2002/03 and 2003/04, before rising in the final 

year. The average fee charged to those aged 6-17 rose in the first year our study, before 

falling in the second and third years. Fees were stable for those aged 18-24 in the first year, 

falling in the second and falling very slightly in the third year of this study. For those aged 25-

44 and 45-64, the average fee fell slightly in the first year of the study, fell more significantly in 

the second year and stabilised in the last year of this study. Fees rose for those aged 65 

years and over in the first year of the study before falling in the second and last years of the 

study period.  

 

In Access practices, across the entire study period, the fall in fees for those aged under 6 

years of age is around 8%, while fees have fallen for those in all the other age groups in 

Access PHOs by around 20%. For those aged under six years of age, fees averaged 50c in 

2001/02, and averaged 46c in 2004/05; for those aged 6-17, fees averaged $9.27 in 2001/2, 

falling to $7.41 in 2004/05. For the other age groups, fees averaged between $17.82 and 

$21.56 in 2001/02 and have fallen to between $14.59 and $16.99 in 2004/05.  

 

In Interim practices, fees have risen for those aged six years and under, from $1.32 in 

2001/02 to $2.57 in 2004/05 (an increase of 95%). For those aged 6-17 years of age, fees 

rose slightly in the first and second years of the study, stabilising in the last year of the study, 

coinciding with the roll-out of new funding in October 2003. For those aged 18-64, fees have 

risen slightly in each year of the study. Fees rose slightly for the first two years of the study for 

those aged 65 years and over, and then fell in the last year of the study as new funding was 

rolled out in July 2004. Fees fell from an average of $26.12 in 2003/04 to $21.18 in 2004/05, a 

fall of $4.94 (19%). At the end of the study period, fees in Interim practices ranged from $2.57 

on average for those aged six years and under, to $17.07 for those aged 6-17, and to $21.18 

for those aged 65 years and over. Fees averaged around $33-$35 for those aged 18-64 in 

Interim practices, that is, for the group which has yet to benefit from additional government 

funding.  
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Changes in patient fees by funding model and by socio-economic status 

The following graphs and table show mean fees by a) practice funding model by age group by 

CSC status; and b) practice funding type by age group by NZDep2001 quintile. The purpose 

of these analyses is twofold. First, it enables us to identify the specific changes in fees over 

time based on CSC status given that we expect to see greater falls in the level of fees 

charged to those without CSCs, as, prior to the roll out of new funding, those with CSCs were 

already eligible for government subsidies for primary health care. Second, CSC status and 

NZDep act as proxy measures for socio-economic status. A key goal of the PHCS is to 

reduce inequalities in health and assessing the changes in fees by CSC and NZDep status 

enables us to identify how the PHCS policies appear to be affecting different socio-economic 

groups. CSCs are available to households on lower incomes, while NZDep measures 

deprivation at an area level. These are the only measures of socio-economic status available 

in our data set. Some caution is needed in interpreting the results, however, given that the 

two measures in use (CSC status and NZDep) are proxy measures for socio-economic status 

only. For example, in relation to NZDep measures, some individuals in areas with high 

measured socio-economic status (NZDeps 1-4) may in fact have low socio-economic status 

while some individuals in areas with low measured socio-economic status (NZDep 5) may in 

fact have high socio-economic status.  
 

Because it is not possible from data in the patient management systems to establish a 

patient’s CSC status in a given time period, the CSC classification is based upon an individual 

ever having held a CSC. The analyses may therefore classify some people who no longer 

have or are eligible for CSCs within the CSC group. Some people eligible for CSCs may also 

fall within the non-CSC status group, given that it is the CSC now plays a lesser role in 

ensuring access to subsidised care and that fewer people now have CSCs. The NZDep2001 

quintile is the one recorded in the latest register download; thus it may not include some 

people in the correct quintile if they have moved during the study period.  
 

In Access practices, within each age group, the data show that those with CSCs pay a lower 

average fee than those without cards. Within each age group, the larger falls in fees, 

however, are occurring for those without CSCs, except for those aged six years and under 

where the falls in fees have been higher for those with CSCs.  

 

In Interim practices, within each age group, fees are also lower on average for those with 

cards than for those without cards. Fees are not rising as fast for children with CSCs as for 

those without cards; and the increases in fees have been less for those without cards than for 

those with cards across the 6-64 year old age group. For those aged 65 years and over, fees 

have fallen further for those without CSCs.  
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Figure  7  Change in  pat ient  co-payments  by  funding model ,  age and CSC status   
                 2001 /02-2004/05    
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Tab le  7  Mean pat ient  co-payments  by  funding  model  and CSC status   
    2001/02-2004/05   
 

Funding  

Type 

Age C

S

C 

2001/02 2002/03 2003/04 2004/05 

Change 
2001/02-
2002/03 

Change 
2002/03-
2003/04 

Change 
2003/04-
2004/05 

Change  
Whole 
Period 
2001/02-
2004/05 

Access 0-5 N 0.74 0.66 0.49 0.7 -0.08 (-11%) -0.17 (-26%) 0.21 (43%) -0.04 (-5%) 

    Y 0.37 0.32 0.25 0.33 -0.05 (-14%) -0.07 (-22%) 0.08 (32%) -0.04 (-11%) 

  6-17 N 12.47 13.81 10.9 9.23 1.34 (11%) -2.91 (-21%) -1.67 (-15%) -3.24 (-26%) 

    Y 7.22 7.72 6.77 6.34 0.50 (7%) -0.95 (-12%) -0.43 (-6%) -0.88 (-12%) 

  18-24 N 23.2 24.6 17.44 17.09 1.40 (6%) -7.16 (-29%) -0.35 (-2%) -6.11 (-26%) 

    Y 17 16.57 13.6 13.85 -0.43 (-3%) -2.97 (-18%) 0.25 (2%) -3.15 (-19%) 

  25-44 N 26.17 26.11 19.88 19.75 -0.06 (0%) -6.23 (-24%) -0.13 (-1%) -6.42 (-25%) 

    Y 15.93 15.57 13.24 13.91 -0.36 (-2%) -2.33 (-15%) 0.67 (5%) -2.02 (-13%) 

  45-64 N 25.54 25.33 19.43 19.22 -0.21 (-1%) -5.90 (-23%) -0.21 (-1%) -6.32 (-25%) 

    Y 16.43 16.25 14.04 14.14 -0.18 (-1%) -2.21 (-14%) 0.10 (1%) -2.29 (-14%) 

  65+ N 24.77 25 19.88 16.1 0.23 (1%) -5.12 (-20%) -3.78 (-19%) -8.67 (-35%) 

    Y 15.8 16.65 15.03 14.08 0.85 (5%) -1.62 (-10%) -0.95 (-6%) -1.72 (-11%) 

Interim 0-5 N 1.64 2 2.61 3.33 0.36 (22%) 0.61 (31%) 0.72 (28%) 1.69 (103%) 

    Y 0.93 0.94 1.08 1.59 0.01 (1%) 0.14 (15%) 0.51 (47%) 0.66 (71%) 

  6-17 N 16.95 18.26 19.06 18.75 1.31 (8%) 0.80 (4%) -0.31 (-2%) 1.80 (11%) 

    Y 12.5 13.26 14.43 14.91 0.76 (6%) 1.17 (9%) 0.48 (3%) 2.41 (19%) 

  18-24 N 32.69 35.01 36.76 37.02 2.32 (7%) 1.75 (5%) 0.26 (1%) 4.33 (13%) 

    Y 26.04 27.19 29.02 30.01 1.15 (4%) 1.83 (7%) 0.99 (3%) 3.97 (15%) 

  25-44 N 33.95 35.99 37.51 39.08 2.04 (6%) 1.52 (4%) 1.57 (4%) 5.13 (15%) 

    Y 24.42 25.52 27.5 29.44 1.10 (5%) 1.98 (8%) 1.94 (7%) 5.02 (21%) 

  45-64 N 33.17 34.3 35.57 37.04 1.13 (3%) 1.27 (4%) 1.47 (4%) 3.87 (12%) 

    Y 23.39 24.09 25.65 26.82 0.70 (3%) 1.56 (6%) 1.17 (5%) 3.43 (15%) 

  65+ N 30.99 32.21 33.01 22.84 1.22 (4%) 0.80 (2%) -10.17 (-31%) -8.15 (-26%) 

    Y 20.59 21.77 23.09 20.4 1.18 (6%) 1.32 (6%) -2.69 (-12%) -0.19 (-1%) 
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Thus, the level of fees charged to different groups may support government moves to reduce 

inequalities (as measured by CSC status), with fees lower on average for those with CSCs. 

However, the changes in fees over time may not be supportive of government moves to 

reduce inequalities – in Access practices, much of the benefit of the new funding is, as 

expected, going to those without CSCs, while in Interim practices, fees are generally not 

rising as fast for those without cards, ie benefiting those in better socio-economic positions 

(except for children), while they have fallen further for those aged 65 years and over without 

CSCs.  

 

In terms of changes in the average level of fees over time, in Access practices we see falls of 

between 4c for children with and without community services cards to falls of $8.67 for those 

aged 65 years and over without community services cards. Percentage falls in fees range 

from 5% for children without community services cards, to between 11% and 26% for most 

other population groups, to 35% for those aged 65 years and over without community 

services cards. 

 

New funding was introduced for Interim practices in October 2003 for those aged 6-17 – with 

a $5 increase in subsidy rates for those with CSCs and a $10 increase in subsidy rates for 

those without CSCs. Although this policy relates to the scheduled fees for doctor only visits, 

we would expect to see a reduction in the fees actually charged to patients in our data.  

Average fees for those with CSCs rose slightly, while a slight fall in the average fees paid by 

those in this age group is noticeable between 2003/04 and 2004/05 for those without CSCs 

(where fees fell from an average $19.06 to $18.75; a fall of 31c or 2%). The fall in fees is 

more noticeable in Interim practices following the new subsidies being introduced in July 2004 

for those aged 65 years and over, with fees falling by an average of $2.69 (12%) for those 

with CSCs and $10.17 on average for those without cards (a fall of 31%) between 2003/04 

and 2004/05. Subsidy increases for this group (including adjustments for inflation) were $11 

for those with cards and $26 for those without cards, although these data relate to expected 

changes in schedule fees for doctor visits.   

 

The next series of graphs and table shows the same data broken down by NZDep2001 

Quintile. 

 



 

 

 42

 

Figure  8  Change in  pat ient  co-payments  by  funding model ,  age  and depr ivat ion  
        2001 /02-2004/05  
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Tab le  8  Mean pat ient  co-payments  by  funding model  and depr ivat ion  as  measured 
    by  NZDep quint i les  2001/02-2004/05  
 

Funding 

Type 

Age NZ

Dep

5 2001/02 2002/03 2003/04 2004/05 

Change 
2001/02-
2002/03 

Change 
2002/03-
2003/04 

Change 
2003/04-
2004/05 

Change  
Whole Period 
2001/02-
2004/05 

Access 0-5 N 0.65 0.58 0.44 0.67 -0.07 (-11%) -0.14 (-24%) 0.23 (52%) 0.02 (3%) 

    Y 0.35 0.31 0.24 0.29 -0.04 (-11%) -0.07 (-23%) 0.05 (21%) -0.06 (-17%) 

  6-17 N 11 11.98 10.29 8.98 0.98 (9%) -1.69 (-14%) -1.31 (-13%) -2.02 (-18%) 

    Y 6.98 7.55 5.96 5.7 0.57 (8%) -1.59 (-21%) -0.26 (-4%) -1.28 (-18%) 

  18-24 N 21.21 21.8 17.1 16.8 0.59 (3%) -4.70 (-22%) -0.30 (-2%) -4.41 (-21%) 

    Y 17.67 17.05 13.01 13.29 -0.62 (-4%) -4.04 (-24%) 0.28 (2%) -4.38 (-25%) 

  25-44 N 22.98 23.29 18.91 18.99 0.31 (1%) -4.38 (-19%) 0.08 (0%) -3.99 (-17%) 

    Y 18.2 17.13 13.23 13.87 -1.07 (-6%) -3.90 (-23%) 0.64 (5%) -4.33 (-24%) 

  45-64 N 23.03 23.21 18.95 18.82 0.18 (1%) -4.26 (-18%) -0.13 (-1%) -4.21 (-18%) 

    Y 18.62 17.77 13.69 13.8 -0.85 (-5%) -4.08 (-23%) 0.11 (1%) -4.82 (-26%) 

  65+ N 19.01 19.92 17.75 15.5 0.91 (5%) -2.17 (-11%) -2.25 (-13%) -3.51 (-18%) 

    Y 15.16 15.82 12.97 12.66 0.66 (4%) -2.85 (-18%) -0.31 (-2%) -2.50 (-16%) 

Interim 0-5 N 1.41 1.63 2.06 2.76 0.22 (16%) 0.43 (26%) 0.70 (34%) 1.35 (96%) 

    Y 0.95 1.05 1.35 1.82 0.10 (11%) 0.30 (29%) 0.47 (35%) 0.87 (92%) 

  6-17 N 15.55 16.61 17.44 17.51 1.06 (7%) 0.83 (5%) 0.07 (0%) 1.96 (13%) 

    Y 12.27 13.29 14.99 15 1.02 (8%) 1.70 (13%) 0.01 (0%) 2.73 (22%) 

  18-24 N 30.11 31.72 33.12 33.61 1.61 (5%) 1.40 (4%) 0.49 (1%) 3.50 (12%) 

    Y 28.15 29.01 31.07 31.46 0.86 (3%) 2.06 (7%) 0.39 (1%) 3.31 (12%) 

  25-44 N 31.63 33.21 34.75 36.5 1.58 (5%) 1.54 (5%) 1.75 (5%) 4.87 (15%) 

    Y 26.49 28.53 30.56 31.73 2.04 (8%) 2.03 (7%) 1.17 (4%) 5.24 (20%) 

  45-64 N 30.93 32.09 33.48 34.91 1.16 (4%) 1.39 (4%) 1.43 (4%) 3.98 (13%) 

    Y 26.43 26.64 28.08 29.27 0.21 (1%) 1.44 (5%) 1.19 (4%) 2.84 (11%) 

  65+ N 24.08 25.42 26.73 21.55 1.34 (6%) 1.31 (5%) -5.18 (-19%) -2.53 (-11%) 

    Y 20.86 21.24 22.3 18.91 0.38 (2%) 1.06 (5%) -3.39 (-15%) -1.95 (-9%) 
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Looking at the experiences of people in different age groups, by Access and Interim funding 

and by deprivation, those in more deprived communities pay lower fees on average in both 

types of funding model. 

 

In Access practices, fees have risen for those aged 0-5 years of age in NZDeps 1-4 over the 

full study period while falling for those in NZDep 5. Fees have changed at the same rate for 6-

17 year olds regardless of NZDep status. For those aged 18-64, fees have tended to fall by 

slightly more in NZDep 5 population groups than for those in NZDep 1-4. For those aged 65 

years and over, fees have fallen slightly further for those in NZDep 1-4 than for those in 

NZDep 5. 

 

In Interim practices, increases in fees have been slightly lower for those aged under 6 years 

of age and for 45-64 year olds in NZDep 5 than for those in NZDep 1-4, while 6-17 and 25-44 

year olds in NZDep 5 have faced higher increases than those in NZDep 1-4. Increases are 

similar across the socio-demographic scale for 18-24 year olds. Falls in fees are higher for 

those in NZDep 1-4 than in NZDep 5 for those aged 65 years and over. 

 

In relation to deprivation, the research shows that overall, fees are lower within each funding 

model for those in the more deprived communities. Reductions in fees are generally 

benefiting those in more deprived communities more than those in less deprived communities 

in Access practices. The pattern is more mixed in Interim practices. 

 

Changes in patient fees by ethnicity 

The government also has a goal of reducing inequalities in health between different ethnic 

groups, in particular, improving the health status of Māori and Pacific populations and of those 

in lower socio-economic groups. Reducing fees for primary health care, improving access to 

services and increasing utilisation of services may all contribute to the achievement of the 

goals of reduced inequalities. Hence, our analyses consider how fees are changing for 

different ethnic groups.  

 

Ethnicity data was available for 93% of patients in our sample; ethnicity is through self-

identification when a patient enrols with a PHO or practice.  We report on Māori, Pacific, 

Asian and “Other” ethnic groups, where “Other” includes all other categories, including where 

ethnicity is not recorded. The graph below shows the changes in fees for all age groups by 

ethnic group, over the 2001-2005 period. 
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Figure  9  Changes in  co-payments  by e thnic i ty  2001/02-2004/05  
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Tab le  9  Changes in  co-payments  by e thnic i ty  2001/02-2004/05  
 

Year 2001/02 2002/03 2003/04 2004/05 Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

Change 
Whole period 

2001/02-
2004/05 

Asian 19.9 22.48 23.71 24.22 2.58 (13%) 1.23 (5%) 0.51 (2%) 4.32 (22%) 

Maori 14.63 14.56 13.76 13.13 -0.07 (0%) -0.80 (-5%) -0.63 (-5%) -1.50 (-10%) 

Other 23.5 24.46 24.47 24.28 0.96 (4%) 0.01 (0%) -0.19 (-1%) 0.78 (3%) 

Pacific 11.84 11.9 10.04 10.46 0.06 (1%) -1.86 (-16%) 0.42 (4%) -1.38 (-12%) 

 

 

Over the entire study period, average fees have reduced for Pacific patients by 12% and for 

Māori by 10%. Fees have increased slightly for the “Other” ethnic group (by 3%) and 

increased by 22% for Asian patients. Thus, changes in fees are benefiting Māori and Pacific 

groups by more than other ethnic groups, potentially reducing fees for two high needs groups 

relative to other groups in the population. This is likely to reflect the fact that Access practices 

have a higher proportion of Māori and Pacific people enrolled with them and it is these 

practices which have received new funding for all age groups over the study period. Asian 

populations have faced the highest increase in fees over time.  



 

 

 47

Fees charged for GP encounters 

One of the key drivers of the PHCS has been the recognition that primary health care is best 

delivered by doctors, nurses and other providers contributing to patient care as a team. 

However, most practices still maintain different fees for doctor and nurse visits. This section 

considers how fees that patients are charged for seeing doctors have changed since 2001. 

 

To undertake this analysis it was necessary to identify invoiced encounters at which a doctor 

was seen – “definite GP” encounters (a nurse may also have been seen at the same 

consultation). In some practices this is not possible, as nurse encounters are recorded under 

doctor provider codes. To make sure that the analysis reflected what was actually happening 

in practices we asked each practice to complete a brief questionnaire regarding their business 

processes. All 99 practices completed the questionnaire. Of these, 93 practices had a 

practice policy that meant that an encounter recorded as being provided by the doctor was 

always an encounter where a doctor was seen. It should be noted that in the six practices 

where the distinction between nurse and doctor visits could not be made, doctor and nurse 

consultations may still be distinguished within the text of the consultation note; however, we 

have not been able to analyse these notes in order to extract information on doctor and nurse 

visits. Hence, only 93 practices contributed to the following analysis. 

 

The average fees at encounters where we can be certain a doctor was seen are slightly 

higher than for all invoiced visits, reflecting the fact that most encounters are doctor 

encounters (see Section 5).  

 

The changes in fees are shown for Access and Interim practices in the following tables and 

graphs. 
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Figure  10  Changes in  co-payments  for  GP consul ta t ions –  Access pract ices   
               2001 /02-2004/05  
 

 

 

F igure  11  Changes in  co-payments  for  GP consul ta t ions –  Inter im pract ices  
     2001/02-2004/05  
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Tab le  10  Changes in  co-payments  for  GP consul ta t ions 2001/02-2004/05  
 

Type Age 2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

Change 
Whole period 

2001/02-2004/05 
Access 0-5 0.54 0.48 0.32 0.45 -0.06 (-11%) -0.16 (-33%) 0.13 (41%) -0.09 (-17%) 
 6-17 9.48 10.13 8.57 7.6 0.65 (7%) -1.56 (-15%) -0.97 (-11%) -1.88 (-20%) 
 18-24 20.02 19.52 15.44 15.65 -0.5 (-2%) -4.08( -21%) 0.21 (1%) -4.37 (-22%) 
 25-44 22.07 21.52 17.35 17.9 -0.55 (-2%) -4.17 (-19%) 0.55 (3%) -4.17 (-19%) 
 45-64 22.97 22.81 18.43 18.43 -0.16 (-1%) -4.38 (-19%) 0.00 (0%) -4.54 (-20%) 
 65+ 18.98 19.89 17.93 16.14 0.91 (5%) -1.96 (-10%) -1.79 (-10%) -2.84 (-15%) 
Interim 0-5 1.36 1.56 2 2.58 0.2 (15%) 0.44( 28%) 0.58 (29%) 1.22 (90%) 
 6-17 15.57 16.68 17.75 17.81 1.11 (7%) 1.07 (6%) 0.06 (0%) 2.24 (14%) 
 18-24 31.61 33.64 35.2 35.67 2.03 (6%) 1.56 (5%) 0.47 (1%) 4.06 (13%) 
 25-44 33.62 35.46 37.04 38.82 1.84 (5%) 1.58 (4%) 1.78 (5%) 5.2 (15%) 
 45-64 33.54 34.85 36.39 38.1 1.31 (4%) 1.54 (4%) 1.71 (5%) 4.56 (14%) 
 65+ 26.37 27.79 29.44 23.38 1.42 (5%) 1.65 (6%) -6.06 (-21%) -2.99 (-11%) 

 

 

The pattern is very similar to the changes in fees shown earlier for all invoiced encounters, 

although fees for child visits have fallen further for GP consultations than for GP and nurse 

consultations in Access practices. 

 

The table below shows these changes in invoiced fees broken down by CSC status. 
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 Tab le  11  Changes in  co-payments  at  GP consul ta t ions by  CSC status   
                 2001 /02-2004/05  
 

Funding 
Type 

Age CSC 
Status 

2001/02 2002/03 2003/04 2004/05 

Change 
01/02-
02/03 

Change 
01/02-
02/03 

Change 
02/03-
03/04 

Change 
02/03-
03/04 

Change 
03/04-04/05 

Change 
03/04-04/05 

Change 
Whole 
period 

2001/02-
2004/05 

Access 0-5 N 0.83 0.71 0.45 0.7 -0.12 (-14%) -0.26 (-37%) 0.25 (56%) -0.13 (-16%) 
    Y 0.39 0.36 0.25 0.31 -0.03 (-8%) -0.11 (-31%) 0.06 (24%) -0.08 (-21%) 
  6-17 N 12.74 13.89 11.2 9.44 1.15 (9%) -2.69 (-19%) -1.76 (-16%) -3.3 (-26%) 
    Y 7.37 7.68 6.95 6.51 0.31 (4%) -0.73 (-10%) -0.44 (-6%) -0.86 (-12%) 
  18-24 N 24.27 24.87 18 17.64 0.6 (2%) -6.87 (-28%) -0.36 (-2%) -6.63 (-27%) 
    Y 17.23 16.44 13.88 14.55 -0.79 (-5%) -2.56 (-16%) 0.67 (5%) -2.68 (-16%) 
  25-44 N 27.52 27.04 21.02 21.39 -0.48 (-2%) -6.02 (-22%) 0.37 (2%) -6.13 (-22%) 
    Y 16.78 16.31 14.06 14.96 -0.47 (-3%) -2.25 (-14%) 0.9 (6%) -1.82 (-11%) 
  45-64 N 27.19 26.98 20.93 20.95 -0.21 (-1%) -6.05 (-22%) 0.02 (0%) -6.24 (-23%) 
    Y 17.48 17.2 15.04 15.16 -0.28 (-2%) -2.16 (-13%) 0.12 (1%) -2.32 (-13%) 
  65+ N 26.7 27.07 22.3 17.74 0.37 (1%) -4.77 (-18%) -4.56 (-20%) -8.96 (-34%) 
    Y 16.69 17.6 16.48 15.59 0.91 (5%) -1.12 (-6%) -0.89 (-5%) -1.1 (-7%) 
Interim 0-5 N 1.67 2.06 2.71 3.31 0.39 (23%) 0.65 (32%) 0.6 (22%) 1.64 ( 98%) 
    Y 0.96 0.97 1.12 1.6 0.01 (1%) 0.15 (15%) 0.48 (43%) 0.64 (67%) 
  6-17 N 17.7 19.09 19.91 19.55 1.39 (8%) 0.82 (4%) -0.36 (-2%) 1.85 (10%) 
    Y 12.76 13.5 14.96 15.5 0.74 (6%) 1.46 (11%) 0.54 (4%) 2.74 (21%) 
  18-24 N 34.83 37.58 39.3 39.35 2.75 (8%) 1.72 (5%) 0.05 (%) 4.52 (13%) 
    Y 27.67 29.51 31.43 32.66 1.84 (7%) 1.92 (7%) 1.23 (4%) 4.99 (18%) 
  25-44 N 36.95 39.23 40.68 42.26 2.28 (6%) 1.45 (4%) 1.58 (4%) 5.31 (14%) 
    Y 26.7 27.97 30.04 32.44 1.27 (5%) 2.07 (7%) 2.4 (8%) 5.74 (21%) 
  45-64 N 36.46 37.85 39.26 41.1 1.39 (4%) 1.41 (4%) 1.84 (5%) 4.64 (13%) 
    Y 25.97 26.86 28.73 30.17 0.89 (3%) 1.87 (7%) 1.44 (5%) 4.2 (16%) 
  65+ N 34.7 36.28 37.26 25.03 1.58 (5%) 0.98 (3%) -12.23 (-33%) -9.67 (-28%) 
    Y 22.82 24.08 25.93 22.59 1.26 (6%) 1.85 (8%) -3.34 (-13%) -0.23 (-1%) 

 

 

In terms of both fees charged and changes in fees over time, the patterns we see in these 

data match exactly those seen in the earlier data relating to both GP and nurse visits. Thus, in 

Access practices, within each age group, the data show that those with CSCs pay a lower 

average fee than those without cards. Within each age group, the larger falls in fees, 

however, are occurring for those without CSCs, except for those aged six years and under 

where the falls in fees have been higher for those with CSCs.  

 

In Interim practices, within each age group, fees are also lower on average for those with 

cards than for those without cards. Fees are not rising as fast for children with CSCs as for 

those without cards; and the increases in fees have been less for those without cards than for 

those with cards across the 6-64 year old age group. For those aged 65 years and over, fees 

have fallen further for those without CSCs.  
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Thus, as noted earlier in relation to the fees charged for doctor and nurse visits, the level of 

fees charged to different groups may support government moves to reduce inequalities (as 

measured by CSC status), with fees lower on average for those with CSCs. However, the 

changes in fees over time may not be supportive of government moves to reduce inequalities 

– in Access practices, much of the benefit of the new funding is, as expected, going to those 

without CSCs, while in Interim practices, fees are generally not rising as fast for those without 

cards, ie benefiting those in better socio-economic positions, except for children, while they 

have fallen further for those aged 65 years and over without CSCs.  

 

In terms of changes in the average level of fees over time, in Access practices we see falls of 

between 8c for children with community services cards to falls of $8.98 for those aged 65 

years and over without community services cards. Percentage falls in fees range from 7% for 

those aged 65 years and over without community services cards, to between 11% and 27% 

for most other population groups, to 34% for those aged 65 years and over without 

community services cards. 

 

As noted earlier, new funding was introduced for Interim practices in October 2003 for those 

aged 6-17 – with a $5 increase in subsidy rates for those with CSCs and a $10 increase in 

subsidy rates for those without CSCs. The policy applies to scheduled fees for GP visits and 

hence the impact of these changes will be more clearly seen in the data relating to doctor 

encounters, although again it must be remembered that our data relate to the fees actually 

charged to patients while government policy has focused on scheduled fees. In the Table 

above, fees rose slightly for those aged 6-17 with CSCs between 2003/04 and 2004/05 by 

54c or 4%) while a slight fall in the average fees paid by those in this age group is noticeable 

between 2003/04 and 2004/05 for those without CSCs (where fees fell from an average 

$19.91 to $19.55; a fall of 36c or 2%). The fall in fees is again more noticeable in Interim 

practices following the new subsidies being introduced in July 2004 for those aged 65 years 

and over, with fees falling by an average of $3.34 (13%) for those with CSCs and $12.23 on 

average for those without cards (a fall of 33%). Subsidy increases for this group (including 

adjustments for inflation) were $11 for those with cards and $26 for those without cards. 
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Tab le  12  Changes in  co-payments  at  GP consul ta t ions by  NZDep score  
                2001/02-2004/05  
 

Funding 
Type 

Age NZ 
Dep5 

2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

Change 

2001/02-

2004/05 

Access 0-5 N 0.74 0.65 0.4 0.69 -0.09 (-12%) -0.25 (-38%) 0.29 (73%) -0.05 (-7%) 
    Y 0.37 0.33 0.25 0.28 -0.04 (-11%) -0.08 (-24%) 0.03 (12%) -0.09 (-24%) 
  6-17 N 11.27 12.05 10.66 9.35 0.78 (7%) -1.39 (-12%) -1.31 (-12%) -1.92 (-17%) 
    Y 7.22 7.63 6.12 5.8 0.41 (6%) -1.51 (-20%) -0.32 (-5%) -1.42 (-20%) 
  18-24 N 21.65 21.58 17.8 17.45 -0.07 (0%) -3.78 (-18%) -0.35 (-2%) -4.2 (-19%) 
    Y 18.45 17.48 13.25 14.02 -0.97 (-5%) -4.23 (-24%) 0.77 (6%) -4.43 (-24%) 
  25-44 N 23.97 24.11 20.23 20.65 0.14 (1%) -3.88 (-16%) 0.42 (2%) -3.32 (-14%) 
    Y 19.5 18.07 13.91 14.95 -1.43 (-7%) -4.16 (-23%) 1.04 (7%) -4.55 (-23%) 
  45-64 N 24.57 24.71 20.51 20.6 0.14 (1%) -4.2 (-17%) 0.09 (0%) -3.97 (-16%) 
    Y 19.84 19.01 14.59 14.74 -0.83 (-4%) -4.42 (-23%) 0.15 (1%) -5.10 (-26%) 
  65+ N 20.3 21.37 19.74 17.19 1.07 (5%) -1.63 (-8%) -2.55 (-13%) -3.11 (-15%) 
    Y 16.08 16.56 14.06 13.93 0.48 (3%) -2.50 (-15%) -0.13 (-1%) -2.15 (-13%) 
Interim 0-5 N 1.44 1.66 2.12 2.74 0.22 (15%) 0.46 (26%) 0.62 (29%) 1.3 (90%) 
    Y 0.98 1.12 1.46 1.86 0.14 (14%) 0.34 (30%) 0.4 (27%) 0.88 (90%) 
  6-17 N 16.11 17.24 18.13 18.15 1.13 (7%) 0.89 (5%) 0.02 (0%) 2.04(13%) 
    Y 12.59 13.45 15.71 15.99 0.86 (7%) 2.26 (17%) 0.28 (2%) 3.4 (27%) 
  18-24 N 31.89 34.03 35.38 35.88 2.14 (7%) 1.35 (4%) 0.5 (1%) 3.99 (13%) 
    Y 30.53 32.1 34.48 34.92 1.57 (5%) 2.33 (7%) 0.44 (1%) 4.39 (14%) 
  25-44 N 34.33 36.09 37.52 39.46 1.76 (5%) 1.43 (4%) 1.94 (5%) 5.13 (15%) 
    Y 29.74 32.02 34.51 35.64 2.28 (8%) 2.49 (8%) 1.13 (3%) 5.90 (20%) 
  45-64 N 33.97 35.36 36.87 38.61 1.39 (4%) 1.51 (4%) 1.74 (5%) 4.64 (14%) 
    Y 29.99 30.46 32.54 34.16 0.47(2%) 2.08 (7%) 1.62 (5%) 4.17 (14%) 
  65+ N 26.77 28.26 29.77 23.58 1.49 (6%) 1.51 (5%) -6.19 (-21%) -3.19 (-12%) 
    Y 23.32 23.82 26.78 21.83 0.5 (2%) 2.96 (12%) -4.95 (-18%) -1.49 (-6%) 

 

 

Again, the patterns seen in the earlier data assessing levels and changes in fees for GP and 

nurse visits are generally also seen in the doctor encounter data set out in the table above.  

 

Looking at the experiences of people in different age groups, by Access and Interim funding 

and by deprivation, those in more deprived communities pay lower fees on average in both 

types of funding model. 

 

In Access practices, fees have fallen over the entire study period for those aged 0-5 years of 

age in NZDeps 1-4 and NZDep 5, with the fall in fees greater for those in NZDep 5. Fees 

have reduced at a slightly higher rate for 6-17 year olds in NZDep 5. For those aged 18-64, 

fees have tended to fall by more in NZDep 5 population groups than for those in NZDep 1-4.  

For those aged 65 years and over, fees have fallen slightly further for those in NZDep 1-4 

than for those in NZDep 5. 



 

 

 53

 

In Interim practices, increases in fees have been the same for both NZDep groups for 

children, and very similar for those aged 18-24 and 45-64, while 6-17 year olds and 25-44 

year olds in NZDep 5 have faced higher increases than those in NZDep 1-4. Falls in fees are 

higher for those in NZDep 1-4 than in NZDep 5 for those aged 65 years and over. 

 

In relation to deprivation, the research shows that overall, fees are lower within each funding 

model for those in the more deprived communities. Changes (reductions) in fees are 

generally benefiting those in more deprived communities more than those in less deprived 

communities in Access practices. The pattern is more mixed in Interim practices. 

 

Thus, the analyses relating to doctor encounters show a very similar picture to that gained 

when assessing both doctor and nurse visits. The reason for this is that the majority of visits 

are visits where a doctor was seen (see Section 5), and the differences in average fees 

charged when nurse visits are removed are small, as can be seen in Table 13 below. 

Generally, fees for GP encounters with GPs are higher than fees for all encounters.  

 

Tab le  13  Dif ferences in  fees between Def in i te  GP invoiced encounters  and Al l   
    invoiced encounters  (Average GP fee  less Al l  fee)  2001/02-2004/05  

Funding 
type Age  CSC 

Difference
2001/02

Difference
2002/03

Difference
2003/04

Difference 
2004/05 

Access 0-5 N 0.09 0.05 -0.04 0.00 
    Y 0.02 0.04 0.00 -0.02 
  6-17 N 0.27 0.08 0.30 0.21 
    Y 0.15 -0.04 0.18 0.17 
  18-24 N 1.07 0.27 0.56 0.55 
    Y 0.23 -0.13 0.28 0.70 
  25-44 N 1.35 0.93 1.14 1.64 
    Y 0.85 0.74 0.82 1.05 
  45-64 N 1.65 1.65 1.50 1.73 
    Y 1.05 0.95 1.00 1.02 
  65+ N 1.93 2.07 2.42 1.64 
    Y 0.89 0.95 1.45 1.51 
Interim 0-5 N 0.03 0.06 0.10 -0.02 
    Y 0.03 0.03 0.04 0.01 
  6-17 N 0.75 0.83 0.85 0.80 
    Y 0.26 0.24 0.53 0.59 
  18-24 N 2.14 2.57 2.54 2.33 
    Y 1.63 2.32 2.41 2.65 
  25-44 N 3.00 3.24 3.17 3.18 
    Y 2.28 2.45 2.54 3.00 
  45-64 N 3.29 3.55 3.69 4.06 
    Y 2.58 2.77 3.08 3.35 
  65+ N 3.71 4.07 4.25 2.19 
    Y 2.23 2.31 2.84 2.19 
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Consultation rates  

 

This section of the report focuses on changes in consultation rates over time, ie changes in 

the use of primary health care services over time. To calculate changes in consultation rates, 

we need to define a denominator – a population whose number of consultations we will be 

counting, and a numerator – the number of consultations made by this population in a given 

time period. Each of these presents some problems. 

 

Technical considerations 

Denominators 

The population that could use a primary health care service in any given time period may be 

defined by the patient register; by restricting the register to all patients formally registered at 

the practice in any given time period. This could be achieved by excluding casual, transferred 

and deceased patients. However, a difficulty arises with this procedure, because practice 

registers record only the date a patient enrolled with a practice and their current status – there 

is no historical record, and therefore there is no way of determining the date at which a patient 

became ineligible for inclusion in the denominator (eg, because they have since registered 

with another practice). 

 

When registers are downloaded each quarter, as is the case with national reports on use of 

services, consultation rates can be tracked over time for the entire population, with relatively 

little error. In a one-off study focused on a sample of practices, and where historical data on 

registrations are not available, the denominator changes over time. As patients join a practice 

the denominator increases, while patients who have left the practice do not contribute to the 

analysis. This approach has the disadvantage that the cohort being followed is then under-

representative of patients who are relatively transient, that is, those patients more likely to 

change providers in the period under investigation. It also excludes the consultations of 

patients who have died during the study period.  
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Numerators 

The definition of a consultation is also surprisingly difficult. As we understand it, the national 

reporting from PHOs to HealthPAC is currently based on information from the “invoices” 

tables in the PMS. As we noted earlier, for an encounter to be recorded when a patient fee is 

not charged, a “zero invoice” must be entered. This does not happen reliably, and national 

data collections may therefore tend to underestimate consultation rates. 

 

Prescribing behaviour within a practice can introduce a further complication. If a repeat 

prescription is written, but a patient is not seen, an encounter is recorded. Typically a fee will 

also be charged, and an invoice will also be generated (any such events would be counted in 

national PHO utilisation data as a consultation). A zero invoice may also be generated where 

no fee is charged. As there is no way of determining if a patient was seen or not without 

examining the consultation note, these events have been counted as consultations in the 

following analyses. Similar considerations apply when a clinician records a note without 

seeing a patient for other reasons, for example when commenting on a laboratory test result.   

 

On the other hand, it is possible for a clinician to enter data without entering a consultation 

note (and thus having an encounter recorded). This can happen if a nurse uses a screening 

template without opening a patient’s consultation notes.  

 

Some practices reliably record whether a consultation was a telephone consultation or not. If 

a consultation is recorded as a telephone consultation, it has been excluded from our 

calculations. In our sample, three percent of consultations were recorded as telephone 

consultations. 

 

We collected data from both the “encounters” and “invoices” tables of practice management 

systems.  To maintain the maximum comparability with national data sets we have restricted 

our numerator to encounters with an associated invoice generated on the same day. Overall, 

as noted earlier, 52% of encounters have an associated invoice.  

 

Finally, it should be noted for completeness that consultations at other providers will not be 

counted, for example after-hours consultations or consultations at providers at other locations 

in normal working hours. Practices will typically have to fund these consultations via “claw 

back” mechanisms, in which the proportion of their capitation payment that was allocated to 

cover these consultations is deducted from their next month’s capitation payment. 
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Calculating rates 

When numerators and denominators have been defined, consultation rates can be calculated. 

Consultation rates are only calculated for registered patients; both the numerator and 

denominator are restricted to registered patients only. The graphs show consultation rates for 

patients in the national random sample of practices, regardless of practice type.  Graphs are 

presented by real time, ie by actual date. Data are recorded for all patients registered with a 

practice since June 2001.  

 

Changes in consultation rates 

Figure  12  Mean consul tat ion  rates 2001 /02-2004/05  by  age   
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Tab le  14  Mean consul tat ion  rates 2001 /02-2004/05  by  age*    
 

 
2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

Change 

2001/02-

2004/05 

0-5 4.5 4.73 4.59 5.15 0.23 (5%) -0.14 (-3%) 0.56 (12%) 0.65 (14%) 

6-17 1.97 2.04 1.92 2.11 0.07 (4%) -0.12 (-6%) 0.19 (10%) 0.14 (7%) 

18-24 2.1 2.28 2.3 2.34 0.18 (9%) 0.02 (1%) 0.04 (2%) 0.24 (11%) 

25-44 2.79 3.01 3.07 3.06 0.22 (8%) 0.06 (2%) -0.01 (0%) 0.27 (10%) 

45-64 4.25 4.6 4.87 4.98 0.35 (8%) 0.27 (6%) 0.11 (2%) 0.73 (17%) 

65+ 6.96 7.71 8.21 8.64 0.75 (11%) 0.50 (7%) 0.43 (5%) 1.68 (24%) 

 
*All data are reported as numerical values in this and following tables reporting on changes in consultation rates. 
Percentage change is reported rounded to the nearest percent in this and all following tables.  
 

 

The data show increases in consultation rates across all age groups over the 2001/02-

2004/05 period, in particular amongst those aged 65 years of age and over, with an extra 1.68 

consultations per annum (a 24% increase). The next highest increase is amongst those aged 

45-64 years of age (0.73 consultations, a 17% increase), followed by those aged 0-5 years of 

age (0.65 consultations, a 14% increase). Smaller increases occurred for those aged 18-24 

(0.24, 11%), 25-44 (0.27, 10%) and 6-17 years of age (0.14, 7%). 

 

Consultation rates by age and funding model 

The previous graph shows consultation rates for all patients, from all practices. However, 

aggregating the data in this way obscures how consultation rates may be changing for 

different groups in the population. The next series of graphs look at consultation rates by 

practice funding model, for all age groups. A table gives the actual values and percentage 

changes over time. 
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Figure  13  Consulta t ion ra tes  at  Access pract ices 2001/02-2004/05  

 

 

 

F igure  14  Consulta t ion  ra tes  at  In ter im pract ices 2001/02-2004/05  
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Tab le  15  Consul tat ion rates  by funding model  and age 2001/02-2004/05  
 
 

Type Age 
2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

Change 
2001/02-
2004/05 

Access 0-5 4.2 4.3 4.1 5.0 0.10 (2%) -0.20 (-5%) 0.90 (22%) 0.80 (19%) 

 6-17 1.8 1.8 1.7 2.0 0.00 (0%) -0.10 (-6%) 0.30 (18%) 0.20 (11%) 

 18-24 1.8 2.0 2.1 2.2 0.20 (11%) 0.10 (5%) 0.10 (5%) 0.40 (22%) 

 25-44 2.7 2.9 3.0 3.1 0.20 (7%) 0.10 (3%) 0.10 (3%) 0.40 (15%) 

 45-64 4.4 4.7 5.0 5.2 0.30 (7%) 0.30 (6%) 0.20 (4%) 0.80 (18%) 

 65+ 7.2 8.0 8.4 8.8 0.80 (11%) 0.40 (5%) 0.40 (5%) 1.60 (22%) 

Interim 0-5 4.7 5.0 5.0 5.2 0.30 (6%) 0.00 (0%) 0.20 (4%) 0.50 (11%) 

 6-17 2.1 2.2 2.1 2.2 0.10 (5%) -0.10 (-5%) 0.10 (5%) 0.10 (5%) 

 18-24 2.3 2.5 2.5 2.4 0.20 (9%) 0.00 (0%) -0.10 (-4%) 0.10 (4%) 

 25-44 2.8 3.1 3.1 3.0 0.30 11%) 0.00 (0%) -0.10 (-3%) 0.20 (7%) 

 45-64 4.2 4.5 4.8 4.9 0.30 (7%) 0.30 (7%) 0.10 (2%) 0.70 (17%) 

 65+ 6.8 7.6 8.1 8.5 0.80 (12%) 0.50 (7%) 0.40 (5%) 1.70 (25%) 

 

 

The data show increases in consultation rates in Access practices across the entire study 

period. In these practices, greater increases in consultation rates have occurred amongst 

those aged 65 years and over (1.6 consultations, 22%); 18-24 (0.4 consultations, 22%); under 

six (0.8 consultations, 19%) and 45-64 years of age (0.8 consultations, 18%).  

 

In Interim practices, there has also been an overall increase in consultation rates across the 

entire study period, although the increase in percentage terms is lower in Interim practices 

than for those in Access practices for all age groups other than those aged 65 years and over, 

while being very similar in Interim and Access practices for those aged 45-64 year olds. The 

greatest increases in consultation rates is amongst those aged 65 years and over (1.7 

consultations, 25%), 45-64 (0.7, 17%) and those aged under six (0.5, 11%).  
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Consultation rates by age, funding model, community services card 

status and NZDep status 

When we break the data down further to consider the experiences of those with and without 

CSCs, we see increases over the entire study period in consultation rates for all groups, 

except for those aged 18-24 in Interim practices and without CSCs. In Access practices, 

percentage increases in consultation rates are highest for those aged 0-5 without CSCs 

(41%), followed by those aged 65 and over (31%), 18-24 (28%) and 6-17 (25%) without 

CSCs. Within each age group, increases in consultation rates are higher for those without 

CSCs. In Interim practices, increases in consultation rates are highest for those in the older 

age groups (those aged 65 years and over without (28%) and with CSCs (26%) and those 

aged 45-64 without CSCs (22%)). Increases in consultation rates are slightly higher for those 

without CSCs than for those with CSCs for those aged 0-5 years of age, 6-17 years of age, 

and 65 years and over, while those with CSCs have had higher rates of increases than those 

without CSCs for those aged 18-64.  
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Figure  15  Consul tat ion ra tes  by funding model ,  age and CSC 2001/02-2004/05  
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Tab le  16  Mean consul tat ion  rates by  funding model ,  age  and CSC status  
                 2001/02-2004/05  
 

Funding 

Type 

Age CSC 

2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

 
Change 

2001/02-
2004/05 

 
Access 0-5 N 3.57 3.8 3.75 5.02 0.23 (6%) -0.05 (-1%) 1.27 (34%) 1.45 (41%) 

    Y 4.48 4.52 4.27 5.06 0.04 (1%) -0.25 (-6%) 0.79 (19%) 0.58 (13%) 

  6-17 N 1.44 1.52 1.42 1.8 0.08 (6%) -0.10 (-7%) 0.38 (27%) 0.36 (25%) 

    Y 1.99 2.05 1.85 2.1 0.06 (3%) -0.20 (-10%) 0.25 (14%) 0.11 (6%) 

  18-24 N 1.34 1.45 1.57 1.71 0.11 (8%) 0.12 (8%) 0.14 (9%) 0.37 (28%) 

    Y 2.16 2.39 2.4 2.59 0.23 (11%) 0.01 (0%) 0.19 (8%) 0.43 (20%) 

  25-44 N 2.18 2.31 2.36 2.47 0.13 (6%) 0.05 (2%) 0.11 (5%) 0.29 (13%) 

    Y 3.39 3.61 3.7 3.77 0.22 (6%) 0.09 (2%) 0.07 (2%) 0.38 (11%) 

  45-64 N 3.54 3.86 4.16 4.29 0.32 (9%) 0.30 (8%) 0.13 (3%) 0.75 (21%) 

    Y 5.51 5.97 6.17 6.41 0.46 (8%) 0.20 (3%) 0.24 (4%) 0.90 (16%) 

  65+ N 5.04 5.87 5.99 6.6 0.83 (16%) 0.12 (2%) 0.61 (10%) 1.56 (31%) 

    Y 8.15 8.94 9.41 9.78 0.79 (10%) 0.47 (5%) 0.37 (4%) 1.63 (20%) 

Interim 0-5 N 4.5 4.73 4.75 5.01 0.23 (5%) 0.02 (0%) 0.26 (5%) 0.51 (11%) 

    Y 4.96 5.36 5.21 5.47 0.40 (8%) -0.15 (-3%) 0.26 (5%) 0.51 (10%) 

  6-17 N 1.86 1.89 1.84 1.98 0.03 (2%) -0.05 (-3%) 0.14 (8%) 0.12 (6%) 

    Y 2.38 2.51 2.43 2.46 0.13 (5%) -0.08 (-3%) 0.03 (1%) 0.08 (3%) 

  18-24 N 1.75 1.82 1.75 1.7 0.07 (4%) -0.07 (-4%) -0.05 (-3%) -0.05 (-3%) 

    Y 2.92 3.16 3.17 3.13 0.24 (8%) 0.01 (0%) -0.04 (-1%) 0.21 (7%) 

  25-44 N 2.36 2.53 2.54 2.46 0.17 (7%) 0.01 (0%) -0.08 (-3%) 0.10 (4%) 

    Y 3.72 4.05 4.15 4.03 0.33 (9%) 0.10 (2%) -0.12 (-3%) 0.31 (8%) 

  45-64 N 3.66 3.91 4.11 4.15 0.25 (7%) 0.20 (5%) 0.04 (1%) 0.49 (13%) 

    Y 5.45 6.02 6.52 6.64 0.57 (10%) 0.50 (8%) 0.12 (2%) 1.19 (22%) 

  65+ N 5.06 5.55 5.96 6.48 0.49 (10%) 0.41 (7%) 0.52 (9%) 1.42 (28%) 

    Y 7.68 8.57 9.26 9.66 0.89 (12%) 0.69 (8%) 0.40 (4%) 1.98 (26%) 

 

 

The next set of graphs and table show the mean number of consultations by age, funding and 

deprivation as measured by NZDep quintiles.  



 

 

 64

 

Figure  16  Consul tat ion rates  by funding model ,  age and NZDep score  
                 2001 /02-2004/05  
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Tab le  17  Mean consul tat ion  rates 2001 /02-2004/05  by  age,  funding and NZDep 2001 
s tatus  
 

Funding 

Type Age NZDep5 2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03 

Change 
02/03-03/04 

Change 
03/04-04/05 

Change 
2001/02-
2004/05 

Access 0-5 N 3.9 4.2 4.2 4.9 0.30 (8%) 0.00 (0%) 0.70 (17%) 1.00 (26%) 

  Y 4.4 4.3 4.1 5.2 -0.10 (-2%) -0.20 (-5%) 1.10 (27%) 0.80 (18%) 

 6-17 N 1.8 1.8 1.7 1.9 0.00 (0%) -0.10 (-6%) 0.20 (12%) 0.10 (6%) 

  Y 1.8 1.8 1.6 2.1 0.00 (0%) -0.20 (-11%) 0.50 (31%) 0.30 (17%) 

 18-24 N 1.6 1.8 1.9 2.0 0.20 (13%) 0.10 (6%) 0.10 (5%) 0.40 (25%) 

  Y 1.9 2.1 2.2 2.4 0.20 (11%) 0.10 (5%) 0.20 (9%) 0.50 (26%) 

 25-44 N 2.7 2.8 2.9 2.9 0.10 (4%) 0.10 (4%) 0.00 (0%) 0.20 (7%) 

  Y 2.8 3.1 3.2 3.3 0.30 (11%) 0.10 (3%) 0.10 (3%) 0.50 (18%) 

 45-64 N 4.3 4.5 4.7 4.8 0.20 (5%) 0.20 (4%) 0.10 (2%) 0.50 (12%) 

  Y 4.5 5.1 5.4 5.7 0.60 (13%) 0.30 (6%) 0.30 (6%) 1.20 (27%) 

 65+ N 7.2 7.8 8.1 8.6 0.60 (8%) 0.30 (4%) 0.50 (6%) 1.40 (19%) 

  Y 7.3 8.4 8.7 9.1 1.10 (15%) 0.30 (4%) 0.40 (5%) 1.80 (25%) 

Interim 0-5 N 4.6 4.9 4.9 5.1 0.30 (7%) 0.00 (0%) 0.20 (4%) 0.50 (11%) 

  Y 5.2 5.6 5.3 5.6 0.40 (8%) -0.30 (-5%) 0.30 (6%) 0.40 (8%) 

 6-17 N 2.1 2.1 2.1 2.2 0.00 (0%) 0.00 (0%) 0.10 (5%) 0.10 (5%) 

  Y 2.3 2.5 2.4 2.4 0.20 (9%) -0.10 (-4%) 0.00 (0%) 0.10 (4%) 

 18-24 N 2.1 2.2 2.2 2.2 0.10 (5%) 0.00 (0%) 0.00 (0%) 0.10 (5%) 

  Y 2.9 3.1 3.1 3.1 0.20 (7%) 0.00 (0%) 0.00 (0%) 0.20 (7%) 

 25-44 N 2.6 2.8 2.9 2.8 0.20 (8%) 0.10 (4%) -0.10 (-3%) 0.20 (8%) 

  Y 3.6 3.9 3.9 3.8 0.30 (8%) 0.00 (0%) -0.10 (-3%) 0.20 (6%) 

 45-64 N 4.0 4.3 4.5 4.5 0.30 (8%) 0.20 (5%) 0.00 (0%) 0.50 (13%) 

  Y 5.4 6.0 6.6 6.7 0.60 (11%) 0.60 (10%) 0.10 (2%) 1.30 (24%) 

 65+ N 6.6 7.3 7.8 8.2 0.70 (11%) 0.50 (7%) 0.40 (5%) 1.60 (24%) 

  Y 8.5 9.4 10.2 10.5 0.90 (11%) 0.80 (9%) 0.30 (3%) 2.00 (24%) 

 

In Access practices, increases in consultation rates are higher in lower socio-economic 

groups for those aged 6-17, 25-44, 45-64 and 65 years and over. The increase in visits to 

primary health care providers is higher amongst children from better off groups than for those 

from lower socio-economic groups while for those aged 18-24, both lower and higher socio-

economic groups are benefiting from the PHCS.  

 

In Interim practices, increases in consultation rates are around the same for those aged 6-44 

and those aged 65 years and over from both lower and higher socio-economic groups; with 

children in higher socio-economic increasing their use of services slightly more than children 

from lower socio-economic groups, and adults aged 45-64 from lower socio-economic groups 

increasing their consultation rates more than those from higher socio-economic groups.  
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Consultation rates by ethnicity 

Another important trend that is obscured in pooled data is the pattern of consultation rates by 

ethnicity. The graph shows consultation rates for all age groups by ethnic group. 

 

Figure  17  Consulta t ion  ra tes  by ethnic i ty  2001/02-2004/05   
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Tab le  18  Consulta t ion  ra tes  by ethnic i ty  2001/02-2004/05  
 

Year 2001/02 2002/03 2003/04 2004/05 

Change 
01/02-02/03

Change 
02/03-03/04 

Change 
03/04-04/05

Change 
2001/02-
2004/05

Asian 2.4 2.5 2.5 2.7 0.10 (4%) 0.00 (0%) 0.20 (8%) 0.30 (13%) 
Maori 3.1 3.4 3.4 3.6 0.30 (10%) 0.00 (0%) 0.20 (6%) 0.50 (16%) 
Other 3.7 4 4.1 4.3 0.30 (8%) 0.10 (2%) 0.20 (5%) 0.60 (16%) 
Pacific 3.4 3.5 3.6 4 0.10 (3%) 0.10 (3%) 0.40 (11%) 0.60 (18%) 

 

 

Consultation rates have increased for all ethnic groups. The increases are similar for Pacific, 

Māori, and “Other” (with 0.5, 0.6 and 0.6 more consultations on average per year, increases 

of around 16-18%). The smallest increase is amongst Asian populations (0.3 consultations on 

average per annum, or a 13% increase). 

 

 

Nursing consultations 

Capitation funding models reduce the linkage between practice income and seeing a specific 

practitioner. Under these circumstances it is possible that practices will move to using nurses 

in increasingly independent roles, and this is a key aim of the PHCS. The extent that this is 

occurring can be tracked by measuring the proportion of consultations at which a nurse was 

recorded in the PMS as providing care, even though a doctor may also have seen the patient.  

 

It is important to note that over the period of this study, this measure may reflect changes in 

documentation behaviour as opposed to real changes in patterns of care provision.  This is 

because there are now new requirements to record nurse visits separately. Nevertheless, 

such a change in documentation behaviour would at the very least be a reflection of the 

changing status of nurses within general practice.  

 

The graph shows the proportion of all encounters (whether invoiced or not) by provider type, 

including doctor, not entered, nurse and other categories. The “Not Entered” classification 

means that there was no role specified for a particular provider code. ‘Other” includes 

administration and other professionals, for example dieticians.  
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Figure  18  Nurse encounters  as  a  proport ion  of  a l l  encounters  2001/02-2004/05  
 

 
 

The graph shows that practitioners where the service is coded to a nursing code are involved 

in a higher proportion of encounters in 2005 than before the PHCS started to be implemented. 

However, the fact that the proportion of encounters where the provider could be identified as 

a doctor (blue) decreased only slightly suggests that most of the increase in apparent nurse 

consultations is due to the recording of previously unrecorded activity.  

 

As shown in the next graph, these changes are more marked in Access practices, but the 

trend is apparent in both practice funding models, and started before the introduction of the 

PHCS. 

 



 

 

 70

Figure  19  Recorded nurse encounters  as  a  proport ion  of  a l l  encounters   
       2001/02-2004/05 
 

 
 

ACC claims as a proportion of all claims 

As noted earlier, with an increased proportion of practice income being derived from 

government subsidies delivered via capitation funding arrangements, it is possible that 

practices might alter ACC claiming behaviour. This section examines overall ACC claiming 

rates, and the following section looks at new claims. 

 

The term “ACC claim” is used in different ways by general practices and by ACC. General 

practices often use the phrase “make an ACC claim” to mean “invoice ACC for the provision 

of this service”.  This is the sense in which we use the term. In other contexts “make an ACC 

claim” means “register this accident with ACC so that this, and future services can be invoiced 

to them”, i.e. register a “new claim” 
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The proportion of encounters at which an invoice was generated for ACC to pay can be 

calculated by examining “invoice” data. Practices have a financial incentive to make a claim 

for the provision of an ACC service and data entry is likely to be reasonably complete. 

Invoiced encounters were classified according to the funding source that was invoiced.  

 

There were over 5000 different claim codes specified in NextGen PMS systems downloads. 

Each of these was examined by a GP researcher to determine whether they represented 

ACC, maternity, immunisation, “other” or GMS codes. 

 

Three major possible sources can be identified in all PMS systems – ACC, maternity claims 

and immunisation claims. Some funding sources could be classified as “other”, for example 

dental services and veterans’ health services. When no other funding source was identified, 

or a visit was specifically classified as “GMS” (in VIP / Houston systems), “G” (in MedTech32) 

or by an identifiable code in NextGen or MyPractice systems, the visit was classified as 

“GMS” (a so-called “General Medical Service”). 

 

The proportion of ACC claims was calculated as a proportion of all invoiced services, ie 

including immunisation, maternity, other and “GMS” services. 

 

The following figures show the proportion of ACC claims for Access and Interim practices, by 

quarter, and by quarter relative to joining a PHO. They illustrate that the claiming proportion, 

while higher in Interim practices, has remained stable over the last 5 years. The data 

therefore suggest there has been no change in ACC claiming behaviour since the introduction 

of the PHCS, in spite of their being a financial incentive to increase the proportion of claims to 

ACC.  
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Figure  20  Proport ion  of  ACC c la ims 2001/02-2004/05,  percentage of  a l l  invo ices  
 

 

 

 

F igure  21  Proport ion  of  ACC c la ims re lat ive  to  jo in ing  a  PHO 
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ACC new claims rate 

To assess whether an ACC claim was a new claim or not we initially planned to check the 

ACC45 numbers in each ACC claimed consultation against ACC central records, to determine 

if a service was a new claim or not. Ethics Committee approval was gained for this procedure. 

However it transpired that over 99% of ACC claims records in the PMS also record the date of 

the accident. This information could be compared with the date of the consultation to see if 

the claim was a new claim. If an accident occurred within one month (30 days) of the first 

claim to ACC being recorded in the PMS the ACC claim was regarded as a new claim.  

 

The following graph shows this proportion has been reasonably static (around 90%) since 

January 2002. Again, the data suggest there has been no change in ACC claiming behaviour 

in relation to new claims since the introduction of the PHCS, in spite of their being a financial 

incentive to increase the proportion of claims to ACC.  

 

Figure  22  Proport ion of  ‘new” ACC cla ims 2001/02-2004/05  
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6. Discussion 

 

This report seeks to answer the following questions, for different population groups and 

funding models: 

• Since the introduction of the PHCS, what changes have there been in the fees that 

patients pay when they use primary health care services? How are changes in fees 

related to government policy objectives? 

• Since the introduction of the PHCS, what changes have there been in the use of 

primary health care services by New Zealanders? 

• Are more patients being seen by nurses? 

• What changes are there in the pattern of ACC claims that GPs make, before and after 

the PHCS?  Are more new ACC claims being made? 

 

The following sections consider the findings from these analyses in relation to each of these 

questions, and then draws some overall conclusions from the analyses. 

 

Fees 

Since the introduction of the PHCS, what changes have there been in the fees that patients 

pay when they use primary health care services? How are changes in fees related to 

government policy objectives? 

 

A key aim of the PHCS has been to reduce the barriers that New Zealanders face when using 

primary health care services. The government has provided significant funding for primary 

health care over the past few years, with the aims of increasing the services available in 

primary health care and of reducing the fees that patients pay when using primary health care 

services. The government has provided additional funding as, firstly, Access PHOs came on 

stream between 2002 and 2005 and, secondly, as new funding was rolled out to cover 

different age groups in Interim PHOs over time. Our analyses provide a sufficient time series 

to assess the impact of new funding for those in Access PHOs; for those in Interim PHOs 

aged 6-17 years of age (who received new funding from 1 October 2003); and for those in 

Interim PHOs aged 65 years and over (who received new funding from 1 July 2004). 

Increased capitation payments for other population groups had not been in existence for long 

enough to show up here; our analyses in 2008 will look at the experiences of these population 

groups.  
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Across the population in our sample as a whole, in relation to doctor and nurse visits, we find 

that: 

 

• Overall, fees have been rising for children but the fees paid by other patients have 

fallen on average slightly during the periods of time we expect them to fall and for the 

population groups which have benefited from new funding. Fees have fallen particularly 

for those aged 65 years and over.  

 

However, because not all groups in the population have been eligible for the same increase in 

subsidies over time, and in order to understand the impact of increases in capitation 

payments on different population groups and to link the changes in fees to government policy, 

we need to break the data further, by funding model (Access or Interim) and by population 

group.  

 

When we break the data down by funding model we find that:  

 

• In Access practices, across the entire study period, fees have fallen for all groups. For 

those aged six years and under fees have fallen from an average of 50c per 

consultation to an average of 46c, a fall of 4c per consultation (8%), with fees having 

risen in the last year of our study. For the other population groups, fees have fallen by 

between $1.86 and $4.57 per consultation, and by around 20%. 

 

• In Interim practices, fees have risen for those aged six years and under. For those 

aged 6-17 years of age, fees rose slightly in the first and second years of the study, 

stabilising in the last year of the study, coinciding with the roll-out of new funding in 

October 2003. For those aged 18-64, fees have risen slightly in each year of the study. 

For those aged 65 years and over, fees rose slightly for the first two years of the study 

for those aged 65 years and over, before falling in the last year of the study as new 

funding was rolled out in July 2004. Fees averaged $26.12 in 2003/04 prior to the roll 

out of new funding, falling to an average of $21.18 in 2004/05 following the roll out, ie a 

fall of $4.94 or 19%. 
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When we break the data down further and consider the experiences of people with and 

without community services cards (CSCs), by different socio-economic circumstances and by 

ethnicity, we find that: 

 

• In Access practices, within each age group, the data show that those with cards pay a 

lower average fee than those without cards; however, the larger falls in fees are 

occurring for those without cards, except for those aged six years and under where the 

falls in fees have been higher for those with cards. 

 

•  In Interim practices, within each age group, fees are also lower on average for those 

with cards than for those without cards. Fees are not rising as fast for children with 

cards as for those without cards; and the increases in fees have been less for those 

without cards than for those with cards across the 6-64 year old age group. For those 

aged 65 years and over, fees have fallen further for those without community services 

cards.  

 

Thus, the level of fees charged to different groups may support government moves to reduce 

inequalities (as measured by CSC status), with fees lower on average for those with CSCs. 

However, the changes in fees over time may not be supportive of government moves to 

reduce inequalities – in Access practices, much of the benefit of the new funding is, as 

expected, going to those without CSCs, while in Interim practices, fees are generally not 

rising as fast for those without cards, ie benefiting those in better socio-economic positions 

(except for children), while they have fallen further for those aged 65 years and over without 

CSCs, ie again benefiting those in better socio-economic positions. 

 

• In terms of changes in the average level of fees over time, in Access practices we see 

falls of between 4c for children with and without community services cards to falls of 

$8.67 for those aged 65 years and over without community services cards. Percentage 

falls in fees range from 5% for children without community services cards, to between 

11% and 26% for most other population groups, to 35% for those aged 65 years and 

over without community services cards. 
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• New funding was introduced for Interim practices in October 2003 for those aged 6-17 – 

with a $5 increase in subsidy rates for those with CSCs and a $10 increase in subsidy 

rates for those without CSCs. Although this policy relates to the scheduled fees for 

doctor only visits, we would expect to see a reduction in the fees actually charged to 

patients in our data on doctor and nurse visits.  Average fees for those with cards rose 

slightly, while a slight fall in the average fees paid by those in this age group is 

noticeable between 2003/04 and 2004/05 for those without cards (where fees fell from 

an average $19.06 to $18.75; a fall of 31c or 2%). The fall in fees is more noticeable in 

Interim practices following the new subsidies being introduced in July 2004 for those 

aged 65 years and over, with fees falling by an average of $2.69 (12%) for those with 

cards and $10.17 on average for those without cards (a fall of 31%) between 2003/04 

and 2004/05. Subsidy increases for this group (including adjustments for inflation) were 

$11 for those with cards and $26 for those without cards, although these rates applied 

to scheduled fees for doctor visits.  

 

• In relation to deprivation, the research shows that overall, fees are lower within each 

funding model for those in the more deprived communities. Reductions in fees are 

generally benefiting those in more deprived communities more than those in less 

deprived communities in Access practices. The pattern is more mixed in Interim 

practices. 

 

• In relation to ethnicity, over the entire study period, average fees have reduced for 

Pacific patients by 12% and for Māori by 10%. Fees have increased slightly for the 

“Other” ethnic group (by 3%) and increased by 22% for Asian patients. Thus, changes 

in fees are benefiting Māori and Pacific groups by more than other ethnic groups, 

potentially reducing fees for two high needs groups relative to other groups in the 

population. This is likely to reflect the fact that Access practices have a higher 

proportion of Māori and Pacific people enrolled with them and it is these practices which 

have received new funding for all age groups over the study period. Asian populations 

have faced the highest increase in fees over time.  

 

Overall, we find that fees have been falling particularly in Access practices over time for 

doctor and nurse visits. Fees have increased over time for many in Interim practices, but they 

have fallen for those aged 65 years and over as new funding has been provided for this age 

group in Interim practices. Thus, at one level, the government’s goal of increasing funding to 

PHOs in order to reduce the fees patients pay is being achieved – fees have generally fallen 

where we would have expected them to fall (for those in Access practices and for those aged 

65 years and over in Interim practices).  
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In terms of the roll outs which have occurred during our study period, for those in Access 

practices, and for those in Interim practices aged 6-17 and 65 years and over, a key question 

is whether the changes in fees have met the operational policy settings set out by the 

Government as new funding was provided to the primary health care sector. In our first set of 

analyses, we focused on doctor and nurse visits aggregated together. In terms of these roll 

outs, the general expectation was that fees would be ‘low’ or reduce as new funding was 

rolled out to PHOs and practices. In Access practices, the government was looking for a zero 

fee for those aged six years and under; $7-$10 for those aged 6-17; and $15-$20 for adults. 

Fees have clearly been falling in Access practices over the study period. By the end of the 

study period, average fees in Access practices are shown her to be 46c for those aged six 

years and under; $7.41 for those aged 6-17; and below $20 for adults. For doctor 

consultations, we see a similar pattern of fees. Thus, the government’s policy objectives are 

close to being met for children in Access practices and are being met for those aged 6-17 and 

for adults.   

 

In terms of Interim practices, the data show that the roll out of new funding to those aged 6-17 

lead to only a small reduction in the overall fees paid by those without cards and a small 

increase in fees paid by those with cards. This result stands whether we consider both doctor 

and nurse visits and doctor visits. Part of the explanation for fees not reducing much in this 

group would relate to the fact that new subsidies would only be around $5 (for those with 

cards) to $10 per consultation (for those without cards), as prior to the PHCS those in this age 

group already received a government subsidy for primary health care of $20 and $15 

respectively. Reductions in fees for those aged 65 years and over were much greater: in the 

year after the roll out; fees for doctor and nurse visits fell by an average of $10.17 (31%) for 

those aged 65 years and over without cards and $2.69 (12%) for those with cards. For doctor 

visits, average fees fell by $12.23 or 33% for those without cards and by $3.34 or 13% for 

those with cards. The government was seeking falls in schedule fees of around $26 for those 

without cards and of $11 for those with cards.  

 

In interpreting these findings, it is important to remember that our data relate to the fees 

actually charged to patients, and, if scheduled fees did fall by the amounts required by the 

government, our findings reflect likely considerable differences between scheduled and actual 

fees charged to patients. This may arise from consultations being shorter on average than 

expected for the standard consultation assumed for the scheduled fees, or significant 

amounts of discounting of fees for this age group by general practices. As we showed earlier, 

in 2005, it appeared that Interim practices charged a zero fee for around 20% of 

consultations, confirming that this discounting occurs quite frequently.  
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The government has also signalled that it wishes to see fees for those with CSCs and those 

without CSCs at the same level. This may be the case for scheduled fees, but our data 

continue to show that those with cards are charged lower fees than those without cards, in 

both Access and Interim practices. This may, however, be a response by general practices to 

the economic circumstances of different groups in the population, and may work towards 

reducing inequalities in health by enabling cheaper access to care for more disadvantaged 

groups. 

 

By necessity, with almost all practices becoming members of PHOs and with almost all New 

Zealanders now enrolled in a PHO, this evaluation has had to take a before-and-after 

approach to the analysis. This means we have no counter-factual in this research – that is, no 

way of knowing how fees might have changed in the absence of the PHCS and in the 

absence of increased funding being provided by the government for primary health care. 

Recent research by Cumming and Stillman, however, shows that nominal fees paid by 

patients rose by 39.96% between 1996/97 and 2002/03, ie around 5.76% per annum over this 

period, across all population groups.  

 

How does the experience within the study period compare with the increases in fees which 

we might have expected without the introduction of the PHCS? Assuming that the 1996/97-

2002/03 period reflects a ‘usual’ period of time in New Zealand in relation to the costs of 

general practice services, we might have expected fees to have risen by around 5.76%per 

annum in the absence of the PHCS12.  

  

Our data show that fees have been falling in Access practices as they became part of PHOs – 

by between 8 and 20% between 2001/02 and 2004/05; when we might have expected fees to 

have risen over this period by around 18.3%. This shows that those in Access practices are 

benefiting significantly from the PHCS expenditure. 

 

In Interim practices, other than for children, we see that fee increases across the study period 

are within the likely 5.76% per annum increase we may have expected without the PHCS, 

with fee increases possibly lower than we may have expected between 2002/03 and 2003/04. 

Over the entire period, fees have, however, not fallen to the extent that may have been 

expected for those aged 6-17, while they have fallen for those aged 65 years and over (by 

between 12% and 33%, when we may have expected an overall increase of about 18.3%).  

 

                                                      
12 Since July 2002, the government has been adjusting the capitation payment rates to PHOs for inflation each year. 
Such adjustments did not regularly occur before this time. Thus, prior to this, the increases in patient fees each year 
may have in part compensated for the lack of adjustments occurring in government subsidy levels. The percentage 
increases over time may have been slightly less if inflation adjustments had in fact been made during the 1996/07-
2002/03 period. 
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Consultations 

Since the introduction of the PHCS, what changes have there been in the use of primary 

health care services by New Zealanders? 

 

With an increase in funding available for primary health care services as a whole, and with 

many New Zealanders benefiting from reductions in fees, we would expect that consultation 

rates will increase as New Zealanders use more primary health care services. Certainly this is 

a key aim of the PHCS.  

 

Across the population in our sample as a whole, we find: 

 

• Increases in consultation rates across all age groups over the 2001/02-2004/05 period, 

in particular amongst those aged 65 years of age and over, with an extra 1.68 

consultations per annum (a 24% increase). The next highest increase is amongst those 

aged 45-64 years of age (0.73 consultations, a 17% increase), followed by those aged 

0-5 years of age (0.65 consultations, a 14% increase). Lower increases occurred for 

those aged 18-24 (0.24, 11%), 25-44 (0.27, 10%) and 6-17 years of age (0.14, 7%).  

 

When we break the data down by funding model we find:  

 

• Increases in consultation rates in Access practices across the entire study period. In 

these practices, greater increases in consultation rates have occurred amongst those 

aged 65 years and over (1.6 consultations, 22%); 18-24 (0.4 consultations, 22%); 

under six (0.8 consultations, 19%) and 45-64 years of age (0.8 consultations, 18%).  

 

• In Interim practices, there has also been an overall increase in consultation rates 

across the entire study period, although the increase in percentage terms is lower in 

Interim practices for all age groups other than those aged 65 years and over while 

being very similar in Interim and Access practices for those aged 45-64 year olds. The 

greatest increases in consultation rates is amongst those aged 65 years and over (1.7 

consultations, 25%), 45-64 (0.7, 17%) and those aged under six (0.5, 11%).  

 

When we break the data down further and consider the experiences of people with and 

without community services cards (CSCs) (determined by whether an individual as ever held 

a CSC), on different socio-economic circumstances and by ethnicity, we find: 

 

• There are increases over the entire study period in consultation rates for all groups, 

except for those aged 18-24 in Interim practices and without CSCs.  
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• In Access practices, percentage increases in consultation rates are highest for those 

aged 0-5 without CSCs (41%), followed by those aged 65 and over (31%), 18-24 (28%) 

and 6-17 (25%) without CSCs. Within each age group, increases in consultation rates 

are higher for those without CSCs.  

 

• In Interim practices, increases in consultation rates are highest for those in the older 

age groups (those aged 65 years and over without (28%) and with CSCs (26%) and 

those aged 45-64 without CSCs (22%)). Increases in consultation rates are slightly 

higher for those without CSCs than for those with CSCs for those aged 0-5 years of 

age, 6-17 years of age, and 65 years and over, while those with CSCs have had higher 

rates of increases than those without CSCs for those aged 18-64.  

 

• In Access practices, increases in consultation rates are higher in lower socio-economic 

groups for those aged 6-17, 25-44, 45-64 and 65 years and over. The increase in visits 

to primary health care providers is higher amongst children from better off groups than 

for those from lower socio-economic groups while for those aged 18-24, both lower and 

higher socio-economic groups are benefiting from the PHCS.  

 

• In Interim practices, increases in consultation rates are around the same for those aged 

6-44 and those aged 65 years and over from both lower and higher socio-economic 

groups; with children in higher socio-economic increasing their use of services slightly 

more than children from lower socio-economic groups, and adults aged 45-64 from 

lower socio-economic groups increasing their consultation rates more than those from 

higher socio-economic groups.  

 

• Consultation rates have increased for all ethnic groups. The increases are similar for 

Pacific, Māori, and “Other” (with 0.5, 0.6 and 0.6 more consultations on average per 

year, increases of around 16-18%). The smallest increase is amongst Asian 

populations (0.3 consultations on average per annum, or a 13% increase). 

 

Nursing Services 

Are more patients being seen by nurses? 

 

As a result of changes in the reporting requirements, practices now need to record nursing 

visits. Although many will have been recording these visits accurately prior to the introduction 

of the PHCS, we cannot separate out from our findings an increase in the proportion of 

nursing visits over time from improved recording. We do, however, find an increase in the 

proportion of nursing visits over time. These analyses will be repeated in 2008 with data 

collected for a further year and we will explore the proportion of nursing visits at that time.  
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ACC  

What changes are there in the pattern of ACC claims that GPs make, before and after the 

PHCS?  Are more new ACC claims being made? 

 
The proportion of ACC claims and the proportion of new ACC total claims does not show any 

change before and after the introduction of the PHCS. This suggests that practices are not 

shifting costs to ACC. Although they may have a financial incentive to shift costs to ACC, the 

increases in overall funding may be leading to improvements in revenue and income which 

are off-setting financial incentives to shift costs, or there are other disincentives to claiming 

from ACC which are also off-setting the increased incentives to claim on ACC. These other 

disincentives may include the paperwork requirements for an ACC claim versus a claim 

through capitation funding.  

 

Limitations 

In interpreting these findings it is worth noting a number of limitations to these analyses. This 

is a complex analysis, and the design of the research has had to take into account a number 

of limiting factors.  

 

First, this evaluation of the PHCS focuses on assessing the impact of the PHCS on the fees 

that patients pay when using primary health care services and on the use of services in 

primary health care. We have focused on both doctor and nurse consultations in particular, 

but have also reported on changes in fees over time for doctor consultations. We have no 

way, however, of controlling for the content of consultations. For the fees research, we have 

censored the fees data in order to reduce the impact of higher cost services on the analyses, 

but even then, the fees reported here may represent a wide range of different types of 

consultations, including the provision of special procedures or a number of services at one 

visit, or a longer consultation. The estimates of changes over time that we report here in 

relation to fees and consultations also assume that there is no change in the nature or length 

of consultations over time.  

 

Second, the focus of the research has been on invoiced encounters, ie encounters where 

there is also an invoice generated, including encounters where the invoiced charge to the 

patient is $0. However, not all encounters have an associated invoice and we may have 

under-estimated the number of consultations taking place as a result of this (eg, consultations 

for young children, nurses visits, or visits by high users, as well as consultations for repeat 

prescriptions).  We may therefore also have over-estimated the average fees paid by patients, 

as encounters where there is no invoice generated have not been included in the calculations 

of average fees (although encounters where a zero invoice was noted are included).    
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Third, the analyses here enable us to provide some information about the progress of the 

PHCS over the last few years. However, government policy has focused on reducing the fees 

which are set out in fee schedules for ‘standard’ consultations, whereas our research is based 

on the actual fees which patients are charged when using services. We therefore cannot 

assess how successful the PHCS has been in reducing schedule fees to the extent the 

government desired but this evaluation does tell us how fees charged to patients have 

changed over time. In addition, this evaluation involves, of necessity, a before and after 

analysis, given that very few practices are working outside of the PHCS and PHOs, and we 

therefore have no control group with which to compare experiences. We cannot be sure what 

might have happened to both fees and consultation rates in the absence of the PHCS and of 

new funding allocated by government to primary health care. We have indicated here how 

fees may have changes in the absence of the PHCS, but this can only be an approximation of 

what may have occurred in the absence of the PHCS. 

 

Fourth, our findings are based on an analysis of data from 99 general practices. The sample 

may, however, over-represent Access practices. We have also had to limit the data to the 

experiences of patients who were registered with a particular practice at the time of this 

analysis, and as such the findings here reflect only the experiences of these groups. Groups 

which have shifted between practices may have different experiences. Our analyses by CSC 

and NZDep population groups are also dependent on data availability. The analyses here 

assign a CSC to anyone who ever held a CSC. The analyses may therefore classify some 

people who no longer have or are eligible for CSCs within the CSC group. The NZDep2001 

quintile is the one recorded in the latest register download; thus it may not include some 

people in the correct quintile if they have moved during the study period. 

 

Finally, there are potential gaps in our data set. There may be some services which are not 

recorded here, either because they are organised by the PHOs or because not all services 

delivered by practices are recorded. Changes in recording may also impact on our findings 

(for example, nursing services may simply be being recorded more).  
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7. Conclusions 

The overall goals of the PHCS are to improve health and to reduce inequalities. The 

government has introduced a number of new policies aimed at achieving these high level 

goals, including the introduction of new funding for primary health care, in part to enable 

reductions in fees that patients pay when they access services; the establishment of new 

organisations, PHOs, to manage the services for their enrolled populations; and the move 

from fee-for-service funding at the practitioner level to capitation funding of PHOs. 

 

This is a second report from the Evaluation of the Implementation and Intermediate Outcomes 

of the Primary Health Care Strategy. It focuses on changes in the fees that patients are 

charged over time; changes in the use of services over time; changes in nursing consultation 

rates over time; and changes in ACC claims over time. The report does not directly measure 

health and inequalities; it is hoped that later work by the Evaluation team will explore issues 

relating to health and inequalities in more depth, focusing in particular on the impact of the 

Strategy on measurable intermediate outcomes. 

 

This report shows that fees have generally fallen for the groups where new funding has been 

provided by government. In particular, fees have been falling for those in Access practices, 

and for those aged 65 years and over in Interim practices. Larger falls in fees are occurring 

for those without community services cards, as we might have expected. The one group 

where fees are rising is for children, who have not benefited from higher capitation rates 

(other than through adjustments in 2002 for the general level of inflation between 1997 and 

2002 and through annual adjustments since 2002 to maintain the value of the subsidies). We 

have also shown that the new funding is providing significant benefit for many New 

Zealanders given that we may have expected fees to have risen over the study period. 

 

In terms of the roll out of new funding, the government aimed to have zero fees for children; 

fees of between $7-$10 for those aged 6-17 and fees of $15-$20 for adult consultations in 

Access practices, and, according to our analyses, other than for children, this is being 

achieved, both in terms of doctor and nurse consultations overall but also to consultations 

where a doctor is seen.   
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In terms of Interim practices, the data show that the roll out of new funding to those aged 6-17 

lead to only a small reduction in the overall fees paid by those without cards and a small 

increase in fees paid by those with cards, although the increases in subsidies for this age 

group were less than for those in other age groups. Reductions in fees for those aged 65 

years and over were much greater: in the year after the roll out, fees for doctor and nurse 

visits fell by an average of $10.17 (31%) for those aged 65 years and over without cards and 

$2.69 (12%) for those with cards. For doctor visits, average fees fell by $12.23 or 33% for 

those without cards and by $3.34 or 13% for those with cards. The government was seeking 

falls in schedule fees of around $26 for those without cards and of $11 for those with cards.  

  

In terms of consultations, it appears that the government’s aim of increasing consultation 

rates for primary health care is being achieved. There have been increases in consultation 

rates across almost all age, funding model, CSC, deprivation and ethnic groups. Increases 

have been particularly high in Access practices, especially for those without community 

services cards; and for those aged 65 years with and without community services cards and 

those aged 45-64 with community services cards in Interim practices. Consultation rates have 

increased for all ethnic groups, with similar increases for Pacific, Māori and Other ethnic 

groups, and smaller increases for Asian populations.  

 

The overall increase in average consultation rates appears to be relatively small in terms of 

the number of consultations, but increases for some groups in the population are over 20% 

for some in Access practices. Increases in Interim practices are generally lower, as might be 

expected given that new funding has not been allocated to all groups in Interim practices, 

although increases in consultation rates in Interim practices have increased by more than 

20% for those aged 45-64 without CSCs and for those aged 65 years and over without and 

with CSCs.  

 

Overall, the Strategy is resulting in lower fees for primary health care for many New 

Zealanders, and consultation rates are also increasing over time. Further analyses of our data 

are required to identify the contribution of different factors to the changes we are seeing in our 

data, and in relation to identifying the implications for policies to reduce inequalities. These 

analyses will be undertaken as this evaluation progresses, including providing information on 

the impact on health (as measured by intermediate health outcomes) over time.  

 

 



 

 

 86

8. References 

Bassett, S. and E. Holt (2002). "New Zealand resident Tongan peoples' health and illness 

beliefs and utilisation of the health care system." Pacific Health Dialog 9(1): 40-47. 

Beck, R. G. (1974). "The effects of co-payments on the poor." Journal of Human Resources 

9(1): 129-142. 

Beck, R. G. and J. M. Horne (1980). "Utilization of publicly insurance health services in 

Saskatchewan before, during and after co-payment." Medical Care 18(787-806). 

Cherkin, D. C., L. Grothaus and H. Wagner (1989). "The effect of office visit copayments on 

utilization in a Health Maintenance Organization." Medical Care 27(7): 669-678. 

Cherkin, D. C., L. Grothaus and H. Wagner (1990). "The effect of office visit copayments on 

preventive care services in an HMO." Inquiry 27(1): 24-38. 

Cherkin, D. C., L. Grothaus and H. Wagner (1992). "Is magnitude of co-payment effect related 

to income? Using census data for heatlh services research." Social Science and Medicine 

34(1): 33-41. 

Coster, G. and B. Gribben (1999). Primary care models for delivering population based health 

outcomes: Discussion paper for the National Health Committee. 

Crampton, P., C. Salmond and R. Kirkpatrick (2004). Degrees of Deprivation in New Zealand: 

An Atlas of Socioeconomic Difference. Auckland, David Bateman Ltd. 

Crengle, S. (1999). Māori Primary Care Services. Discussion Papers on Primary Health Care. 

Wellington, National Advisory Committee on Health and Disability. 

Cumming, J., A. Raymont, B. Gribben, M. Horsburgh, B. Kent, J. McDonald, N. Mays and J. 

Smith (2005). Evaluation of the Implementation and Intermediate Outcomes of the Primary 

Health Care Strategy. First Report. 

Davis, P. (1986). "Office encounters in general practice in the Hamilton health district II: ethnic 

group patterns among employed males, 15-64." New Zealand Medical Journal 99: 265-268. 

Davis, P. (1987a). "Office encounters in general practice in the Hamilton health district IV: 

ethnic group patterns among females, 15-64." New Zealand Medical Journal 100(127-130). 

Davis, P. (1987b). "Office encounters in general practice in the Hamilton health district V: 

social class and ethnic group patterns among children, 0-14." New Zealand Medical Journal 

100: 615-7. 



 

 

 87

Davis, P., B. Gribben, R. L. Lee and B. McAvoy (1994). "The impact of the new subsidy 

regime in general practice in New Zealand." Health Policy 29(1,2): 113-125. 

Davis, P., T. Suaalii-Sauni, R. Lay-Yee and J. Pearson (2005). Pacific Patterns in Primary 

Health Care: A comparison of Pacific and All Patient Visits to Doctors. Wellington, Ministry of 

Health. 

Dovey, S. and M. Tilyard (n.d.). Evaluation of the Free Child Health Scheme: A report to the 

Health Funding Authority, Unpublished report. 

Enterline, P., P. Salter and A. McDonald (1973). "The distribution of medical services before 

and after 'free' medical care - The Quebec experience." The New England Journal of 

Medicine 289(22): 1174-1178. 

Green, L. A., G. E. J. Fryer, B. P. Yawn, D. Lanier and S. M. Dovey (2001). "The ecology of 

medical care revisited." New England Journal of Medicine 344: 2021-2025. 

Helms, J., J. P. Newhouse and C. E. Phelps (1978). "Copayments and demand for medical 

care: the California Medicaid experience." Bell Journal of Economics 9: 192-208. 

Hodgson, P. (2007). Media Release: More support for free doc's visits for under-6s. 

King, A. (2000). The Future Shape of Primary Health Care. Wellington, Ministry of Health. 

King, A. (2001). The Primary Health Care Strategy. Wellington, Ministry of Health. 

King, A. (2002). King welcomes four new Primary Health Organisations, 

www.Beehive.govt.nz. 

King, H. A. (2003). Agreement reached on Primary Health Organisation detail. 

Lohr, K. N., R. H. Brook, C. J. Kamberg, G. A. Goldberg, A. Leibowitz, K. J and e. al (1986). 

"Use of medical care in the RAND Health Insurance Experiment: Diagnosis- and service-

specific analyses in a randomized controlled trial." Medical Care 24(Supplement): S1-S87. 

Macinko, J., B. Starfield and L. Shi (2003). "The contribution of primary care systems to health 

outcomes within the Organisation for Economic Cooperation and Development (OECD), 

1970-1998." Health Services Research 38(3): 831-865. 

Ministry of Health (1999). Taking the Pulse: The 1996/97 New Zealand Health Survey. 

Wellington, Ministry of Health. 

Ministry of Health (2003). Capitation Rate Increase for School Age Children. Wellington, 

Ministry of Health. 



 

 

 88

Ministry of Health (2004a). Health Expenditure Trends in New Zealand 1990-2002. 

Wellington, Ministry of Health. 

Ministry of Health (2004b). A Portrait of Health: Key Results of the 2002/03 New Zealand 

Health Survey. Wellington, Ministry of Health. 

Ministry of Health (2005). Fees Guidelines and Timeframes. Ministry of Health. 

Ministry of Health (2006). Tatau Kahukura: Maori Health Chart Book. Wellington, Ministry of 

Health. 

Ministry of Health and Ministry of Pacific Island Affairs (2004). Tupu Ola Moui: Pacific Health 

Chart Book 2004. Wellington, Ministry of Health. 

National Advisory Committee on Health and Disability (2000). Improving Health for New 

Zealanders by Investing in Primary Health Care. Wellington, National Advisory Committee on 

Health and Disability. 

Pacific Health Research Centre (2003). The Pacific Island Primary Health Care Utilisation 

Study. Auckland, University of Auckland. 

Pomare, E., V. Keefe-Ormsby, C. Ormbsy, N. Pearce, P. Reid, B. Robson and N. Watene-

Haydon (1995). Hauora: A Study of the Years 1970-1991. Wellington, Eru Pomare Māori 

Health Research Centre. 

Raymont, A. (2004). Cost Barriers to Health Care: Provisional Analysis from the New Zealand 

Health Survey 2002/03. Wellington, Ministry of Health. 

Rice, T. and K. R. Morrison (1994). "Patient cost sharing for medical services: A review of the 

literature and implications for health care reforms." Medical Care Review 51(3): 235-287. 

Richardson, J. (1991). The Effects of Consumer Co-payments in Medical Care, Treble press. 

Roemer, M. I., C. E. Hopkins, L. Carr and F. Gartside (1975). "Copayments for ambulatory 

care: Penny-wise and pound-foolish." Medical Care 13(6): 457-466. 

Roos, N. P., E. Forget, R. Walld and L. MacWilliam (2004). "Does universal comprehensive 

insurance coverage encourage unnecessary use? Evidence from Manitoba says 'no'." 

Canadian Medical Association Journal 170: 209-214. 

Scheffler, R. M. (1984). "United Mine Workers' health plan: An analysis of the cost-sharing 

program." Medical Care 22(3): 247-254. 

Scitovsky, A. and N. McCall (1977). "Co-insurance and the demand for physicians services: 

Four years later." Social Security Bulletin(May). 



 

 

 89

Scitovsky, A. and N. Sneider (1972). "Effects of co-insurance on use of physicians services." 

Social Security Bulletin(June). 

Sibbald, B., R. Sheaff and M. Roland (2004). Experience abroad I: Primary care reform in the 

UK. Implementing primary care reform: Barriers and facilitators. R. Wilson, S. E. D. Shortt and 

J. Dorland. Montreal and Kingston, McGill-Queen's University Press: 39-48. 

Starfield, B. (1994). "Is primary care essential?" Lancet 344: 1129-1133. 

Starfield, B. (1998). Primary Care: Balancing Health Needs, Services and Technology. New 

York, Oxford University Press. 

Starfield, B. (2004). Summing up: Primary health care reform in contemporary health care 

systems. Implementing primary care reform: Barriers and facilitators. R. Wilson, S. E. D. 

Shortt and J. Dorland. Montreal and Kingston, McGill-Queen's University Press: 151-164. 

Stewart, W. and p. Enterline (1961). "Effects of the National Health Service on Physician 

Utilisation in England and Wales." New England Journal of Medicine 265: 1187. 

Tukiotonga, C. (1999). Primary healthcare for Pacific People in New Zealand. Wellington, 

National Advisory Committee on Health and Disability. 

Westbrooke, I., J. Baxter and J. Hogan (2001). "Are Maori under-served for cardiac 

interventions?" New Zealand Medical Journal 114: 484-7. 

Wilson, R., S. E. D. Shortt and J. Dorland (2004). Implementing primary care reform: Barriers 

and facilitators. Montreal and Kingston, McGill-Queen's University Press. 

World Health Assembly (2003). Resolution document A56/27. Geneva, World Health 

Assembly. 

World Health Organisation (1978). Declaration of Alma-Ata. Primary health care, Report of 

international conference at Alma Ata, USSR. Geneva, UNICEF. 

 

 



 

 

 90

Appendix 1 – Power Analysis 

 

The following graphs summarise the power analysis. For the purposes of setting sample sizes 

the effect size was set at 0.2, a small effect, representing a shift of a fifth of a standard 

deviation. For example, considering the case of fees paid by adults 65+ this represents a 

change in fee paid of approximately $2.50. 

 

The first graph shows power to detect changes of this magnitude for a sample of 250 patients 

from clusters (practices) of various sizes. The intra-class correlation is set at 0.1, based on 

previous analyses. There is ample power to look at these changes within Access and Interim 

practices independently with power being greater than 0.8 at 50 sites (i.e. approximately 

equal numbers of practices in each group) 
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The next graph shows that power is relatively insensitive to number of patients at each site, 

graphing power for a sample size of 20 per cluster. This shows we maintain adequate power 

even when examining subsets of the data, for example children aged <6 (9% of population) in 

Access practices. For interest the effect of an ICC of 1 (no variation within practices) is also 

illustrated. 
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The two graphs on the following page show (a) the limited returns in power of increasing 

number of patients per practice (beyond about 25, the smallest cell size we would be 

interested in) and (b) the power of the proposed design to detect effects of various sizes. 

 

The analysis suggests the proposed design is an efficient way of meeting the evaluation aims 

described in the text, with the sampling strategy ensuring a representative, random sample is 

obtained. 
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Power versus number of subjects per cluster 

(showing little gain past 30 patients per cluster) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Power versus effect size 

(0.2 = change of $2.50 will be significant at 0.05, from one quarter to the next) 
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Appendix 2 – HealthStat Sample 

Construction of the HealthStat Panel 

The HealthStat panel was randomly selected from a list of all active practices (providing 

general primary care services to a registered population) using the MedTech32 Practice 

Management System (PMS) in New Zealand, maintained by CBG Health Research Ltd. The 

database contains 1267 practices. Accident and Medical services are included if they provide 

general medical services to a registered population. A random sample was drawn from this 

database, stratified by DHB. The sampling methodology was designed to deliver a 

geographically representative random sample of 100 practices.  

 

To stratify by DHB a quota was set for each DHB, in proportion to the population of the DHB 

(the same required number for each DHB result when the number of practices is used instead 

of DHB population). To choose the random sample in each DHB the practices in a DHB were 

listed in suburb or town order. A random start point was chosen using the Excel random 

number generator, and every “nth” practice was chosen, with “n” being the reciprocal of the 

required sampling fraction to achieve a sample of the required size. 

 

Practices were then contacted and invited to participate in HealthStat. Typically this involved 

a visit to a practice meeting, or a teleconference, to discuss the HealthStat concept. In return 

for participating in HealthStat practices receive web-based analyses of their practice clinical 

and business activity, in comparison to the pooled national HealthStat data, and payment 

each time a client accesses the HealthStat dataset.  

 

HealthStat is based on three key principles: 

1. Anonymity. At no time are patients, clinicians or practices to be identified in any HealthStat 

reporting. Practices agree that data can be presented at a DHB level of aggregation.  

2. Transparency. No information is provided to any client without explicit permission being 

given by a practice that their data can contribute to the analysis. Practices are informed of the 

analyses that will be undertaken and the purpose of the analysis.  

3. Facilitation. Wherever possible HealthStat works with existing health information standards 

for data coding and analysis. HealthStat aims to help policy makers make better decisions. 

HealthStat has signed memoranda of understanding with all participating practices 

guaranteeing these conditions. In return practices have undertaken to Read code to an 

agreed set of 12 Read codes, to identify patients with common chronic conditions, and 

incident cases of gastroenteritis and influenza.  
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The sample was recruited between March and June 2005.  One hundred and fourteen 

practices were invited to participate and 96 agreed, although one practice subsequently 

withdrew (citing lack of financial return) leaving 95 participating practices, an 83% response 

rate. In the event of a practice declining participation the next practice (in the sorted list from 

each DHB) from the same suburb or town was invited to take part to maintain geographic 

representativeness as far as possible. 

 

Some of the 95 practices in the sample shared computer systems with other practices. Where 

these practices provided increased geographical coverage to the HealthStat panel, by adding 

practices from other towns, these practices were added to the panel. This enhanced panel is 

useful for surveillance; this added a further eight practices to the sample, bring the total 

number of practices supplying data weekly to 103. 

 

The first weekly practice downloads started on 1 July 2005 and the last of the 103 panel 

practices to start supplying data commenced downloads on 23 October 2005. 

 

The collection of data using HealthStat is completely automatic. Data is downloaded from 

each practice every week, using the secure HealthLink messaging system. The practice 

downloads are spread over the working week, so that data is received from 20% of practices 

each day. This reduces the daily traffic maximum volumes that HealthLink has to handle. 

Registers are downloaded from each practice every three months, to provide up-to-date 

denominators for rate calculations. Downloads are spread over the three months; the pooled 

register data thus estimates the HealthStat denominator at the midpoint of a quarterly 

reporting period. 

 

One doctor’s organisation holds the license for the MedTech32 software used by its 

members. As the license owner for MedTech32, this organisation was invited directly to 

participate in HealthStat but declined, and therefore the HealthStat panel does not include 

any practices from this organisation. Practices from this organisation were also drawn in the 

national random sample and this organisation was invited to participate in this evaluation but 

was not able to be engaged. In all other cases contact was made directly with practices, with 

PHOs informed of the project. 
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Representativeness of the HealthStat Panel 

In general HealthStat over-represents Maori and Pacific patients, and patients from Access 

practices. The response rate from low-decile, high Maori and Pacific practices that appeared 

in the random sample was 100% and the sample is therefore biased in favour of these 

populations. 

 

HealthStat collects information on all practice encounters, with doctors or nurses (or other 

professionals) and for all patients, whether or not they are registered with a practice. This 

information on casual patients is a strength of HealthStat that may be of considerable 

importance in policy development. However, the standard analyses provided to practices and 

HealthStat clients report activity for registered patients only. The following table describes the 

demographic profile of registered patients.  

 

 
Demographic features of HealthStat sample 
 

  N Percent
Age group 0-5 39382 9.51 
 6-18 92749 22.39 
 19-24 34178 8.25 
 25-44 118493 28.6 
 45-64 87222 21.06 
 65+ 42220 10.19 
 Total 414244 100 
Gender Female 214933 51.89 
 Male 199311 48.11 
 Total 414244 100 
Ethnicity Other 218881 52.84 
 Maori 92652 22.37 
 Pacific 48938 11.81 
 Asian 27894 6.73 
 Missing 25879 6.25 
 Total 414244 100 

 

Note: Registered patients. Sample as of 1 October 2006 
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