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Abstract  

A clinic providing primary health care services free-of-charge to all its enrolled patients 

opened in January 2010 in Dunedin.  It was staffed by volunteer clinicians, many of 

whom were motivated by their Christian faith.  Its patients were socially vulnerable, and 

had complex health needs.  This setting provided an opportunity for a ‘natural 

experiment’, whose aim was to study the delivery, context and effects of free primary 

health care, and the socio-demographic and clinical characteristics of the target 

population using such services.  The expectation was that the removal of the cost barrier 

would enable vulnerable patients to better access comprehensive health care. 

 

Since capturing the phenomenon (free primary health care provision) and its context were 

fundamental to understanding the Free Clinic, the case study methodology was used to 

examine the application of the phenomenon, as part of developing theory around the 

place of free general practice care in New Zealand.  This case study comprised four 

component studies.  A questionnaire-based study compared the socio-demographic 

characteristics of patients at the Free Clinic and those at a nearby fee-charging traditional 

clinic.  A nested case study examined the nature of Free Clinic patients' diverse needs, the 

Free Clinic's model of care, and whether the model was a good match to patients' needs.  

An audit of electronic records was performed to profile the reasons Free Clinic patients 

consulted their general practitioner.  A controlled before-and-after study of Free Clinic 

patients matched to other Dunedin residents by propensity scores assessed the effect of 

the Free Clinic on hospital use by its patients.  These studies combined qualitative and 

quantitative research methods. 

 

Free Clinic patients were on average younger and more likely to be Māori than the wider 

Dunedin population, and more likely to reside in highly deprived areas, and report high 

levels of individual-level deprivation. Despite their poorer self-reported health status and 

greater levels of multimorbidity, Free Clinic patients were likely to report having unmet 

needs for medical and dental services, and not being able to collect prescription items 

because of cost.  When asked to comment on the Free Clinic’s model of care, patients 

placed value on the “friendly” and non-judgmental nature of the care they received, and 
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being able to simply drop-in without an appointment to receive support for diverse health 

and social concerns.  Free Clinic patients brought fewer than average ‘reasons-for-visit’, 

and tended to consult for administrative and repeat prescription requests.  Follow-up of 

Free Clinic patients for five years after the clinic’s opening failed to reveal any 

significant decrease in their hospital use.  Compared with matched controls, Free Clinic 

patients visited the emergency department more frequently after the clinic opened than 

before it opened.   

 

Beyond access to health care, patients such as those attending the Free Clinic need access 

to the social conditions and resources that promote health.  Beyond a model of care 

sympathetic to their needs, a protracted period of making small, incremental efforts is 

necessary before gains in health may be reaped.  Given the limitations of the current 

primary health care funding and service delivery framework, the establishment of 

designated ‘fit for purpose’ clinics for vulnerable populations is necessary.  Further 

research is needed to identify primary health care patients with significant unmet health 

needs, and to find an appropriate measure other than hospital use to evaluate policy 

interventions aimed at improving primary health care access.   
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Personal background 

When Servants Health Centre opened on 18 January 2010, I was the first doctor rostered for 

work.  The clinic is accessibly located within the city centre and is Dunedin’s only clinic offering 

free general practitioner services to all enrolled patients.  Dunedin is a university city of about 

120,000 people in the lower South Island of New Zealand.  Dunedin has a Scottish heritage, and 

its residents are mostly European in ethnicity.  Servants Health Centre quickly attracted a group 

of socioeconomically deprived, high-needs patients, mainly through word-of-mouth.  Possession 

of the income-tested Community Services Card is an enrolment criterion, and the practice 

manager or clinical leader exercises a degree of additional ‘gatekeeping’.  An average enrolment 

list of 450 – 500 patients is maintained by Servants Health Centre.  Apart from providing 

primary health services free-of-charge to patients of all ages, the clinic is unique among New 

Zealand primary health care centres in being staffed exclusively by volunteer clinicians, and 

having an overtly Christian ethos.  The practice manager and two receptionists are the only paid 

employees.  Governance is provided by the clinic’s board of trustees.  There are no patients or 

community representatives in the clinic’s governance structure.  A wide range of free-of-charge 

services are offered in addition to traditional medical and nursing services.  Since its 

establishment, counselling, occupational therapy, pastoral and spiritual care services have been 

provided, and other groups met regularly at the clinic, including a young mothers’ group, a craft 

group, and a Bible study group.  The clinic functions as a drop-in centre for patients, who 

typically seek help for psychological distress and social problems. 

 

In the chapters that follow, I will describe the operational aspects of the clinic and the 

characteristics of its enrolled patients, but my intention now is to explain my reasons for 

embarking on this research project.  As can be expected for humanitarian workers, my clinical 

and governance roles at the clinic gave me a lot of personal and professional fulfilment.  

However, from the outset I realised that my patients by virtue of being financially and socially 

vulnerable were disproportionately impacted by gaps in government policy, and if our 

experiences as clinicians were not brought to bear on the policy process, my patients and I would 

continue to wrestle with the same problems during our clinical encounters year after year.  In 

short, my clinical experiences underscored the importance to me of workers in this area having 

influence in the policy world.   

 

I hope the research undertaken for this degree will answer some of the questions that I will list 

shortly.  Taking a long-term view, in the process of studying for this PhD I also intend to 
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accumulate the research and communication skills that will equip me for policy and clinical 

governance roles.  In these roles, my aspirations are that the planning and funding of health 

services is informed by research evidence; that research is designed to have greater utility to the 

policymakers and health service managers making these decisions; and that both these processes 

are responsive to the needs of the patients I see as a general practitioner. 

 

 

Project background 

The rationale behind this project 

The target audience of my research is policymakers and clinicians in governance roles.  This is 

because my PhD project arises out of the following health policy uncertainties which, if 

resolved, could have substantial bearing on the care of the clinic’s enrolled population and 

similar patients elsewhere.  Firstly, from the literature, it is unclear what the effect of free 

primary health care access would be on vulnerable groups.  The presumption that enhanced 

primary health care access alone translates to reduced hospital utilisation rates may not apply to 

these groups.1,2 The project’s chief aim is to establish the effect of free primary health care 

access at Servants Health Centre on secondary care use by enrolled patients. 

 

Secondly, I have been unable to find a salient descriptor that captures the characteristics of free 

clinic patients.  This is despite clinic staff, in their gatekeeping role, readily recognising the 

distinctive traits prospective patients share with already enrolled patients.  On average, fifty 

people who enquire about enrolment are turned away every month.  The patients who do enrol 

are almost exclusively a socially vulnerable group.  They have varying combinations of 

substance abuse, serious mental illness, unstable accommodation, chronic unemployment, 

childhood abuse, and involvement with the criminal justice sector.  This list illustrates the 

inadequacy of using ethnicity and small area deprivation (NZDep) as the sole basis for selecting 

patients for such services.  The present research thus has the potential to clarify the 

characteristics that make a population ‘high-needs’, and so improve the precision with which 

policy instruments reach their intended population groups.   

 

  



 4 

Research questions 

It follows from the previous section that I am seeking to better understand the ‘intervention’ of 

free primary health care provision, the context in which it operates, and the people who by virtue 

of being enrolled at Servants Health Centre, are presumed to be those most in need of it.  The 

questions underpinning my research are therefore: 

1. Who attends Servants Health Centre?  In other words, who is likely to be most affected by 

the primary health care cost barrier in New Zealand? 

2. What other features of Servants Health Centre are distinctive, apart for the provision of 

primary health care services free-of-charge? 

3. Why do patients consult at Servants Health Centre?  That is, apart from their demographic 

characteristics, what else identifies Servants Health Centre patients? 

4. How does providing free primary health care access affect health-related outcomes?   
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Project structure 

The structure of this doctoral thesis is described in the next section. It uses the hybrid format (a 

monograph is produced, but the content of publications is partially or wholly inserted into 

chapters).3 Chapter 5 details my choice of research methodology.  The research collectively 

forms a case study of Servants Health Centre, comprising four nested studies, each seeking to 

answer one of the questions from the previous section.  Because these studies draw methods 

from both quantitative and qualitative research paradigms, the project is mixed methods 

research. 

 

For convenience (and as an aide-memoire to the overarching purpose of that study), I will refer 

to each study by the leading word of the questions in the previous section.  The ‘Who Study’ 

aimed to compare the socio-demographic characteristics of Servants Health Centre patients with 

those of patients attending a nearby traditional general practice, and to examine how the two 

groups differed in their use of primary health care services.  The less explicit focus of the ‘Who 

Study’ was the persistence of the primary health care cost barrier in New Zealand.  In recent 

years, the proportion of respondents in the New Zealand Health Survey reporting being unable to 

afford the cost of a general practitioner visit has been constant at 14%.4,5 Efforts to minimise cost 

barriers to primary health care have been only partly successful.  The Community Services Card 

(CSC) was introduced in 1992 to channel government subsidies towards people on means-tested 

welfare benefits.  However, CSC uptake is incomplete (74%), with one-third of people without a 

CSC eligible for one.6 Half to two-thirds of CSC holders report deferring medical care because 

of the cost.7-9 The New Zealand Primary Health Care Strategy (2001) aimed to reduce health 

inequalities by reducing access barriers to primary health care.10 The Strategy’s central objective 

was to better target resources according to need, based on the socioeconomic profile of a clinic’s 

enrolled patient population.11,12 While these reforms lowered patient co-payments and lifted 

consultation rates generally, commentators suggest that much of the benefit was accrued by 

patients without CSCs (who presumably were in a better socioeconomic position than those with 

CSCs),13 and that general practitioner consultation rates remained low for Māori and those with 

low household incomes.14 Discounted doctors’ fees are another important way of overcoming 

cost barriers, but this practice has become less frequent over time,15,16 or concentrated on 

paediatric (age <18 years) or older (age >65 years) patients.17 Discounting also operates on an ad 

hoc basis, and business considerations may prevent this practice from becoming more 

widespread. 
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The ‘What Study’ was conducted because Servants Health Centre’s operational framework has 

unique elements for general practice in New Zealand.  As above, a wider than usual range of 

clinical services has been offered at Servants Health Centre, and all its clinicians are volunteers.  

Servants Health Centre has an overtly Christian ethos, and its administrative services are funded 

in part by a Catholic charity.  Activity groups are run in parallel to traditional clinical services.  

Servants Health Centre functions as a drop-in centre for its enrolled patients, who are frequently 

seen without an appointment.  The ‘What Study’ scrutinised Servants Health Centre’s model of 

care because the way health services are delivered may be as important to patients accessing 

health care as removing the cost barrier.  Institutional characteristics, organisational processes, 

and the patient-provider interface can indirectly contribute to adverse health outcomes by 

reducing the uptake of health services.18 These include non-financial barriers to care, such as the 

acceptability of services, and whether these services accommodate the needs of patients.19 

Models of care are multi-dimensional concepts describing the way health services are 

delivered,20 and have special relevance to clinics serving vulnerable populations.  Establishing a 

defined model of care facilitates the members of the healthcare team working towards common 

goals, and helps evaluate the extent to which such aspirations are met.20 Providers may re-

orientate their services towards more explicitly addressing the needs of marginalised groups by 

incorporating strategies into their model of care that attend to power differentials within 

relationships and that respond to the social contexts of patients’ lives.21 

 

My experiences as a clinician at Servants Health Centre suggested that this varied group of 

patients consulted their general practitioner for different reasons than typical general practice 

patients.  The ‘Why Study’ was an audit profiling the reasons Servants Health Centre patients 

consulted their general practitioner.  This was an exploratory study, given that published research 

about the primary health care needs of marginalised and vulnerable patients is limited.  For 

instance, asylum seekers in Australia present at a high rate for repeat prescriptions, social 

problems, and psychological complaints.22 While I knew that the patient population at the 

Servants Health Centre has high levels of socioeconomic deprivation, physical and psychiatric 

multimorbidity, it was unclear how these factors translate into patients’ use of primary health 

care services and their reasons for doing so.  

 

The ‘How Study’ flowed out a desire to find a readily measured consequence of free primary 

health care access, in part to pique interest within the policy world.  Since better primary health 

care access is purported to reduce overall health system costs,23 there is an enduring policy 

interest in a strong primary health care system, to cost-effectively improve population health and 
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to control health care expenditure.24,25 Ambulatory care-sensitive (ACS) hospital admissions are 

commonly seen as an indicator for adequacy of primary health care access.26-30 As I will discuss 

in Chapter 4, there is genuine equipoise about whether removing the cost barrier to primary 

health care access is an effective policy intervention for reducing hospital use by high-needs 

patients.  Merely providing free primary health care access may not translate into use of these 

services,31 and multiple other factors may thwart their engagement in health care.32 For the ‘How 

Study’, I hypothesised that enrolment at Servants Health Centre would allow patients to access 

primary health services commensurate to their health needs.  Due to increased general 

practitioner referrals, hospital outpatient department appointments rates would increase.  Further, 

I anticipated that receipt of appropriate ambulatory care would reduce hospital admission and 

emergency department visit rates for Servants Health Centre patients after the clinic opened, 

compared to similar Dunedin residents, who served as controls.  

 

One of the introductory chapters and the Discussion chapter (Chapters 2 and 8 respectively) also 

contain a brief survey of free clinics in New Zealand, mainly to supply further context to 

Servants Health Centre. 
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Thesis structure and overview 

This thesis adopts the introduction, methods, results and discussion (IMRAD) structure 

customary in scientific publications.33 A chapter clarifying the academic approach (the 

methodology chapter) separates the methods chapter from the preceding three introductory 

chapters. 

Chapters 2 to 4: Introduction 

In the three chapters that immediately follow, selected topics in the literature are reviewed to 

provide the background to the phenomenon under investigation (the provision of free primary 

health care to a vulnerable population), and to facilitate the interpretation of this study’s findings.  

To enable direct comparison with similar clinics and patients in the published research, repeated 

reference back to Servants Health Centre and its patients is spread throughout the introductory 

chapters.  Compared with collating all the material on Servants Health Centre in a separate 

stand-alone chapter, this approach more clearly situates this phenomenon and its context within 

the literature, and highlights the recurring themes in the introductory chapters.  This approach 

also avoids the inherent repetition of text in a self-contained chapter on Servants Health Centre 

that revisits ideas mentioned in earlier sections.  

 

The conceptual relationships of the sections of the introductory chapters are presented 

diagrammatically below in Figure 1.  The subject of this study, Servants Health Centre, is 

centrally located at the confluence of several related but distinct topic clusters as shown.   
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Chapter 2 explores the historical, political and health policy factors relevant to primary health 

care access.  Chapter 3 then situates free primary health care services within the context of third 

sector clinics generally in New Zealand, and uses safety-net clinics in the United States to further 

contextualise the delivery of health services to vulnerable populations.  The role of voluntary and 

faith-based organisations in ‘filling the gap’ for individuals underserved by existing government 

and private services is also briefly discussed.  Chapter 4 concludes the introduction by mapping 

out the interlinked vulnerability characteristics and health services usage patterns that identify 

Servants Health Centre patients as a whole.    

  

  

Figure 1: Relationship of concepts discussed in introductory chapters 
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Methods for introductory chapters 

Although this project originates in primary health care, it is at its core a piece of health services 

research, because it examines social factors and the way health care services are organised and 

funded, and the effect these factors have on the access and cost of health services.34,35 Consistent 

with the interdisciplinary nature of health services research,36 the next three chapters refer to 

contextual research and commentaries that cross the boundaries of academic disciplines by 

blending data sources and conventions from different research paradigms.35,37,38  

 

Since this project considers a diverse and multidimensional subject area, a multi-pronged search 

strategy34 was employed to include not just the black literature, but also policy documents and 

other grey literature.  Related articles were identified using the electronic databases either 

through associated MeSH keywords or by a citation search.  Keywords such as “free AND 

clinic”, “vulnerab* AND patient” were used.  To increase capture of the social sciences 

literature, Scopus was used in addition to the biomedical databases PubMed and Embase.  The 

bibliographies of key publications were manually scanned to retrieve further relevant articles in 

academic journals as well as policy briefs, working papers and academic theses.  The authors of 

key publications were also contacted and asked to suggest related documents.  This iterative 

process of snowballing was supplemented by regular table-of-contents alerts emailed from 

journals such as Health Affairs and Social Science and Medicine, and niche journals such as the 

Journal of Health Care for the Poor and Underserved.  Over a period of four years, articles were 

thus incrementally added to the mind mapping software (Mindjet, San Francisco, United States) 

used to write the introductory chapters, and assemble the reference list at the end of the thesis. 

 

Chapter 5: Theoretical framework and methodology  

Chapter 5 clarifies the academic approach I have adopted in this PhD.  In this chapter, I situate 

the project within the academic discipline of health services research, and justify why I used 

mixed methods research (generally) and the case study method (specifically) in seeking to 

answer the research questions. 

 

Chapter 6: Methods 

As mentioned above, four component studies make up my PhD research.  The methods used for 

these studies are separately described in Chapter 6. 
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Chapters 7: Results 

A separate account of the results from each component study is given in Chapter 7.  Their order 

reflects a logical progression of the ‘fact-finding’ process, rather than the chronological sequence 

in which I received and analysed the data. 

 

Chapter 8: Discussion 

The findings are interpreted in Chapter 8, again separately for each study.  A unified 

interpretation is then offered, before a discussion of the overall implications of the research 

findings.  Per convention, a concluding chapter follows the discussion chapter. 
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CHAPTER 2:  INTRODUCTION – HISTORICAL AND POLICY 

CONTEXT 



 13 

 

 

Figure 2: Locations of free clinics in New Zealand 
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History of free medical care in New Zealand 

Historical context to free primary health care provision 

The most obvious aspect of Servants Health Centre is its provision of general practitioner 

services free-of-charge to all enrolled patients.  Among general practices, Servants Health Centre 

is not alone in this regard.  In an email and telephone survey of Primary Health Organisations 

and primary health care governance teams, I found 18 primary health care clinics in New 

Zealand currently offering free general practitioner services for patients of all ages (Figure 2, 

above).  The majority of these clinics were located in highly deprived areas as measured by the 

NZDep2006 index (Figure 3). 

 

The idea of providing primary health care at no cost to patients is also not unique within its 

historical context.  As will be discussed shortly in this section, Servants Health Centre shares its 

roots with the Social Security Act 1938 through David Gervan McMillan, one of the Act’s main 

proponents and a Dunedin general practitioner who was also influenced by Christian ideology.  

The ultimate failure of the Social Security Act to secure free general practitioner services for 

New Zealanders is a segue into the more recent political events and health policy reforms that 

have perpetuated the cost barrier to primary health care services in New Zealand. 

 

 

 

 

Figure 3: Regional NZDep2006 (small area) deprivation profiles of free clinics in New Zealand 
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New Zealand’s brush with free general practitioner care 

Through the events leading to the passing of the Social Security Act in 1938, New Zealand came 

close to establishing free general practitioner care nationally.  The provisions of this Act were 

widely supported by the Cabinet of the First Labour Government,39 and received overwhelming 

approval from the electorate.  Following the Act’s enactment, the Labour Party was returned to a 

second term with 56% of all votes cast and twice as many votes as its opposition,39-42 

notwithstanding widespread concerns about how these measures were to be publicly financed.39 

However, as will be discussed below, consequent to trenchant objection from a powerful 

doctors’ union against what was perceived to be bureaucratic intrusion into their professional 

autonomy and the doctor-patient relationship,39 the final form of the Act was far from that 

initially envisaged by the Labour Government.  At the time, as is the situation more recently, the 

freedom of doctors to charge fees to patients was viewed as symbolic of their autonomy and 

status as trusted professionals.43 In the ensuing impasse between the doctors and the state, the 

resulting arrangements not only failed to produce free general practice services for patients, but 

also preserved the right of general practitioners to charge patient fees over and above the 

generous state subsidies their union had secured in negotiations with the government.39,41 These 

developments can be seen within the context of contemporaneous trends in other Commonwealth 

countries such as Australia and the United Kingdom, involving the organised opposition by 

doctors against the nationalisation of medical care.39,44-47 

 

Events leading to the Social Security Act 1938 

In the wake of the harsh economic realities of the Great Depression, policies founded on the 

social liberalism espoused by the Labour Party swept them into power in the 1935 general 

election.48 At this stage, there were only three clauses in their health manifesto, and the only 

reference to free medical care was for school pupils.40,49 Absent any state provision for medical 

care in New Zealand, patients met the costs of seeing their doctor themselves, and general 

practitioners sought their fees entirely from patients.41,50 This led many patients to forgo medical 

care rather than accumulate a debt with their doctor.42 Services at public hospitals also incurred a 

charge, and the onus was on indigent patients to demonstrate their inability to pay in order to 

receive a discretionary reduction in their fees.50 The number of ‘Friendly Societies’ also peaked 

around this period, affording their members access to medical care provided by contracted ‘lodge 

doctors’ who were funded from a pool of voluntary subscriptions.51-53 However, while these 

cooperative organisations were an important source of medical care for the working poor, the 

Friendly Society movement was never strong in New Zealand.50 
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These conditions were the fertile ground for the left-leaning propositions of David Gervan 

McMillan, a Dunedin general practitioner whose formative years were between 1929 and 1934, 

working as the medical officer contracted in Kurow, North Otago, to service workers building 

the new hydroelectric dam across the Waitaki River.54,55 The union representing the workers, the 

Waitaki Hydro Medical Association, had set up a health insurance scheme, and held an 

employment relationship with the doctor.39,40,55 McMillan’s views were also shaped by his 

Christian beliefs,55,56 and in Kurow he was joined by Arnold Nordmeyer, a Presbyterian minister 

at the local church who like McMillan had received his qualifications in Dunedin.39,41,57 

Together, the two worked on the philosophy and framework for a health insurance scheme that 

was to later become the central pillar of the Labour Government’s health policy.41 

 

McMillan’s proposal, “A national health service: New Zealand of tomorrow”,58 criticised the 

existing British health insurance scheme for its lack of universal coverage in excluding workers 

with an annual income exceeding £250.49 He acknowledged the limited capacity of Friendly 

Societies to cater for the health needs of New Zealanders, and instead proposed a national 

scheme with the following key elements:49,58 health services were to be provided free-of-charge 

and universally to the entire New Zealand population, regardless of their economic status; 

services were to be comprehensive, encompassing the entire range of health services patients 

might require; and health benefits were to be non-contributory, making patients eligible for 

services whether or not they had made any tax contributions towards the scheme.  Two other 

major themes in McMillan’s proposal were the primacy of primary health care within the health 

system, and the place of preventive care and public health measures as the cornerstone for 

maintaining good health.58 On the latter point McMillan’s health policy was clearly permeated 

by his political ideology, as in it he regarded medicine as “a section of social welfare”, and 

advocated that the proposed national health service “pursue sickness to its origin”, so giving 

credence to the intimate relationship between chronic disease and poverty, and the need to 

“sustain the family, [in order to] cure the patient”.58 McMillan’s assertion about the social role of 

medicine bore resemblance to Rudolf Virchow’s statement that “medicine is a social science, 

and politics is nothing more than medicine on a grand scale”.59,60 Commentators have speculated 

that McMillan may have also been influenced by the national Director of Public Hygiene, 

Thomas McKibbin, during the latter’s conference presentation in Dunedin where McMillan was 

a medical student.44 
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Becoming the Labour Member of Parliament for Dunedin West in 1935 at the age of 31,49,54 

McMillan’s proposal made a deep impression on his Labour Party colleagues.40,41,49 The new 

Prime Minister Michael Savage had a personal interest in health care,44 and since McMillan’s 

proposals fitted the Labour Party’s aspirations, McMillan was appointed the chairperson of the 

National Health Insurance Investigation Committee tasked with looking into the implementation 

of the scheme.39,41 The chief relevance of the scheme to the present study is that general 

practitioner services were to be free-of-charge to patients.41,61 Drawing from McMillan’s 

proposals, the Labour Party’s scheme would be universal in its coverage,42,49,61,62 as well as 

funded through the general tax revenue and a new social security payment, and so non-

contributory.41,49 A contributory scheme would have placed access difficulties to medical care on 

certain population groups less able to afford doctors’ fees such as Māori.40 

 

From the outset, the New Zealand branch of the British Medical Association (the NZBMA) was 

opposed to the scheme.  Unlike their British counterparts who favoured an insurance mechanism 

for funding the national health service,39,63 the NZBMA maintained that the doctor-patient 

relationship was predicated on monetary transactions between patient and doctor, and that the 

proposed capitation arrangement would detract from this relationship.39 Furthermore, to the 

NZBMA, the government’s proposal to put doctors under contractual arrangements to supply 

services represented an attempt at bureaucratic control by making them in effect civil servants, 

thus impinging on the doctors’ right to practice as independent professionals.39,40,61 The NZBMA 

also reasoned that in New Zealand “medical treatment was seldom unavailable to anyone”,39 

rejecting the notion of universality, saying that it would lower the standard of medical practice,39 

and that free services would allow patients to place excessive demands on doctors.49  

 

The NZBMA’s counter-proposal entailed dividing the population by their ability to pay, and 

charging patients accordingly.40,41,49 Separating society into classes was not a prospect the 

Labour Government was willing to countenance,39,40 viewing it as “foreign to the ideals of the 

Government in particular and the people of New Zealand in general”.49 However, a concerted 

campaign to circumvent the government’s scheme was launched by the NZBMA, beginning with 

the formation of its own committee to galvanise the profession’s support and engage the 

government on the topic.39,40 This committee was chaired by James P. S. Jamieson, a respected 

conservative Nelson general practitioner with a reputation for his tenacity, leadership ability, and 

strong personality.39,40 Jamieson toured the country, speaking at doctors’ meetings.39 The 

NZBMA’s agenda was also propagated in the New Zealand Medical Journal.64,65 These efforts 
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came to fruition when its membership voted 828 against 45 in favour of the BMA’s own scheme, 

in a referendum held on 14 August 1938.40 

 

Events after the Social Security Act was passed 

A month later on 14 September 1938, the Social Security Act was passed.48 However, such was 

the collective power wielded by the medical establishment that the Act was not implemented as 

originally intended.  Despite acknowledging that their actions were against the new law and in 

the face of an explicit threat issued by the Prime Minister about instituting a State medical 

service staffed by foreign doctors were they not to cooperate,39 the NZBMA staged an outright 

refusal to participate in the government’s general practitioner scheme.39,41 Only 25% of doctors 

signed government contracts,39 with the overwhelming majority retaining a fee-for-service 

regime rather than adopting the capitation scheme.49,66 The doctors’ intransigence forced the 

Labour Government to rescind the prohibition against general practitioners charging their 

patients fees.39,42 The Social Security Amendment Act was passed in 1941, allowing fees to be 

charged on top of the increased government subsidies received by general practitioners, in a 

parallel arrangement to the capitation scheme.41,49,50 Rather than achieving the fully tax funded 

national health insurance scheme originally envisaged, the government was in essence 

subsidising a fee-for-service general practitioner scheme.67 This was the forerunner of the 

General Medical Services (GMS) benefit system of today which, contrary to the initial intentions 

of its architects, permitted patient charges to escalate,44 to the extent that in the intervening 

decades until now patient out-of-pocket charges have constituted the greater part of the cost of 

the medical consultation.61,68 Under this arrangement, the incomes of general practitioners with 

large capitated patient lists also grew, with some earning considerably more than their hospital 

colleagues.40 

 

One such general practitioner was McMillan, who was reputed to have had as many as 7,000 

patients on his books, employing five assistants to care for these patients in Dunedin.40 

McMillan’s association with the partially failed social security scheme, the poor traction he was 

perceived to have with his fellow doctors, his political outlook being more radical than those of 

the ministers he served under, and his lukewarm relationship with the then Minister of Health 

Peter Fraser were all likely contributors to his being passed over for promotion to Minister of 

Health, a portfolio many felt was rightfully his.40,41,44 In January 1941, McMillan took leave of 

absence from parliament to pursue private medical practice in Dunedin,41 close to the time his 

friend Nordmeyer became Minister of Health.57 
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Political and health policy context 

Politics, policy, and health sector reforms 

This section explores the political and policy background of ‘third sector’ clinics in New 

Zealand.  Crampton defines ‘third sector’ as non-government and non-profit, locating third 

sector agencies within the gap between the state and private sectors, arising because of market 

failures and deficiencies in existing government services.69 Since third sector clinics such as 

Servants Health Centre are a product of their political and policy environment, an understanding 

of this environment lays the groundwork for interpreting the research findings of this project.  

My thesis here is congruent with that of the subsequent sections: the needs of Servants Health 

Centre’s target population have been poorly catered for throughout the extensive health sector 

reforms in the recent decades, creating the imperative for third sector clinics to fill this gap.  As 

before, the power struggle between political actors and the medical profession is an important 

theme. 

 

New Zealand’s political system 

The rise and fall of arrangements for the care of vulnerable people under various New Zealand 

health reforms needs to be seen within their political context, as this casts light on why 

successive political regimes separated by only a narrow policy and electoral gap70 have produced 

reforms so sweeping and radical as to cause New Zealand to be described as a “laboratory”71,72 

and an “experiment”.73-78 Two characteristics of New Zealand’s political system are relevant 

here.   

 

First, New Zealand’s current political system is conducive to rapid implementation of politically 

sanctioned policies, a process Gauld refers to as passing “fast law”,79-81 echoing the words of 

former Prime Minister Sir Geoffrey Palmer.82,83 Several factors in New Zealand result in 

political power being unusually consolidated.  New Zealand’s Parliament is unicameral, so there 

is no separate chamber of representatives to veto any legislation passed by Parliament.84,85 Prior 

to 1993, because the majoritarian ‘first past the post’ electoral system concentrated political 

power in a Cabinet that was invariably comprised of only the majority party’s Members of 

Parliament, and also because party cohesion is generally tight in New Zealand, the ruling party 

effectively dominated Parliament.84,86,87 Where the executive arm of government also dominates 

legislative decisions, the separation between the executive and legislative arms of government is 

blurred, effectively leading to single-party decision-making throughout each parliamentary 
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term.85 Furthermore, unlike in many other Western countries, the judicial arm in New Zealand 

does not have the scope to declare laws enacted by Parliament as unconstitutional or beyond the 

proper powers of Parliament.87,88 The limited institutional checks and balances inherent to the 

New Zealand political system have allowed government policy to be given the force of law 

without necessarily being subject to full debate or scrutiny in Parliament.84 While the advent of 

the ‘mixed member proportional’ (MMP) representation voting system in 1993 heralded a 

blunting of this prerogative enjoyed by the dominant party, there continues to be evidence of 

Cabinet exercising control by pushing legislation quickly through Parliament, thereby 

circumventing the usual Select Committee and other consultative procedures.86,89 A 

manifestation of this relatively unfettered power held by the ruling political elite has been 

policies that represent intact and ‘pure’ translations of political ideology, especially when 

compared to similar events in other countries.73,90,91 This applies to the neoliberal health reforms 

that will be outlined shortly. 

 

The second characteristic of New Zealand’s political system needing explanation here is the 

apparent disconnect between specific policies and the incumbent government’s political 

orientation or ideological roots.92 This makes it difficult to attribute policies to parties along 

strict partisan lines.  For instance, although the Labour Party is regarded as a social democratic 

organisation traditionally allied with trade unions and the working class,70,92 over the past 

century various Labour governments have flitted between conflicting political positions, at one 

juncture advocating comprehensive state welfare support and at another instituting aggressive 

market-centric measures.93 The neoliberal health reforms of the early 1990s commonly attributed 

to the National Party were in fact instigated earlier by the fourth Labour government,76,84,90 who 

in the preceding decade had started to commercialise or privatise the government’s business 

activities.94 Also, many of the ideas underlying the market-oriented reforms of the 1990s, 

implemented by the National Party when they came into power,80,95 were already contained in 

policy documents associated with the Labour Party.84,92 Similarly, core features of Primary 

Health Organisations in Labour’s Primary Health Care Strategy10 in 2001 - a switch from the 

existing fee-for-service regime to a capitation-based system in which primary health care entities 

were funded according to the needs of their enrolled patient population, for which they were 

responsible - had already been proposed by the Health Funding Authority during the tenure of 

the Fourth National Government.96-98 
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New Zealand’s recent health reforms overviewed 

New Zealand health sector restructuring occurring in the past three decades will be outlined here, 

grouped according the political ideology motivating these reforms.  This section is concise as it 

is not the purpose of this project to review the reforms in detail, but rather to introduce their 

ideological drivers and set the scene for an analysis of how the reforms prompted the rise of third 

sector clinics in New Zealand. 

 

The neoliberal health reforms of the 1990s 

Riding a wave of contemporaneous neoliberal reforms occurring in Australia and other Western 

countries,90,99,100 the seeds to the erosion of New Zealand’s welfare state were sown in the 1980s, 

ironically by a Labour government.73,101,102 In the period just prior, the government operated 

virtually all of the country’s basic infrastructure, and government regulations permeated widely 

through day-to-day transactions.101 Also, in the face of the country’s poor economic 

performance, the previous National government under Robert Muldoon ran a strongly 

interventionist approach to the economy, and had imposed harsh and unpopular wage freezes.103 

So, consistent with the neoliberal notion that rather than being the solution the state is the root of 

the problem,104 the new Labour government implemented a series of measures that involved 

‘rolling back’ the state, setting in motion the events that would transform New Zealand from 

being one of the most highly regulated to one of the most deregulated economies of the time.90 In 

a similar vein as liberalism which champions individual rights and seeks to minimise state 

incursion into the social and economic spheres, neoliberalism embraces market principles as a 

democratic and efficient mechanism for distributing goods and services, since a self-regulating 

market with its myriad of voluntary transactions was seen to guarantee a dispersal of economic 

and political power.90 Where such markets do not naturally exist, such as in the health care 

sector, the related paradigm of ‘economic rationalism’ considers it desirable to create artificial 

markets so as to achieve more efficient and equitable patterns of resource allocation in society.105 

Thus, the basic tenets of neoliberalism are a free market and a small government.92 The 

implementation of such an agenda by the fourth Labour government between 1984 and 1990 

involved the privatisation of state assets, the withdrawal of government from public services, 

decentralising power to local and regional bodies, and the application of corporate practices to 

state services such as the health care sector.93,100,106  

 

While the actors behind these reforms, dubbed “Rogernomics” after the then Labour Minister of 

Finance, resisted actually dismantling the welfare state,73,84 the incoming National government at 
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the 1990 elections had no such compunctions, introducing user charges for hospital services and 

increased means-testing for state benefits.75,84,107 However, the issues facing the incoming 

government warrant brief discussion here.  The country was in the throes of an economic crisis, 

with high unemployment rates and a rising financial deficit.84,108 At the time, the New Zealand 

health system was fragmented, lacked management accountability, and was inefficiently 

operated, contributed to for the greater part by a supply-driven resource allocation system that 

compounded the preexisting difficulties the government had in controlling costs.75 The primary 

health care sector was a particular source of concern as general practitioners, although being self-

employed and charging patient copayments, received state subsidies essentially on a fee-for-

service basis, resulting in primary health care expenditure that was uncapped and beyond the 

government’s control.106,109 Moreover, with the passage of time, the effect of inflation was such 

that the government subsidy became less than 20% of the consultation fee.75,81,84,110-112 This 

made out-of-pocket costs to see a general practitioner in New Zealand amongst the highest in the 

developed world.80 Cost was an access barrier to primary health care for a substantial part of the 

population,113,114 and many patients sought routine medical care at hospitals where services were 

free at the point of use.106,115 

 

The foundational documents of the neoliberal health reforms during the 1990s also predated the 

incumbent National government.  Their Labour predecessors had commissioned two major 

reviews of the New Zealand health system, both of which were highly influential on the reforms 

of the 1990s.79,84,95,116,117 The Health Benefits Review118 considered enhancing competition 

among health providers, while the Gibbs Report119 went further by recommending the 

construction of a quasi-market within the health sector via a ‘purchaser-provider split’ (to be 

discussed), with purported efficiency gains of 30%.76,84 The Gibbs Report had drawn heavily 

from a document commissioned from the American accounting firm Arthur Andersen.75,76 The 

actual Green and White Paper120 announcing the National government’s reforms was itself 

substantially based on American economic models of ‘managed competition’ in health 

care75,80,84,121,122 and the instruction of technocrats from the New Zealand Treasury and Finance 

Ministry.92,117,123 Under general advice not to consult with health professionals and public 

interest groups,80 the National government formulated this Green and White Paper in relative 

secrecy, sidestepping any discussion with health professionals but also kindling antagonism that 

would later prove deleterious to the proposed reforms.111,124 Ambiguously, instead of releasing a 

white paper outright, the National government had circulated a blueprint for reforms that 

included a green paper component, signalling a degree of tentativeness and implying that public 

opinion was really being canvassed.76,115,125,126 
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Eventually, with minimal consultation,117 the National government’s plan to introduce an 

internal market and corporate practices into the health sector75 was hurriedly implemented within 

two years.76,79 In order to foster competition between health providers, purchasers of health 

services were first made organisationally separate from service providers.  Contracts were used 

to make transactions between these entities more transparent.95 Four Regional Health Authorities 

(RHAs) were set up to purchase health services within a bulk-funded budget, through the use of 

contracts with health providers.126,127 The 14 Area Health Boards (AHBs) from the 1980s were 

reconfigured into 23 Crown Health Enterprises (CHEs), which in theory would compete with 

public, private and voluntary providers to provide health services, as in a competitive 

market.75,126 CHEs were intended to operate as commercial businesses,128 and to this end 

managers from the business community were ministerially appointed to the boards of CHEs.76,106 

While the CHEs had explicit social responsibility obligationsA to be met, these became 

subsumed within their business and financial performance objectives.108 Patient copayments for 

the use of public hospital outpatient and inpatient services were briefly rolled out in 1992 but 

were withdrawn amid public backlash75,106,110,111,129,130 and the finding that administering these 

charges was costing the government more than simply providing free hospital services.126 The 

introduction by the National government of the means-tested Community Services Card scheme 

in 1992 not only permitted better targeting of primary health care subsidies by patient 

income,84,96 but was also consistent with the neoliberal premise that state benefits should be 

reined in and directed only to those most in need.131,132  

 

Although it was initially envisaged that primary health providers would compete with one 

another to supply publicly-funded services,130 taking the recommendations of a report pre-

emptively commissioned by the New Zealand General Practitioners’ Association and the Health 

Reforms Directorate (both entities now defunct) in response to the proposed reforms, primary 

health care providers agglomerated themselves into Independent Practitioner Associations 

(IPAs).67,133,134 Initially formed as a means of aggregating their negotiating power to secure 

funding contracts, by the late 1990s about three-quarters of general practitioners were members 

of an IPA,11,80,102 and IPAs had become formidable general practitioner collaboratives which in 

some regions held the pharmaceutical and laboratory budgets for their patient 

populations79,94,128,135-137 and ran quality improvement and professional development 

                                                        
A Health and Disability Services Act 1993, Section 11(2)(a), "...to exhibit a sense of social 

responsibility by having regard to the interests of the community in which it operates." 



 26 

programmes for their members.109,138 So, instead of stimulating competition within the primary 

health care sector, the reforms of the 1990s produced the opposite effect of catalysing greater 

collaboration among general practitioners to achieve shared business objectives.79,102,129 In 

addition, where one of the purposes of the reforms was to control escalating health expenditures 

by integrating publicly funded primary and secondary care into a unitary capped budget,91,139 

what ultimately transpired was a preservation of the status quo.  General practitioners remained 

self-employed contractors, with the vast majority receiving government subsidies on a fee-for-

service basis while still charging patient copayments.109,110,121  

 

The anticipated benefits to the 1990s health reforms failed to materialise.  Cost continued to pose 

a significant access barrier to primary health care,140 hospital waiting lists for elective procedures 

progressively increased, and the predicted cost savings from implementing the purchaser-

provider split did not accrue.111 Onerous negotiations and transaction costs around the new 

contracting processes, and poor cooperation or sometimes outright adversarial relationships 

between health professionals and managers were contributors to the overall failure of the 

reforms.77,80,94,102 Public hospitals remained natural monopolies,129 and effective integration of 

primary health care services with secondary care was stymied by the fee-for-service patient 

charges in the former.109,128 Importantly, the reforms mobilised a level of orchestrated opposition 

among health professionals reminiscent of the way general practitioners as a group had agitated 

against the Social Security Act during the late 1930s, and before long the use of professional 

networks and the mass media had also galvanised public support for their cause.76,108,111,128,141,142 

Resistance to the reforms was so strong that the National Party nearly lost the 1993 elections,76 

and mounting unpopularity led the Coalition government of the 1996 elections to stage a retreat 

away from the market model in health care.75 Regional Health Authorities were combined to 

form a single, central funder of health services, and Crown Health Enterprises (known as CHEs) 

were reverted to being called hospitals again.75,116,126 This restructuring was accompanied by a 

change in rhetoric, with the ‘for-profit’ status of hospitals being removed, and the emphasis 

shifting from ‘competition’ to ‘cooperation’.77,92 Politically calculated to gesture a stepping away 

from the tightly targeted resource allocation philosophy of the previous regime, a universally 

free primary health care scheme for children under six years was launched in 1996.75,143,144 

However, all these measures were not enough, as a public increasingly restive under nine years 

of National Party leadership ushered a Labour-Alliance coalition government into power at the 

1999 elections.92,145 
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Third Way health reforms during 2000s 

Keen to restore public confidence in the health system, the renewed focus on social democracy, 

civil society and public institutions by the new Labour-led coalition government saw the 

devolution of planning and funding functions back to localities via the creation of 21 District 

Health Boards (DHBs), while strengthening central control by the Ministry of Health.146 A vision 

for a primary health care-focused health system, aligned with the World Health Organisation’s 

Alma-Ata Declaration147 was also announced, containing within it principles from the 

Declaration such as the inclusion of greater input by communities into the governance structures 

of local health services.81,141,148 This vision, the New Zealand Primary Health Care Strategy 

(PHCS),10 aimed to reduce patient charges, widen eligibility for government subsidies, and 

promote a shift from a fee-for-service regime in primary health care to capitation funding.74,149 

Primary Health Organisations (PHOs) were to be set up as non-profit, non-governmental entities 

that were both community-owned and community-governed.11,149 PHOs would be contracted by 

their local DHBs to manage primary health services for their populations.13,150 At the time, the 

combination of government subsidies not keeping up with rising costs and the poor uptake of 

CSCs meant that primary health care access remained problematic for certain patient 

groups.149,151 Before the PHCS was implemented, patients’ out-of-pocket expenses amounted to 

roughly 60% to 70% of general practitioner income.138,141,151,152 The use of ‘needs-based’ 

capitation funding for PHOs was intended to redistribute resources to previously under-serviced 

population groups with greater health needs, such as Māori and Pacific patients, and people 

residing in the most deprived neighbourhoods.12,74,96 

 

The measures described above represented a pragmatic middle road carved out by the Labour-led 

government in its departure from the stark market-centric ideology of the previous governments, 

but at the same time avoiding a wholesale return to the social democratic principles of Old 

Labour.93 This approach, called the ‘Third Way’, is commonly credited to the social theorist 

Anthony Giddens, and came to New Zealand via diverse but broadly similar political 

developments in Australia, Britain and the United States.93,153-155 A central objective of the Third 

Way movement was to achieve social justice within the prevailing economic realities, which 

necessitated shrewd fiscal stewardship and a state response to growing globalisation.93,156 Two 

specific Third Way tenets require mention here.  First, the Old Labour, rights-based concept of 

social citizenship was recast as ‘active citizenship’, in which certain duties and expectations 

were attendant to the receipt of state welfare, such as the expectation of labour force 

participation (‘workfare’ or ‘welfare-to-work’).154,157 Second, under the ethos of greater social 
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inclusion and decentralisation, communities and local agencies were enlisted to partner with 

government in order to redress social inequalities and service fragmentation.73,158 

 

From a primary health care perspective, the reforms were successful in that the formation of 

PHOs and the bulk funding of health services via a population-based formula12 brought greater 

public funding to high-needs patient groups,74 fostered the delivery of preventive care to a 

defined enrolled population,159,160 and contributed towards better collaboration within primary 

health care teams.161,162 However, as before, the ensuing stalemate between the government and 

a powerful professional group prevented the realisation of the full benefits of these reforms.  

Concerned about political repercussions within the general practitioner community, the Labour 

government had eschewed the statutory regulation of fees charged to patients,149 and omitted 

consulting with general practitioners during the development of PHOs.71 What eventuated was a 

blended payment system for general practices, perpetuating the framework in which an 

unrestricted fee-for-service payment was received from patients, subsidised in part by the 

government who in doing so did not enter into any formal contract with general practitioners for 

their delivery of a given set of services at fixed prices.149 Although commentators have suggested 

that the coexistence of fee-for-service and capitation payment arrangements directly alongside 

each other potentially ameliorates the drawbacks of the other,74,96,133 the fact remained that 

government subsidies did not cover consultation costs, such that even after its implementation a 

similar proportion of consultation costs were borne by patients as before the PHCS was 

implemented.74 Also, the persistence of a fee-for-service payment regime left the transactional 

nature of 15-minute consultations with general practitioners largely intact.163 

 

Incremental health reforms post-2008 

Whereas at the 2005 elections the National Party did not contest the Labour Party’s dominance 

in the health policy arena, in the run-up to the 2008 elections National leveraged on public 

dissatisfaction that despite Labour’s considerable investment, the health system was failing.164 

Amid widespread perception that after three terms the Labour government was out of touch with 

the concerns of the ‘median voter’ and whose economic management had contributed to the 

recession,165,166 the National Party was returned to power in the 2008 elections.  Breaking from 

the pattern during previous reforms, the Ministerial Review Group established to advise the 

government consulted widely, including with health professionals.148 Cognisant that any appetite 

for further radical health sector restructuring had waned,97,148 the incoming National-led 

government instead proposed improving the performance of the health system through, amongst 

other things, changes in the primary health care-secondary care interface, and better health 
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workforce retention.167,168 Support services of DHBs were either centralised or regionalised to 

minimise bureaucratic duplication and to maximise economies of scale.148,167  

 

While in opposition, the National Party had criticised the Labour government for not adequately 

targeting funding to patients with the highest needs,149 but subsequent to winning the 2008 

elections the National government’s health agenda was silent about population health and health 

inequalities,167 and their across-the-board increase of prescription charges partially reversed the 

copayment reduction under the PHCS.74,169,170 Whereas the previous government expanded the 

role of primary health care within the health system,171 the post-2008 era saw a consolidation of 

primary health care services.  The eighty PHOs were merged to leave less than half that 

number,71,167 and Integrated Family Health Centres (IFHCs) were promoted as multidisciplinary 

primary health care facilities in which specialty services traditionally based in hospitals would be 

co-located.71,148 The nine PHOs within the Southern District Health Board, in whose catchment 

Servants Health Centre is located, were incrementally merged to form a unitary PHO.172 Notably 

however, the recurring theme throughout this chapter applies here: absent any positive 

engagement between government and general practice, or capitulation by general practitioners so 

as to adopt new funding streams and payment mechanisms, both the delivery of health services 

in primary health care and the expenditure on these services are unlikely to substantially 

change.97,167 
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CHAPTER 3:  INTRODUCTION - HEALTH SERVICES 

DELIVERY TO VULNERABLE POPULATIONS 
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‘Third sector’ clinics in New Zealand 

The failure of the Social Security Act and the more recent health reforms to create accessible 

primary health care for socioeconomically deprived population groups produced the conditions 

necessitating ‘third sector’ clinics.  This chapter builds on the comprehensive work by Crampton 

on the ‘third sector’ in New Zealand, and places Servants Health Centre within this context.  The 

‘third sector’, sometimes used synonymously with the term ‘civil society’,173 is according to 

Crampton’s definition located in the space between the state and private sectors.69 My aim is to 

draw parallels between Servants Health Centre in Dunedin, and the other ‘third sector’ clinics 

established elsewhere in New Zealand, and in the United States.  The final section of this chapter 

reviews the background to the concepts underpinning the operational framework of Servants 

Health Centre, such as volunteerism and faith-based humanitarian work.   

 

To better understand the raison d’être of third sector clinics in New Zealand, it is useful to first 

profile the patients attending these clinics.   

 

Demographic profile of third sector clinic patients 

In recent decades, the first community-governed non-profit primary health care clinics in New 

Zealand were trade union health centres, set up in the late 1980s.174 Health Care Aotearoa 

formed in 1994, and was a network of third sector clinics sharing as their explicit goals a 

commitment to meet the primary health care needs of Māori and vulnerable populations, doing 

so in response to the failure of the government or private sectors to provide accessible primary 

health care services for these groups.69,175 In Crampton’s survey of Health Care Aotearoa-

affiliated clinics, enrolled patients were uncharacteristic of the New Zealand population in being 

younger, containing higher proportions of people from ethnic minority groups (36% Māori, 23% 

Pacific Islander), and being more socioeconomically deprived (55% residing in the most 

deprived NZDep96 quintileB areas).69,176 These findings were similar to those of the 2001/2002 

National Primary Medical Care Survey (NatMedCa), where 37.5% of patients registered at not-

for-profit clinics were Māori, and 20.0% were Pacific Islander.177 Over half of these patients at 

not-for-profit clinics (55.4%) lived within the most deprived NZDep2001 quintile, and 72.4% 

were CSC holders (compared to 19.6% and 44.5% of patients at for-profit clinics, 

                                                        
B NZDep is a small area-based measure of relative socioeconomic deprivation derived from New 

Zealand Census data. 
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respectively).177 CSCs allowed holders to receive increased government subsidies for certain 

services.  Although patients at Health Care Aotearoa and not-for-profit clinics did not differ in 

terms of overall morbidity, patients at not-for-profit clinics had higher rates of skin infections, 

asthma and diabetes.177 Notably, these are conditions distributed along socioeconomic gradients, 

and have complications deemed to be preventable through adequate primary health care 

access.178-181 

 

Because the population groups described above are consistently those reporting high levels of 

unmet health need in the New Zealand Health Surveys,4,5,182 it appears that in general third sector 

clinics have succeeded in reaching their target population.  For instance, Crampton argues that a 

key reason for the emergence of third sector primary health care was to address the otherwise 

unmet primary health care needs of Māori, and in his study of Health Care Aotearoa clinics, 

Māori patients had higher utilisation rates than European patients.69 It is important to clarify why 

these groups came to require the services of third sector clinics, as the reasons for this are likely 

to also explain the need for a free clinic in Dunedin.   

 

Market and government ‘failures’ 

First discussing demand-side theories that explain the existence of third sector organisations, I 

explore the theoretical background for the ‘gap filling’ function of third sector clinics, and then 

explain how the operational characteristics of these clinics allow them to perform this function. 

 

In his case study of Health Care Aotearoa, Crampton describes the third sector as “filling a gap 

between the state and the private sector”, and the vulnerable populations served by third sector 

clinics as by definition susceptible to market and government failure.C  Following Siebel and 

Anheier,183 he suggests that the third sector thus assumes a role vacated by both state and private 

sectors.  He also draws from Weisbrod’s184 economic explanation of the third sector responding 

to demands for public or quasi-public goods and services that the state and private sectors fail to 

provide.69,185  

 

Health care has certain characteristics that predispose its provision to market failure.  For 

example, health care, to the extent that it is regarded as a public good, can be consumed by an 

individual without as a consequence preventing others from doing so (non-rivalry), and there are 
                                                        
C Crampton P. Third sector primary health care in New Zealand: A case study of Health Care 

Aotearoa (PhD Thesis). Wellington: University of Otago; 2001, pp41, 245 
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both practical and ethical difficulties in preventing others from consuming it without their paying 

for it (non-excludability).186 While these considerations might apply more to public health 

interventions than personal health care,187 they render health care socially desirable but also 

present challenges to its profitability.  Notwithstanding the arguments around justice and human 

rights that will be presented later in this chapter, where health care is seen as a private good and 

so the responsibility of private individuals, the market is assumed to be an economically efficient 

mechanism for distributing health care.  This assumption rests on there being free choice and 

competition to enhance efficiency and quality,188,189 and the market is also assumed to behave in 

idealised ways to achieve allocative efficiency.190 Patients are seen as rational consumers who 

have access to perfect information about their health needs and treatment options, who are able 

to decipher this information, and who then have the financial means to implement their 

decisions.190 Free competition thus presumes that there are no asymmetries in power or 

information that interfere with individuals’ capacities to make rational economic decisions in 

their own interests.191 

 

However, free competition is seldom attained in the health care market.   Clinicians enjoy a 

relative monopoly on knowledge as most patients lack the information to comprehensively judge 

the clinical effectiveness and quality of the services they receive, or the consequences of not 

receiving these services.189,192 Moreover, a monopoly on the supply of health resources operates 

on many levels, as most New Zealand urban centres have only one public hospital, and even 

after the market-centric health reforms described below, competition for hospital services has 

been minimal and incumbent health providers are favoured.95 Patients are thus unable to ‘shop 

around’ in the way that purchasers of commodities such as household appliances can, especially 

since health care decisions often have irreversible consequences on health, and ill-health reduces 

economic productivity.  A further potential source of market failure is the conflicts of interest 

that frequently arise between funders, managers and health professionals.95 

 

Billis and Glennerster193 describe three further ways by which patients at third sector clinics are 

excluded from participating effectively in the health care market.  Financial disadvantage may 

prevent patients from obtaining services commensurate to their health needs in an open market.  

Even if financial means were no barrier, certain conditions such as learning disabilities and 

mental illness can prevent patients from achieving benefit from the market to the extent 

individuals without these conditions might be able to (‘rational utility maximisation’).  Finally, 

marginalised individuals and communities by virtue of societal forces may be unable to fully 

exercise their capacity to participate in the market.  
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The above factors predispose to ‘market failure’, which Annheier defines as situations 

“characterised by a lack of perfect competition, where markets fail to efficiently allocate or 

provide goods and services”,194 leading to unfair outcomes in which some individuals benefit at 

the expense of others.  These concerns create a strong argument for the state taking over the lead 

role in the regulation and provision of health services.  Since there are in practice inherent 

inefficiencies and inequities arising from health care markets, the market for private health care 

tends to undersupply health services to segments of the population.  Also, as Weisbrod asserts, 

private goods are often poor substitutes for public goods.195 Hence, one function of government 

is to adjust the market towards conditions that promote perfect competition, for example by 

using subsidies to counteract distortions in demand for health services due to income 

differentials.189 Contracts to introduce competition between providers were used in the health 

reforms of the 1990s, to address market failure in the New Zealand health sector.196 These 

reforms, which were discussed in detail in the previous chapter, generated substantial transaction 

costs to the state but did not produce the desired level of government control over essential 

health programmes.196 The reforms also paradoxically reduced competition in primary health 

care through the formation of powerful IPAs.81,102 As was seen in the previous chapter, 

professional groups can stymie efforts by the government to increase its share of health services 

funding, when the medical profession’s autonomy and financial livelihoods are seen to be 

threatened.   

 

Government failure occurs when demand for particular goods and services is not adequately met 

by the state or the public sector.  There are several routes by which government failure to cater to 

the health needs of specific population groups can occur.  As Crampton points out, policy 

options are constrained by political processes,D in that policy is promulgated mindful of the 

government’s popular mandate.  Weisbrod posits that the size of government involvement in any 

particular sector, and conversely its absence in providing sector-specific services, is a function of 

the political voting process and the heterogeneity of demand for goods and services in that 

sector.195 Because government supply of any commodity tends to cater to the demands of the 

median voter, even in the presence of positive demands for a specific commodity by a large 

minority, there can be little or zero levels of public provision of that commodity.  In addition, 

government supply of a commodity is determined by the heterogeneity of the voting population 

                                                        
D Crampton P. Third sector primary health care in New Zealand: A case study of Health Care 

Aotearoa (PhD Thesis). Wellington: University of Otago; 2001, p43 



 35 

and thus the heterogeneity of demands for the commodity.  If significant heterogeneity of 

demand is present, it is likely that extra-governmental providers of the commodity – such as 

third sector organisations – will be needed to supplement government provision of the 

commodity.  In support of this hypothesis, Weisbrod cites empirical evidence that public and 

voluntary hospitals are more likely than private hospitals to offer a range of services such as 

social work, family planning, and outpatient services, as well as medical internship and cancer 

research programmes.195   

 

Not satisfied that existing theories explain the full extent of the relationship between the 

government and the third sector, Salamon advances the concepts of ‘third party government’ and 

‘voluntary failure’ to better describe the cooperation between the American state welfare 

services and the voluntary sector.197 Taking advantage of the lower transaction costs and the 

proximity of voluntary organisations to their client base, Salamon suggests that governments 

actively pursue a ‘third party government’ role by exerting a substantial degree of discretion over 

priority setting within voluntary organisations through their funding arrangements with these 

organisations.  Voluntary organisations are referred to as ‘third-party implementers’, and are 

seen as a vehicle for introducing diversity and competition into the provision of publicly funded 

services without necessarily having to expand the existing bureaucratic apparatus.  This has been 

the case in New Zealand, where third sector clinics, through the representation of minority 

groups on their governance boards, have been more responsive than for-profit clinics in 

responding to the diverse needs of minority community interests.174  

 

Anheier and Seibel further explore the desirability of the third sector to government, in that third 

sector organisations, unencumbered by majoritarian decision-making within the democratic 

political process, are able to assume roles which the state cannot fulfill or delegate to private 

firms.183 They argue that while like the state the third sector can mount an institutional response 

to difficult problems and compensate for market failure, unlike the state, third sector 

organisations are advantaged by being removed from the democratic political process.183 Also, 

unlike for-profit firms, their inherent inefficiencies do not necessarily jeopardise their survival.183 

Salamon’s concept of ‘voluntary failure’ extends the argument, replacing the view that voluntary 

organisations fill in where ‘government failure’ occurs with the view that it is in fact the 

government that is the derivative institution, filling in where ‘voluntary failure’ occurs from the 

inherent limitations of non-profit organisations.197  
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At the start of this section, I described the demographic characteristics of patients attending third 

sector clinics in New Zealand.  The premise being developed was that the primary health care 

needs of these population groups were being met neither by the state nor by traditional, for-profit 

primary health care clinics.  Having just outlined the theoretical explanations for the emergence 

of third sector clinics, I now return to Crampton’s case study of Health Care Aotearoa-affiliated 

clinics to show how, through their operational framework, these clinics attempt to meet the needs 

of their target population.  I anticipate that my study will find key operational similarities 

between Servants Health Centre and other third sector clinics in New Zealand. 

 

‘Gap filling’ by third sector clinics in New Zealand 

Service provision 

In common with the diversity of services offered by public and voluntary hospitals in 

Weisbrod’s review,195 Crampton’s study found that Health Care Aotearoa clinics provided a 

wide range of clinical and other services beyond those typically offered at mainstream general 

practices.  These included maternity services, counselling, specialist mental health services, 

group and individual health promotion activities, community worker support, and traditional 

Māori health practices.69 Similarly, in the NatMedCa study, non-profit clinics were more likely 

than for-profit clinics to offer antenatal care, group health promotion activities, community 

worker services, as well as dental, mental health, and complementary health services.174 For-

profit clinics were more likely to offer sports medicine and emergency call-out services, but 

there were no differences between clinic types in terms of home visits, minor surgery and formal 

counselling services being offered.174 The differences observed could have arisen because the 

socioeconomically deprived target population of third sector clinics had complex needs, and in 

order to secure these patients’ engagement in health care, clinicians recognised the importance of 

simultaneously addressing their health literacy, psychological and social barriers to 

engagement.198,199 In aid of these goals, most Health Care Aotearoa clinics were located close to 

their target population, situated either in urban areas with high levels of socioeconomic 

deprivation, or in medically underserved, mainly rural areas populated by Māori.176 Another 

explanation for third sector clinics being more likely to offer population-focused preventive care 

services is that these clinics tended to be capitation funded, which gave financial incentives and 

the epidemiological tools to deliver these services.200  
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Service utilisation 

In Crampton’s Health Care Aotearoa case study, despite having access to low cost services, 

registered patients had a low overall utilisation rate of 2.8 visits per person per year to a health 

professional.69,201 In a twelve-month period, 53.9% of registered patients had consulted at least 

once, compared with around 80% of the New Zealand population.69,201 In the NatMedCa study, 

patients at both community-governed clinics and traditional general practices were reported to 

have a higher average of 6.6 visits to their doctor per year.200 However, patients at non-profit 

clinics had significantly longer visit durations than their counterparts at for-profit clinics (16.49 

minutes versus 14.95 minutes per visit, p<0.01).202 The seemingly discordant findings in per 

capita consultation rates between the Health Care Aotearoa and NatMedCa studies is likely to be 

because the later sampled patients who had actually visited, hence overrepresenting frequent 

users,202 whereas the former used the registered patient populations of practices as the 

denominator in the calculation of utilisation rates, and so included ‘inactive’ patients.201  

 

In contrast to other studies, Māori patients had higher utilisation rates than European patients in 

the Health Care Aotearoa study.69 For example, at fee-for-service, for-profit clinics in 

Wellington, Māori patients had the same or slightly lower general practitioner consultation rates 

than European patients after adjusting for age, sex and socioeconomic status,203 even though it is 

well-established that Māori have poorer health status than Europeans.204 In the NatMedCa study, 

Māori patients in general accounted for a smaller share of visits (12%) than would be expected 

from their share of the general population, and had both fewer visits (6.1 versus 6.7 visits per 

capita per year) and shorter average consultation lengths (13.7 minutes versus 15.1 minutes) than 

non-Māori patients.205 The subgroup of Māori patients attending community-governed clinics in 

the NatMedCa study had longer average consultation lengths (19.4 minutes versus 13.6 minutes) 

than those attending private clinics, as well as raising more medical problems and receiving more 

investigations per consultation.205 It therefore appears that while the consultation patterns of 

Māori patients at traditional, for-profit clinics were shaped by their being disproportionately 

affected by financial206 and non-financial207,208 access barriers, the reduction of these factors at 

third sector clinics facilitated Māori consulting more appropriately to their needs. 

 

Utilisation rates were associated with CSC status and small area deprivation (NZDep96) for 

males in the Health Care Aotearoa study, but not for females.69 Yet, consistent with the Health 

Care Aotearoa study, in the NatMedCa study females had higher utilisation rates than males, 

even when gynaecologic and obstetric conditions were excluded from the analysis.209 The 

finding that utilisation rates for females did not vary with deprivation could be because of the 
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greater likelihood of females than males to defer primary health care because of cost,210 

offsetting any underlying trend resulting from increased morbidity with socioeconomic 

deprivation.  Crampton cautions that the interpretation of the relationship between utilisation and 

socioeconomic deprivation in the Health Care Aotearoa study is limited by only a small minority 

of the Health Care Aotearoa population living in the least deprived areas and so contributing 

much less data for statistical analyses.E  However, these findings are congruent with the 

NatMedCa study showing that in general, patients living in the most deprived areas did not have 

statistically significant higher general practitioner consultation rates than patients living in the 

least deprived areas, after controlling for other variables.202 This is contrary to the expectation 

that multimorbidity is associated with both worsening socioeconomic deprivation and increased 

health services utilisation,211,212 as discussed in the next chapter.  So, a positive relationship 

should be observed between health service utilisation and socioeconomic deprivation.203 Given 

the lower overall utilisation rates at third sector clinics in Crampton’s Health Care Aotearoa 

study than consultation rates in fee-for-service practices, and that Health Care Aotearoa clinics 

had higher than average patient-to-doctor ratios,69 it is possible that despite reduced cost and 

non-financial barriers at third sector clinics, more deprived patients may remain unable to 

consult more frequently commensurate to their health needs. 

 

Staffing and governance 

Crampton found that as a general rule, staff were salaried employees of the Health Care 

Aotearoa member organisations.69 This included the general practitioners, who unlike their 

counterparts at traditional for-profit clinics were not self-employed.213 Community-governed, 

non-profit clinics in the NatMedCa study were more likely than traditional for-profit clinics to 

employ Māori and Pacific staff, and to employ a practice manager and community workers.213 

More community-governed clinics employed Māori and Pacific general practitioners than for-

profit clinics (7.9% versus 0.9%, p<0.001), and employed doctors tended to have fewer years of 

practice, and not have completed vocational training.205,213 

 

Nurses employed by non-profit clinics were more likely to be younger, and Māori or Pacific than 

nurses employed at traditional for-profit clinics (33.3% versus 3.2%, p<0.001).213 Nurses also 

had an expanded role at many Health Care Aotearoa clinics, often providing services that were 

broadly comparable to services provided by general practitioners.69 The capitation funding 

                                                        
E Crampton P. Third sector primary health care in New Zealand: A case study of Health Care 

Aotearoa (PhD Thesis). Wellington: University of Otago; 2001, p237 
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regime operating at third sector clinics creates the financial incentive to revise the roles of nurses 

in primary health care, as profits are no longer tied to transactions involving doctor-patient 

encounters.69,214 Furthermore, the employment arrangements of nurses and doctors by third 

sector organisations changes the power dynamics within the relationship between doctors and 

nurses, reducing ‘medical capture’ in primary health care governance and allowing nurses to 

reposition themselves as autonomous nurse practitioners and clinical leaders at these 

clinics.214,215 

 

Ownership and governance of third sector clinics did not in general rest with general 

practitioners, but rather with a management board.69,176 Non-profit clinics in the NatMedCa 

study were markedly different from their for-profit counterparts in being community-governed, 

which allowed them to perform distinct social functions by responding to the diverse needs of 

minority populations that were otherwise unmet by private and government agencies.196,216 

Community governance at third sector clinics involved not investing overall control of resources 

with health professionals and managers, but instead transferring such control and primary 

accountability to service users and community representatives.216 In this way, the distinction 

between third sector clinics and traditional for-profit clinics went beyond the restraint on profit 

distribution, to encompass the representation of minority groups on governance boards of third 

sector clinics so as to better represent their interests.216 

 

Financial structure and funding 

The earliest third sector clinics were initially funded by their associated trade unions, before 

shifting more fully to Ministry of Health funding with the decline of trade unions in the 

1980s.69,176 With two exceptions, all clinics in Crampton’s Health Care Aotearoa study were 

funded primarily from the General Medical Services contract with the government, deriving their 

income from bulk or capitation funding.69 The NatMedCa study produced similar findings, with 

the majority (82%) of community-governed non-profit clinics being capitation-funded, whereas 

none of the commercial clinics were capitation-funded.200 Only a small proportion of the income 

of Health Care Aotearoa clinics (7.9% on average) was derived from patient fees, which were 

low by New Zealand standards ($6.47 and $19.20 on average for adult CSC-holders and non-

holders in 1997-1998).69 A range of other measures to reduce cost barriers were also 

implemented by Health Care Aotearoa clinics, including flexibility in applying charges, 

providing certain types of services free-of-charge, and membership schemes.69  
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Funding arrangements determine the type of services offered, and as described earlier, capitation 

funding facilitates population-based health promotion more than traditional fee-for-service 

funding arrangements do.176,200 The heavy reliance of third sector clinics on government funding 

makes the government a key stakeholder for primary health care in the third sector,69 and brings 

with it certain drawbacks.  During constrained funding environments, third sector clinics have 

been vulnerable to reductions in external funding, resulting in services being withdrawn.217-219 

Also, because funding streams have traditionally been linked to general practitioner services, the 

loss of general practitioners from third sector clinics is often accompanied by drastic reductions 

in funding, which may threaten the financial viability of the clinic.220,221 Finally, because roughly 

60% of general practice income is drawn from patient copayments,74 third sector clinics that 

depend mainly on capitation funding may find it insufficient to meet running costs.214 

 

Earlier, I described how free general practitioner services were very nearly established in New 

Zealand in the 1930s, and then reviewed the phenomenon of third sector clinics in New Zealand.  

This appraisal of the factors associated with the emergence of clinics such as Servants Health 

Centre now continues by overviewing the similarities free clinics and Community Health 

Centres in the United States share with New Zealand third sector clinics, given that these 

American clinics also perform an important ‘gap-filling’ role.222,223 

 

 

Safety-net clinics in the United States 

Comparing free clinics in the United States to New Zealand third sector clinics 

The premise that underpins this section is that the target population of third sector clinics in New 

Zealand is similar in profile to medically uninsured patients in the United States, and by 

extension, the clinics that have evolved to serve these groups in their respective countries 

therefore share certain defining characteristics.  However, any comparison between health care 

in the United States and in New Zealand must be qualified.  Firstly, per capita expenditure on 

health care in the United States exceeds that in New Zealand by over 2.5 times, and the 

percentage of the countries’ gross domestic product spent on health care is 17.7% and 10.3% 

respectively.224 Secondly, health care is structured differently in the two countries.  For example, 

while medically delivered primary health care is provided by general practitioners in New 

Zealand, primary health care in the United States encompasses family medicine, general internal 

medicine, general paediatrics, and sometimes geriatrics, and obstetrics and gynaecology.225 Since 

people in the United States tend to self-refer to specialists, primary health care utilisation rates 
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are considerably lower there than in New Zealand.226 Thirdly, outside federal or state health 

insurance programmes, hospital use in the United States incurs substantial out-of-pocket costs,224 

whereas at New Zealand public hospitals, medical care is free at the point of use.  Finally, other 

contextual factors present in New Zealand but not the United States are likely to produce 

differences between countries in the way health care is delivered, namely: the prominence of 

indigenous health as a policy priority,226,227 a national no-fault compensation scheme for medical 

injuries,228 and an independent centralised agency for administering the formulary of publicly 

subsidised medicines in New Zealand.229,230 

 

The above caveats aside, there are key parallels germane to the present study in both countries’ 

health care.  Although out-of-pocket medical costs have decreased incrementally in both 

countries,149,231 patient copayments comprise a substantial portion (15%) of total health system 

funding in both countries.232 New Zealand also follows the United States closely in reported 

levels of health care access problems because of cost,233-236 and the two countries are clustered at 

one end of the spectrum for some health indices such as infant mortality rates and obesity 

prevalence rates.140,237 Working from these basic propositions, I will outline the characteristics of 

the target populations and the operational characteristics of third sector clinics in the United 

States.   Only salient features of United States third sector clinics and their context that are 

applicable to the New Zealand clinics will be discussed.  Also, the Affordable Care Act falls 

outside the scope of this literature review, as is its potential impact on uninsured individuals in 

the United States.  Both are covered elsewhere.238-242     

 

Definitions and background 

The focus of this section is the ‘safety-net’ clinics in the United States, which like their New 

Zealand counterparts, fill the gap between public and private health care provision.  One 

inclusive way of uniting the diverse entities that make up the safety net is defining them through 

their target population: safety-net organisations devote a substantial part of their resources to 

providing health care to uninsured, Medicaid and other vulnerable patients.243,244 This definition 

not only encompasses the third sector clinics that will be discussed shortly, but also public health 

departments, academic medical centres, migrant health centres, hospital emergency departments 

and outpatient clinics, and out-of-hospital emergency services.243,245 Two types of third sector 

clinics will be examined here.  Community Health Centres (CHCs) fall under the umbrella of 

Federally Qualified Health Centers, which receive federal funding under Section 330 of the 

Public Health Service Act, and were established in 1965 as part of President Lyndon Johnson’s 

“War on Poverty” legislative changes that also saw the birth of the Medicaid and Medicare 
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health insurance programmes for low income and elderly Americans respectively.246-248 The 

criteria for CHCs stipulate that these clinics must: either be located in a federally designated 

medically underserved area or serve a federally designated medically underserved population; 

have non-profit or public status; provide comprehensive primary health care services; supply 

these services regardless of ability to pay and offer a sliding scale fee schedule according to 

income; and have a governing board with a majority membership of health centre patients.247 

While in general access to CHC services involves cost-sharing, free clinics offer services to 

uninsured patients at no or nominal cost, doing so by enlisting volunteer clinicians and medical 

students as staff.222,249,250  

 

Like CHCs, the free clinic movement began in the mid-1960s, but free clinics are an even more 

heterogenous group of organisations reaching out to specific communities whose needs existing 

health services do not address, such as drug abusers and the homeless.251,252 The fact that the 

number of free clinics is inversely proportional to regional Medicaid coverage as well as the 

proportion of CHCs per capita of uninsured individuals suggests that free clinics play a role in 

picking up the residual demand for care that is unmet by CHCs and publicly financed services.249 

 

Target population groups 

The specific characteristics of the target groups of CHCs and free clinics will be described later 

in this section, but I will first address their similarities.  As stated above, an explicit goal of 

CHCs is to provide services to defined medically underserved areas or populations.247 In 

Nadkarni’s survey of free clinics, clinic respondents described their target population as the 

uninsured or underinsured, those with low incomes, the working poor, and homeless 

individuals.253 While the concept of patient vulnerability will be elaborated on in the next 

chapter, underserved population groups are characterised by their vulnerability to negative 

events such as ill-health.  In the United States as elsewhere, these groups are composed 

disproportionately of women, individuals from ethnic minority groups, and members of certain 

subgroups such as the homeless, refugees, and people with chronic conditions like HIV/AIDS, 

mental illness, and substance abuse problems.254 Another factor these groups have in common is 

their tendency to become medically disenfranchised, and thus not have a regular and continuous 

source of primary health care, resorting instead to alternative sources of health care such as 

hospital emergency departments.255 

 

Since not having a regular source of primary health care is a defining characteristic of the target 

population of CHCs and free clinics, this heterogenous population has characteristic ways in 
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which they interface with the health system.  A prominent group within this population is the 

medically uninsured, who are more likely be obese, have a substance abuse disorder, and be 

cigarette smokers than individuals with private health insurance and people covered by the 

Medicare and Medicaid schemes.256,257 Despite their poorer health status, uninsured individuals 

are more likely to forgo medical care because of cost,241,258 especially with regards to preventive 

services and chronic disease care.259-261 In addition to not having a usual source of care, 

uninsured patients are also more likely to report visiting the emergency department in lieu of 

primary health care services or doing without health care altogether, and not taking medicines as 

prescribed.262-265 Access barriers and underutilisation of primary health services consequent to 

not having any health insurance or continuous insurance coverage266,267 translate back to adverse 

health outcomes, worsening existing ill-health268 and compounding the health impact of 

associated social problems such as homelessness.269 An important subgroup within the uninsured 

is the working poor, whose employers do not offer health insurance coverage, and whose low 

wages prevents them from affording health insurance while also placing them above income 

thresholds for government assistance programmes such as Medicaid.248 

 

Patient characteristics 

In the United States, free clinics provide services to an average of 1.8 million patients per year222 

and CHCs are estimated to serve 21 million patients annually.270 Roughly 80-90% of patients 

attending free clinics are uninsured,262,263 with a similar proportion of free clinic patients 

indicating a lack of insurance or cost as their reason for using free clinic services.262 Because of 

the funding structures that will be discussed shortly, CHCs enrol smaller proportions of 

uninsured patients (10-40%), instead serving a larger group of Medicaid patients, Medicare 

patients, and enrollees of private health insurance plans.247,271-273 Ten per cent of patients at 

mainstream primary health care facilities in the United States are uninsured, and 10% are 

covered under Medicaid.273  

 

People from ethnic minority groups are more likely than the non-minority population to face 

access barriers to health care, even after adjusting for ethnic differences in health insurance, 

socioeconomic and health status.254 Ethnic minority groups are considerably overrepresented 

among uninsured and Medicaid patients,256 free clinic patients,253 CHC patients,271-273 and 

patients visiting other safety-net facilities.245 As can be expected from the composition of 

patients at these sites, the majority of patients at CHCs and free clinics fall within federally 

defined poverty thresholds.253,273 Patients also tend to be young,272 partly reflecting the 
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propensity of young people in the United States to be uninsured,274-276 and partly because elderly 

patients are funded under the Medicare scheme.277 

 

Patients of CHCs and free clinics also have particular morbidity and service utilisation profiles.  

Overall, these patients are more likely than the United States population generally to report poor 

health.273 Cardiovascular risk factors such as smoking, obesity, diabetes, and hypertension are 

prevalent in these groups.257,271,273,278,279 Depression, anxiety and other mental health disorders 

are also more common among CHC and free clinic patients than in the general 

population.271,279,280 Given these health disparities, and given the cost barriers previously 

preventing the target population of these clinics from obtaining primary health care at 

mainstream primary health centres,262,263,278,281 uninsured and Medicaid patients are more likely 

to report having a regular source of care when they were enrol at CHCs than at mainstream 

clinics.223 Enrolment at a free clinic by uninsured patients is associated with a reduction in 

reported ‘health care insecurity’ - that is, “uncertainty and anxiety about the ability to access and 

[ob]tain needed health services”.282 Despite this, the use of free clinics appears to be an interim 

measure during financial difficulties, as nearly three-quarters of patients in Keis’ survey of three 

free clinics reported having visited the clinic only once or twice, with a minority (18%) of 

respondents meeting the criteria of a long-term patient by being registered with the clinic for one 

year or longer.262 

 

The above findings mirror those of Crampton’s research on New Zealand third sector clinics.  

Published New Zealand literature on free clinics is sparse, and pertains almost exclusively to 

youth-specific clinics,283 sexual health clinics,284 and nurse-led healthy lifestyle clinics,285 none 

of which are intended as sources of comprehensive primary health care services for vulnerable 

groups in general.  The few publications on New Zealand free clinics for vulnerable people have 

shown that while the target population is likely to delay seeking medical care, go without 

prescription medications, or sacrifice vital necessities such as power, food and clothing because 

of cost barriers to health care,286,287 after enrolment at a free clinic, they are able to consult their 

doctor according to their levels of health need.8,288 Such needs-based utilisation patterns are 

absent at fee-charging clinics.8,288  

 

Clinic characteristics 

There are over 8,000 CHCs247 and 1,000 free clinics249,263 in the United States.  Inequalities in 

access to and the geographical distribution of safety-net clinics247 are such that a significant 

proportion of the target population reside far away from these clinics,289 are unaware of their 
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existence,290 or continue to use hospital emergency departments for their primary health care 

needs.291,292 Staffed almost entirely by volunteers, free clinics are typically open for limited 

hours or only after-hours.222,253,293 Providing services after-hours is seen as advantageous to the 

target population,222,271 which contains low-waged individuals whose employment circumstances 

prevent them from consulting during conventional hours.  Unlike the case for third sector clinics 

in New Zealand200 and in contrast to the comprehensive services their CHC counterparts usually 

offer,294,295 free clinics generally provide only a limited range of services,222 and so have been 

described by commentators to be an inadequate and temporary substitute for addressing the 

primary health care needs of their target populations.222,253,293,296 This concern is relevant to my 

project, since for vulnerable groups such as Medicare beneficiaries, primary health care that is 

less comprehensive may result in greater hospitalisations and health care costs.297 

 

Fifty percent to seventy-five percent of free clinics in the United States do not charge any fees, 

the remainder charging nominal fees or fees on a sliding scale according to ability to 

pay.250,253,293 In contrast, the majority of CHCs use a sliding scale of fees, and require upfront 

payment.247,272,298 Whereas mainstream clinics derive their income primarily from private 

insurance, Medicare and managed care contracts,271 the main source of income for CHCs is the 

federal government, through the Medicaid scheme.247,271-273,295 Medicaid payments cross-

subsidise services for uninsured patients at CHCs.244,298 Free clinics by contrast receive minimal 

financial support from federal and local governments (<15%), and are instead funded mainly 

through individual and corporate donations (60%).250,253,293 

 

A distinctive feature of free clinics is their reliance on volunteer clinicians,222,296 who in many 

instances are medical students working in free clinics through an academic-community 

partnership arrangement.250,299,300 Three-quarters of medical schools in the United States operate 

a student-run free clinic.301 Ensuring continuity of care is a challenge for volunteer-run services, 

as volunteer rosters inherently limit patients’ choice of clinician for their follow-up visits.253 

 

Securing access to prescription medication for patients is a central priority for free clinics, given 

that two-thirds of free clinic patients report not being able to access prescribed medications, 

chiefly because of the cost,262 and that poor medication adherence among uninsured patients is 

associated with increased secondary care use and adverse health outcomes.302 These are also 

important considerations because the cost of prescription drugs is likely to exceed the costs of 

medical consultations at these clinics.253 Free clinics were able to provide lower medication costs 

and remove some access barriers by operating under a restricted medication formulary,293,303 
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distributing physicians’ free drug samples,296 applying to the patient assistance programmes of 

pharmaceutical companies,296 or by purchasing medications and then dispensing them onsite at 

the clinic.222,296,304     

 

Another major issue facing safety-net clinics is their difficulty in securing medical specialty 

referrals due to external secondary care providers’ reluctance to see uninsured or Medicaid-

sponsored patients.247,271,305 This constitutes another source of service fragmentation, reducing 

the integration of care for the target population in the United States, but is less of a problem in 

New Zealand where secondary care services are free at the point of use.  To overcome this 

barrier, safety-net clinics in the United States typically use a network of sympathetic institutions 

which provide donated services at little or no cost to patients.293,306,307 There is little precedent in 

New Zealand, except for the Canterbury Charitable Hospital.  This hospital is staffed by 

volunteers providing free secondary care services in parallel to those at Christchurch Hospital, 

and targets patients who have been dropped from the elective procedure and outpatient clinic 

waiting lists at the public hospital, but who are unable to afford private specialist services.308,309 

  

Impact and vulnerabilities of Community Health Centress and free clinics in the United 

States 

By providing their target population with a regular source of primary health care, safety-net 

clinics aim to shift the balance of health services use between primary and secondary care.  Their 

patients have increased use of hospital outpatient clinics, and reduced emergency department 

visits and hospital admissions, particularly for conditions deemed preventable by adequate 

primary health care.273,310,311 In concert with better use of the health care team, for example by 

running nurse-led outreach clinics312 or employing nurse practitioners,270 these changes can 

result in ‘cost shifting’ from secondary to primary health care,293,313 and can decrease overall 

health system costs.273,314 However, as is discussed below, because the period immediately 

following enrolment at safety-net clinics is often associated with an initial increase in service 

utilisation consequent to latent and previously unmet health needs, these savings are realised 

only a number of years later.315 

 

A prominent theme in the literature around safety-net clinics is the quality of care they provide, 

which as one author suggests, should be “similar to that expected of the private sector”.293 The 

concerns raised earlier about the limitations of free clinics aside, patients at CHCs rate the 

quality of their care highly across several domains such as continuity and comprehensiveness of 
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care, and the coordination of services.295 CHCs are also more likely than mainstream primary 

health care clinics to extend their services after-hours, provide general health education, and - in 

contrast to the bias towards specialist-delivered routine care in the United States316 - put greater 

focus on primary health care-delivered services.271 These findings of quality care being delivered 

within resource-poor settings are congruent with the third sector literature in New Zealand, 

which show that non-profit clinics perform better than for-profit clinics in providing health 

promotion activities and preventive care services,200 and having written policies on quality 

management such as complaints and critical event management.174 An explanation for the 

favourable performance of CHCs is the representation of patients on their governance boards, 

thus enhancing the responsiveness of these clinics to the needs of vulnerable groups and the 

delivery of culturally competent care.272,295 This is again applicable to New Zealand third sector 

clinics in general, which as discussed earlier are distinctive in having substantial representation 

by minority ethnic groups on their governance boards, and being also better placed to provide 

culturally appropriate services, and to more closely reflect minority community interests while 

doing so.174,200 

 

The threats to the viability of American safety-net clinics are also relevant to New Zealand third 

sector clinics.  Frequently, safety-net providers are loosely associated entities, so coordination 

and continuity of care are potentially weak, and duplication of clinical and administrative 

processes is apt to happen.317 The dependence of CHCs on government funding in the context of 

variable financial support from local agencies and private donors make these clinics susceptible 

to policy changes.244,318 Also, Medicaid reimburses CHCs only 81% of the costs of servicing 

Medicaid patients.319 While the use of a volunteer workforce by free clinics naturally increases 

their outputs relative to their operating expenses,253,293 a substantial proportion of free clinics 

(37.5%) are estimated to be economically inefficient.  There is less clarity in the literature about 

the cost effectiveness of CHCs, with more recent studies tending to indicate that CHCs are cost-

saving to Medicaid and other funders compared with other institutions serving similar 

populations.2 While surveys about the financial sustainability of third sector clinics in New 

Zealand appear to be lacking, it has been reported publicly that Servants Health Centre was 

drawing down its financial reserves. 320-322 The cost of employing a practice manager in 2012 

was not matched by a sufficient increase in capitation payments, as the combination of large 

numbers of high-needs patients in its enrolled population and a limited volunteer clinician pool 

prevent Servants Health Centre from expanding its patient enrolments. 
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This section used the United States literature on safety-net clinics such as CHCs and free clinics 

to highlight the vulnerabilities of not just the patients attending these clinics, but also the clinics 

themselves, due to the way these clinics were funded and staffed.  Where applicable, parallels 

were then drawn with third sector clinics in New Zealand. 
 

Voluntary and faith-based organisations 

Situating Servants Health Centre within the voluntary and faith-based humanitarian 

sectors 

This section constructs the voluntary sector as the solution, albeit imperfect, to the failures of the 

state and private sectors to provide for the needs of particular population groups.  The thesis here 

is that the conditions necessitating third sector clinics also justify the entry of voluntary and 

faith-based organisations into service delivery to vulnerable groups.  Faith-based organisations 

are important to this discussion because of their historical role and the size of their contribution 

within the voluntary sector, and because a defining feature of the volunteers at Servants Health 

Centre is the mixing of their work as health professionals with the profession of their Christian 

faith. 

 

Health services or health promotion activities delivered outside health facilities, such as those at 

marae323,324 and churches,325-328 fall outside the scope of this chapter.   While it is not my 

intention to ignore the contribution of clinics allied to other faiths,329,330 this chapter is confined 

to material pertaining to Christian clinics.  Much of the literature on topics at the intersection 

between religious faith and health care are omitted from this review, including the place of 

spirituality in health care,331-343 professional boundaries and medical ethics with regards to 

spirituality,344-350 and prayer and healing from a health care perspective.351-354 

 

Instead of the above, a limited exploration will first be made of the political background relevant 

to voluntary organisations, insofar as government factors can be shown to have influenced the 

emergence and sustainability of voluntary organisations.  Another thread from previous sections 

is also picked up here.  Elements of the relationship between voluntary and faith-based 

organisations that help a volunteer-run, faith-based third sector clinic like Servants Health Centre 

fulfill its ‘gap-filling’ function are then outlined. 
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Definitions 

Following Salamon and Anheier’s criteria,355 New Zealand authors356,357 use the terms 

‘voluntary’ and ‘non-profit’ interchangeably to describe organisations which are: 

• formal, as they have institutional reality, through being legally incorporated entities, or 

having regular meetings and procedural rules; 

• private, by being institutionally separate from government, although such organisations 

may or may not be receiving government funding; 

• non-profit distributing, in that any profits generated are not distributed to owners or 

governance board members but are returned to the mission of the organisation; 

• self-governing, as opposed to being externally controlled, through the use of internal 

procedures to control their activities; 

• voluntary, by having some degree of non-compulsory participation, either in their activities 

or the organisation’s management. 

 

Volunteering is regarded separately from one’s participation in a voluntary organisation, and is 

defined by Wilson as “any activity in which time is given freely to benefit another person, group, 

or organisation”.358 The key elements of such a definition – free will, benefit to others, and lack 

of payment – do not preclude the volunteer deriving some benefit from the activity, or receiving 

a small honorarium or reimbursement for expenses.357,358 The Western concept of volunteering 

may not transfer neatly into Māori and Pacific contexts, as the demarcation between ‘self’ or 

‘family’ and ‘other’ is often not so sharply made in these cultures,356,357 and indeed there is no 

direct equivalent for ‘volunteering’ in Te Reo Māori.357 Given that in these cultures ‘self’ is often 

indivisible from one’s wider social context, mahi aroha (work performed out of love, sympathy 

or caring) is seen as so intrinsic to a person’s own everyday identity that the term ‘volunteer 

work’ has limited currency.359 

 

‘Faith-based organisations’ (FBOs) is a less easily defined term.  The most prominent feature 

distinguishing these organisations from their secular counterparts is the derivation of their 

identity and mission from a specific religious tradition.360,361 Certain other common 

characteristics also set them apart from secular organisations, as follows.362-364 With regards to 

organisational control, FBOs tend to be initiated within, directly affiliated with, or substantially 

funded by a religious institution, and hire staff on the basis of religious considerations.  The 

expression of religion is usually present, such as the use of visible religious imagery within the 

facility, the explicit sharing of religious values among staff or clients, and the integration of 

religious practices like prayer into service delivery.  In terms of programme implementation, the 
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organisation’s activities generally contain voluntary or mandatory religious content, for instance, 

participation in religious activities, or making of a religious commitment. 

 

All the above elements are present at Servants Health Centre.  The clinic’s legal status as a 

charitable trust allows it to receive tax-exempt donations from the public.  Governance is 

provided by a board of trustees who meet monthly and are guided by a trust deed that has within 

its purposes poverty relief and the presentation of “the Christian Gospel to the community 

through demonstrations of Christian compassion as well as by direct evangelism and 

teaching”.365 Neither the governance board nor Servants Health Centre’s clinicians are 

financially remunerated by the clinic and, apart from the receipt of government funding streams 

that other clinics are also eligible to receive, the clinic is organisationally separate from any 

government body.  The Christian cross is conspicuously displayed in the clinic, and being part of 

its logo, appears on the clinic’s website and patient enrolment form.  Wall murals and waiting 

room reading material contain scripture from the Christian Bible; clinic staff start their work day 

with a joint prayer session, and offer prayer to patients in compliance with a policy document.  A 

Roman Catholic chaplain and nun have been regularly present for informal pastoral care, and a 

patient group interested in spiritual matters has met weekly at the clinic for structured seminar 

sessions. 

 

Government relations with voluntary organisations 

In parallel with political developments in other countries such as Australia,366 Britain,367 and the 

United States,368 the election of the First Labour Government in 1935 and the implementation of 

the Social Security Act 1938 produced a radical expansion of the welfare state in New 

Zealand.356,369,370 However, rather than render the voluntary social services sector obsolete, 

voluntary organisations were seen as having a complementary role to the state, especially in light 

of the shortfall in public services during economically adverse periods.356,370 This is consistent 

with the finding that in countries where the welfare state is weak or where government spending 

on health care is deficient, civil society generally plays a more important safety-net role in 

maintaining the health of the population.173 

 

The importance of the voluntary sector and FBOs in delivering services traditionally within the 

government’s domain grew with the contraction of the welfare state during the neoliberal 

reforms of the 1980s and 1990s.370,371 In neoliberalism, self-reliance and responsibility for self is 

valued, and state dependence discouraged.372 The restructuring in state services was relevant to 
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voluntary organisations in two major ways.  In ‘roll-back neoliberalism’, the government 

withdrew from many aspects of social service provision, instead delegating these functions to 

voluntary and faith-based organisations, a process also known as ‘welfare 

retrenchment’.356,370,371,373-375 In ‘roll-out neoliberalism’, government control was extended in 

civil society, for instance through the shift from grants-based to contractual funding mechanisms 

for voluntary organisations, and the achievement of defined performance targets as a prerequisite 

for funding.356,370,371,373,374 The use of formal contracts for the purchase of services made 

voluntary organisations and FBOs essentially proxies to government,357,376,377 and was regarded 

as an impediment to these organisations staying true to their original goals.356,360,366,375 Instilling 

a professional culture into these organisations also meant that whatever informal roles volunteers 

played became formalised.357 Conformity to business models of efficiency and the associated 

performance criteria favoured large organisations at the expense of smaller, community-operated 

ones.369 Furthermore, while contracting was promoted as a way of bringing more capacity to 

government for servicing marginalised and socially vulnerable individuals,376 the neoliberal 

changes were criticised for disproportionately penalising these groups,371 and increasing social 

inequalities.374  

 

As discussed previously, the election of the Fifth Labour Government at the turn of the century 

brought the ‘Third Way’ ideology to New Zealand, and with it the application of the partnership 

ethos to government relationships with civil society.158,374 Despite the softened rhetoric, because 

the coupling of funding to specific service delivery outcomes was retained and a power 

differential persisted within these partnerships, voluntary organisations were inevitably the junior 

partner, and their agenda subsidiary to government priorities.378 Also, the increased 

accountability to government and pressure to attain outcomes on which funding was contingent 

forced voluntary organisations to reorient their operations towards measurable outcomes and 

clients for whom funding was available.131 Finally, the devolution of state functions to local 

communities and the private sector as part of neoliberal and Third Way reforms assumed that 

these partner organisations had the requisite capacity to take on such roles.379,380 

 

The intersection between voluntary and faith-based organisations 

The shedding of powers and responsibilities to local bodies without ceding control was 

calculated to allow government institutions to capitalise on social capital within communities.380 

Social capital, a concept popularised by Robert Putnam, refers to the reciprocated interpersonal 

connections, norms and social trust that facilitate collective action to achieve mutual benefit.381 
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Churches and faith-based organisations have a special place within the voluntary sector as they 

are in effect repositories of social capital.361,382,383 Compared with secular organisations, FBOs 

have multiple advantages: church congregations represent social networks of potential volunteers 

who share broadly similar motivations, and FBOs are readily able to access the donor support 

and infrastructure of churches.358,360,361,368,382,384,385 Churches also have a long history of 

providing aid to the poor and marginalised.366,370,373,386 Moreover, being embedded within local 

communities helps churches secure local engagement and win the trust of otherwise ‘hard-to-

reach’ groups.364,387 Such groups, as the rubric suggests, are usually invisible to or inaccessible 

by government agencies, but not voluntary organisations.356,388 Additionally, unlike private for-

profit organisations, voluntary organisations are perceived not to be motivated by financial gain 

and so more worthy of trust.197 Trust is more likely to be given to staff at smaller voluntary 

organisations and drop-in centres than larger organisations,369 and also more likely at religious 

organisations than secular ones.361  

 

It is not surprising therefore, that FBOs appeal to government as a vehicle for reaching 

vulnerable populations.366,371 It is likewise true to expectation that such organisations enjoy a 

dominant role in welfare provision in New Zealand,373 given the natural synergies faith 

communities have with service providers.389,390 Caveats relevant to the role of FBOs in health 

care are necessary.  Without detracting from the valuable advocacy role FBOs play in promoting 

social justice, the historical involvement of the church with marginalised groups was steeped in 

moralistic imperatives.  Such groups were cast as a threat to the moral fabric of society, giving 

currency to church intervention as a means of moral reform, and even in contemporary times 

tensions exist between the values espoused by churches and the principles of health 

promotion.366 Notwithstanding the value that discourses of faith bring to humanitarian 

work361,391,392 and the desire marginalised patients may have to articulate their spiritual needs in 

health care settings,393 there are particular pitfalls to health professionals – who as professionals 

are expected to profess their technical expertise and adherence to certain values394-396 – 

professing their faith in humanitarian settings.   

 

Even where the acceptance of proselytism is not a prerequisite for the acceptance of 

humanitarian aid, there is the concern that FBOs take advantage of human desperation and 

suffering to evangelise to a captive audience.360,363 While the mixing of one’s faith and one’s 

professional role is not necessarily detrimental to the latter,397 the FBO settings relevant to this 

project involve considerable imbalances in power, raising the risk of coercion within 

relationships between staff and clients.391 The target population of Servants Health Centre is 
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invariably socially vulnerable, so accordingly the concept of vulnerability is explored in the next 

section.  
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CHAPTER 4:  INTRODUCTION - VULNERABLE PATIENTS 

AND HEALTH SERVICES USE 
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Vulnerable patients 

Foremost, what is being studied in this project is not just the provision of free primary health 

care to patients who are merely poor.  The delivery of free health services at Servants Health 

Centre occurs within a distinct model of care, which is one specific aspect of the clinic this 

research will explore.  The defining characteristics of enrolled patients extend beyond income 

poverty to encompass socially vulnerability and complex needs, allied concepts that are 

discussed below. 

 

The purpose of this section is to give a nuanced distillation of the salient characteristics 

identifying the particular group of patients enrolled at Servants Health Centre, as these patients 

are both the motivator for this research, and are likely to bear important similarities to other 

population groups in New Zealand that may be in need of free primary health care services.  This 

process is akin to mapping out a territory that, through serial encounters with patients, quickly 

becomes familiar to Servants Health Centre staff.  The most outstanding characteristics of 

enrolled Servants Health Centre patients generally are their social vulnerability, and the extent of 

their health and other needs.  

 

These two patient characteristics greatly determine the ‘success’ of free primary health care 

access, where such services are available.  Defining the target population also clarifies to whom 

policy interventions should be directed, as it is unlikely that universally free primary health care 

as envisaged by the authors of the Social Security Act 1938 remains feasible, because of 

resource constraints, a lack of political will, and difficulties in garnering support from general 

practitioners as a group.  Although at the outset possession of the income-tested CSC was a 

minimum criterion for patient enrolment at Servants Health Centre, not long after the clinic’s 

inception this gatekeeping was implicitly tightened to mainly admit especially vulnerable 

individuals.  The following section will show how low income status alone is an inadequate tool 

for resource allocation, and attempt to describe the vulnerability characteristics of Servants 

Health Centre patients.  The final section in this chapter then explores the health services 

utilisation patterns of the target population, on the premise that these patterns are a proxy 

indicator for Servants Health Centre patients being ‘high-needs’.  

 

Rationale for taking a broader perspective on poverty 

Low-income status is by itself an insufficient descriptor of the target population of Servants 

Health Centre.  An income-based definition of poverty – such as that based on a threshold of 
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60% of the median household income398 – may not reliably identify New Zealanders most in 

need of free primary health care.  In absolute terms, low income alone does not correlate 

significantly with mortality399 or self-reported health status.400,401 Rather, it is relative differences 

in income that predict inequalities in health and social outcomes,402,403 and income is useful to 

this discussion only insofar as it locates a person within the social hierarchy404 and signals the 

exposure of that individual to the forces that social stratification imposes on health and well-

being.405 Although at an ecological level the relationship between income inequality and health 

may be mediated by the level of social capital investment within communities,406 at the level of 

the individual, it is the deprivations in living conditions relative to wider society due to such 

social stratification that matter.407,408 A broader conceptualisation of poverty in relation to health 

recognises the impact of poverty in excluding individuals from social participation to the extent 

that is defined by social norms.398,404,409 Thus, social exclusion in an important dimension of 

poverty.410 These expanded descriptions align well with Amartya Sen’s assertion that the 

significance of poverty lies in its depriving individuals of the various basic ‘capabilities’ or 

‘functionings’ that allow the pursuit of activities and roles valued by the person.411 

 

While it is beyond the scope of this review to comprehensively define all the dimensions of 

poverty as others have done,412 I will highlight key points that pertain to this project.  First, 

income poverty and socioeconomic deprivation are distinct concepts, and a far smaller 

proportion of a nationally representative sample of New Zealand residents are socioeconomically 

deprived (6%) than are classified as having low income (24%).413 Only a third of respondents in 

the Survey of Family, Income and Employment (SoFIE) who had seven years of low income 

were also deprived at any point in the study (as defined by having three or more NZiDep 

individual deprivation characteristics).414 Second, the dynamics of social mobility and 

neighbourhood migration tend to reinforce pre-existing patterns of socioeconomic 

deprivation.415-417 In New Zealand, Māori and Pacific people are less likely than Europeans to 

experience improvements over time in their socioeconomic status.413,415 Third, while the NZDep 

Index of small area deprivation is used as a proxy measure for socioeconomic deprivation in this 

project as it is commonly used for resource allocation and research in New Zealand,418 there is a 

risk of the ecological fallacy419-421 inherent in such use.  This occurs when relationships observed 

in aggregate-level data are erroneously taken as proof of individual-level relationships.  Also, 

NZDep tends to underestimate the extent of any relationship between health and the 

socioeconomic status of individuals.422 Finally, the discourse around poverty contains normative 

content, such as poverty being the product of laziness or poor motivation.402 By casting light on 

the origins of vulnerability and health behaviours, the following section not only describes 
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enrolled patients at Servants Health Centre, but also reframes the discussion on health service 

utilisation at the end of this chapter. 

 

Vulnerability 

A substantial part of the published literature on social vulnerability pertains to the vulnerability 

of population groups to environmental hazards and natural disasters.423,424 The environmental 

science literature provides a helpful two-part framework for understanding the core components 

of the concept which need to be concurrently present to render an individual socially vulnerable.  

Factors such as age, ethnicity, occupational status, household income and housing conditions 

determine an individual’s susceptibility to harm,423 as these factors are indicators of the person’s 

capacity to adapt to challenges and environmental changes without sustaining serious 

consequences.425,426 A person’s social context may in turn represent an important resource that 

mitigates this susceptibility,427-429 for instance when vulnerable individuals are able to draw 

benefit from the social capital within their community.406 Conversely, the effect of social 

transactions are such that the neighbourhood a person lives in and the characteristics of the wider 

population may exacerbate an individual’s susceptibility to harm.425,430 Health-related factors 

such as frailty, mental illness and human immunodeficiency virus (HIV) seropositivity 

contribute further to an individual’s vulnerability.431,432 

 

The second component of vulnerability is exposure to risks and negative events,409,425,426,428 

which transforms a person’s susceptibility into actual harm.  To illustrate, a medical crisis like 

the development of Acquired Immunodeficiency Syndrome (AIDS) interacts with the pre-

existing susceptibilities of individuals in precarious, ‘vulnerable situations’ (such as intravenous 

drug users and homosexual men), thus accelerating and bringing to the fore their social 

vulnerabilities.425 As a construct, vulnerability thus involves the convergence or clustering of 

multiple, mutually reinforcing risk factors arising from a lack of material and social resources 

essential to well-being, the presence of risky behaviours, and the influence of environmental 

factors.429,433,434 Vulnerability is also best understood as being dynamic.  In the same way that 

poor people tend to remain poor and poverty is perpetuated from one generation to the next,409 

vulnerability is both chronic and cumulative across the life trajectory of individuals, and in 

families vulnerability traits are transmitted between successive generations.427,428,435 Resilience, 

the antonym to vulnerability, involves successfully adapting to stressful or traumatic life events 

and so avoiding pathological outcomes.436 
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The health system’s response to vulnerable patients 

Since clinics specifically serving vulnerable populations are relatively rare in New Zealand, it is 

appropriate to also consider whether standard health system responses have been up to the task in 

the care of vulnerable patients.  Vulnerable patients generally have greater need of health care 

than other patients, yet are more likely to face access barriers, and experience poorer health 

outcomes even when they receive health care.248 Vulnerable patients often describe 

unsatisfactory encounters with health care providers as the status quo, and thus ascribe great 

value to the interpersonal aspects of health care consultations.437 Not only must health services 

be accessible to patients, these services should be appropriate to the particular needs of the target 

population, taking into account the realities and hardships faced by vulnerable patients, which 

often compete with their health needs for attention.431,438-440 

 

The justification for reviewing social factors in this chapter is twofold.  First, beyond the 

theoretical proposition that health is a basic human right,441 health has practical utility to wider 

society in that the poor health of private individuals is deleterious to the overall quality of 

society.442 As Norman Daniels argues, health has special moral importance because it protects 

the normal functioning of individuals, permitting them to participate in the political, social and 

economic life of society.443,444 Therefore, ill health – for instance due to health care being 

unaffordable – exacerbates social ills, including the factors described below.  Second, these 

social vulnerability characteristics are associated with patterns of health services use germane to 

this study, yet redressing health care access barriers may fail to improve health outcomes.  While 

health care can itself be a social determinant of health inequalities,445 medical care makes only a 

small contribution to a population’s health,248 and an overemphasis on health care access 

distracts policymaking from the socioeconomic factors that are in fact the fundamental drivers of 

health disparities.446,447 Similarly, although this project examines removing the cost barrier to 

health care access, the study’s results must be interpreted cognisant of the nonfinancial access 

barriers to appropriate health care uptake, and the target population’s living conditions, 

individual characteristics, and family history which may subvert remedial efforts against health 

disparities through providing better health care access alone.448,449 Also, although the following 

section mainly describes individual vulnerable traits, these are influenced by environmental 

vulnerability factors (such as neighbourhood composition, and national social welfare or 

economic policies) which operate at an ecological level, and which converge to ultimately 

produce negative health outcomes.248 
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The sections below take the format of a brief distillation of each social vulnerability 

characteristic, followed by a paragraph or two establishing the link between the characteristic 

and this project. 

 

Housing and neighbourhoods 

The place where one resides matters for health, over and above the effect of one’s 

socioeconomic status.  After statistically adjusting for individual socioeconomic status, a 

significant association persists between neighbourhood characteristics and health outcomes.450 

Similarly, after controlling for individual factors linked to health care utilisation, neighbourhood 

socioeconomic factors exert an independent effect on the use of health services.451 Even though 

the small area deprivation measure used in this research (NZDep) is electronically assigned to 

individual patient records when patients enrol at general practices, it captures a neighbourhood-

level effect on health that goes beyond the influence of individual deprivation.422,452 These 

associations are likely to be mediated largely by the social environment within 

neighbourhoods,453 since New Zealand research suggests that social fragmentation within 

neighbourhoods454 and adverse social interactions between residents from socioeconomically 

unequal neighbourhoods455 are associated with poorer mental health.  Also, contrary to 

expectation, access to health care facilities and other infrastructure is usually better in more 

socioeconomically disadvantaged neighbourhoods.456-458 This lends support to the notion that it 

is mainly the social structure within neighbourhoods rather than the built resources or access to 

material goods that determine well-being. 

 

Having unstable or inadequate accommodation is a powerful marker for other adverse 

characteristics both within and outside the health arena.  Resorting to inadequate housing – that 

which lacks habitability, privacy and security of tenure, including the use of temporary 

accommodation or temporarily putting up in another household459,460 – is also entangled with the 

other biographical factors described below.  Family instability, domestic violence, parental 

addiction to drugs or alcohol, childhood abuse and institutional care are leitmotifs in the pathway 

to homelessness.461-463 These factors foster the development of mental illness and substance 

abuse which perpetuate homelessness.462 Conversely, housing stress is associated with poorer 

mental health.464 While it is true that comorbid mental illness and substance abuse are prevalent 

among the homeless,461,465-467 it is often the stigma associated with these conditions, or the 

frequent crisis presentations and non-attendance of follow-up appointments that dominate the 

way homeless people are portrayed in the media,468 and are treated by social welfare and health 
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services.462,469 A history of imprisonment and other contact with the criminal justice system is 

frequently present461,466 and further aggravates negative perceptions held about the homeless. 

 

In New Zealand, problems relating to homelessness and other accommodation difficulties 

constitute an important part of the workload at inner city clinics targeting high-needs populations 

such as Te Aro Health Centre in Wellington,220,470 and the Calder Clinic in Auckland.471 

Although the North American literature demonstrates that homeless patients have a different 

health profile to other free clinic patients,269,472 it is their health services utilisation patterns and 

the way they interface with health services that are particularly relevant to this thesis.  

Homelessness is associated with high levels of emergency department use in general,473-476 even 

in universal, publicly-funded health care systems.475,477,478 A subgroup of homeless patients is 

responsible for a disproportionate share of emergency department presentations.473,475 As might 

be expected, psychiatric conditions479 and alcohol abuse478 are prominent drivers underlying 

such presentations.  The role of these conditions as important determinants of the physical health 

of homeless patients480 adds further imperative to engaging such patients in appropriate care, but 

this is beset with specific challenges.  To cope with loneliness and the mental distress from past 

trauma, psychoactive substances are commonly abused by the homeless.481 A chaotic lifestyle 

and frequent intoxication limit engagement in formal treatment programmes,469 while a focus on 

day-to-day survival inherent to living on the streets often leads to delayed presentations for 

medical care.465 Stigmatisation and a lack of trust are commonly cited reasons for homeless 

people delaying seeking primary health care.482 These realities dictate that beyond providing free 

health care access, a model of care that is conducive to the engagement of vulnerable patients is 

necessary, especially one that integrates health care and social services for these patients.465,483 

 

Teenage parenthood and single-parent families 

In this section, while it is not my intention to refer to teenage parenthood and parenting without a 

partner interchangeably, such family situations are in my experience common in the target 

population at Servants Health Centre, and are both indicators that herald other social 

vulnerability characteristics.484,485 New Zealand has one of the highest teenage pregnancy rates 

among developed countries.486,487 Similar to the way that negative perceptions of a 

neighbourhood become self-fulfilling prophesies,488 curtailed expectations by disadvantaged 

young women about their future can be self-reinforcing.  For instance, believing that poor 

educational attainment and low waged employment are “as good as it gets”489 may amplify the 

attractiveness of early childbearing, giving credence to early motherhood as a viable alternative 
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‘vocation’ to entering the workforce or pursuing further education.490,491 By this description, as 

Luker contends, teenage pregnancy flows out of the discouragement and disadvantage of a 

teenager, who in the face of poor future prospects and current family hardship, has omitted to 

postpone childbearing in the way her more privileged peers might deliberately strive to.492 

Notwithstanding the practical difficulties of making ends meet on social welfare benefits for sole 

parents493,494 and of raising a child whose father is likely to be absent,495 an adolescent may view 

having a baby as a pathway out of bleak circumstances.490 However, the influence of negative 

expectations thrust on adolescent mothers by society can be more pervasive than these intrinsic 

beliefs.  Delayed childbearing in favour of labour market participation is normalised in 21st 

century New Zealand, whereas teenage motherhood is problematised and constructed as 

indicative of individual failures.496-500 In the same vein, various work obligations and sanctions 

are imposed on solo parents who are “welfare dependent” in the rhetoric of prevailing policy.501 

 

Teenage parenthood is popularly positioned as directly in the causal pathway by which 

socioeconomic disadvantage is perpetuated between generations.500 A more nuanced explanation 

is offered by longitudinal studies of birth cohorts in New Zealand, which suggest that rather than 

teenage parenthood being the root cause, contextual social factors that predispose towards 

teenage pregnancy are in fact major determinants of adverse outcomes such as poor scholastic 

achievement, low income, and criminal offending in young mothers,502,503 and similar problems 

in their children.504 Accordingly, for parents in the precarious child-rearing scenarios so 

described, the negative health outcomes observed – for instance, increased rates of general ill-

health,505 mental illness506,507 or unmet health needs487,508 – should be interpreted not as a 

reflection of their status as teenage or lone parents, but instead as evidence of factors ‘upstream’ 

to becoming a teenage or lone parent.  In particular, teenage pregnancy not only has impulsivity 

and risk-taking behaviour as antecedents in the individual concerned,509,510 but is also frequently 

preceded by a litany of noxious family and childhood factors such as parental separation, child 

sexual abuse, and domestic violence.485,490,510-515  

 

Adverse childhood events and negative outcomes over the life course 

In the same month that I left Servants Health Centre to work full-time on this thesis, an 

adolescent patient who had been orphaned, abused in foster care, and become embroiled in 

criminal gangs and drug abuse committed suicide.  This short, brutal narrative and the section 

that follows underscore the nature of the quantitative research I will present in later chapters, as 

on the one hand assembled on a dispassionate scaffold demanded by academic convention, but 
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on the other hand given flesh by the intimacy and relentlessly recurring tragedies that the other 

Servants Health Centre clinicians and I regularly bear witness to at the clinical coalface.  These 

trajectories we observe of biological and social risk factors clustering during critical periods of 

development both in utero and early in the lives of younger patients, and the familiar themes of 

chronically ill older patients whose histories revealed the accumulation of the same risk factors, 

are all actualisations of key theoretical concepts in the discipline of life course epidemiology.516-

519 Extrinsic risk factors, such as childhood socioeconomic circumstances, enter physiological 

processes and carry on as biologic risk factors (‘embodiment’).516,517 A chaotic, disruptive 

household environment may produce poorer health through increased exposure of children to 

toxins and stress, and inconsistent parental input into their care.520 Older children and 

adolescents may internalise their social environment through the conformity of their behaviours, 

including health-damaging ones, to patterns consistent with their socioeconomic position.521 The 

presence of one risk factor also increases the chances of another co-occurring (‘chains of 

risk’),516 and longitudinally over the life course these risk factors can have enduring 

repercussions (‘continuities’).522,523 Reduced cognitive stimulation and educational engagement 

early in life often accompany parental socioeconomic disadvantage, and may mediate its 

relationship with ensuing ill-health and behavioural problems during adulthood.435,524-526 And as 

might be expected, negative childhood experiences – such as bullying,527 harsh parenting,528 and 

economic hardship529 – continue to exert an influence decades later.   

 

Adverse childhood experiences that seriously prejudice future well-being are prevalent in New 

Zealand.  Experiences of child sexual abuse were reported by approximately 15% of the birth 

cohorts in the Christchurch530 and Dunedin531 longitudinal studies.  A quarter of female 

respondents to a North Island postal survey indicated prior child sexual abuse, with the rate for 

Māori women in Auckland (30.5%) nearly twice that for European women there (17.0%).532 The 

overall rate of child sexual abuse and the rate for New Zealand Europeans is comparable to the 

mean prevalence internationally (19.2%).533  

 

In the Dunedin study, witnessed physical violence or threatened violence between their parents 

or parental figures was reported by a quarter of the birth cohort.534 Intimate partner violence is 

included in this section as it is allied to child sexual abuse, sharing the same predisposing family 

milieu.535 About 35% of women in the North Island postal survey above had experienced 

intimate partner violence.536 Complex barriers against leaving abusive relationships were often 

present,537 and seeking professional help was often delayed until a significant precipitating event 

intervened.538 Again, ethnic disparities in rates were present, as rates of domestic violence 
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reported in surveys by Māori patients are nearly double that for European patients.539,540 Where 

inter-gender rates of intimate partner violence perpetration approximate each other, there could 

be a systematic under-reporting of domestic violence by men due to the greater social sanctions 

against male perpetration of domestic violence.541-543  

 

As with teenage parenthood discussed above, child sexual abuse signals the extent of adversities 

simultaneously present in the abused child’s family context that jointly contribute to negative 

outcomes.544 For example, having an absent or incarcerated biological father greatly increases 

the chances of being a victim of child sexual abuse,545,546 but rather than child sexual abuse per 

se being the major determinant of future criminality,547 it is having one’s father in jail that 

strongly predicts future criminal behaviour.548 So, one indicator of growing up in serious family 

adversity points backwards to another such indicator.  Congruent to this, there is a wealth of 

published research suggesting that through processes such as socialisation, social mimicry, 

shame and the adoption of negative social schemas,549-553 the overall context of adverse 

childhood factors (family dysfunction, parental conflict, poor maternal health, parent criminal 

conviction, all forms of child maltreatment including neglect, and early conduct problems) is 

more important to adult outcomes such as mental illness, antisocial behaviour and crime than 

simply the presence or absence of the individual risk factors that commonly receive attention 

(child poverty and child sexual abuse).525,529,554-557 

 

Consistent with expectation, individuals who have experienced child sexual abuse or domestic 

violence are at higher risk of mental illness and substance abuse.530,557-562 They also use health 

services at higher rates than individuals who do not have such experiences.536,557,558,560,563 

Women experiencing intimate partner violence also have higher rates of suicidal thoughts and 

suicide attempts.536,564  

 

However, the literature does not give clarity about the actual link between child sexual abuse and 

self-harm.  Some studies suggest that a direct relationship does exist,565,566 but a history of child 

sexual abuse was not an independent predictor of self-harm at age 26 in the Dunedin longitudinal 

study.531 An explanation could be the natural tendency, as with criminal offending,549 for self-

harm to become less common with age after the teenage years.567 It is also likely that child 

sexual abuse has by itself only a modest effect on future psychiatric disorders and self-

harm.558,568 These effects might instead be mediated by the adverse family factors that typically 

co-occur with child sexual abuse, and confounding factors associated with self-harm such as 

borderline personality disorder.568-570 In this regard, in the Christchurch longitudinal study, 
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exposure to child sexual abuse explained only 13.1% of the mental illness occurring in the birth 

cohort.530  

 

Health behaviours 

Concordant with my experience at Servants Health Centre, a conspicuous message from the 

literature on vulnerable populations is that patients from socioeconomically disadvantaged 

family circumstances and neighbourhoods are predisposed to health-damaging ‘risk 

behaviours’.427 For example, there is more than a threefold difference in cigarette smoking rates 

between residents from the least and most deprived NZDep deciles,571 and between individuals 

with five versus zero NZiDep deprivation characteristics.407 Where the neoliberal perspective of 

individual responsibility for health is espoused,572,573 these observations provide fodder to the 

notion of poor ‘lifestyle choices’ leading to ‘lifestyle diseases’.574-576 On account of better 

educated people being less likely to be smokers, heavy drinkers and obese,577 a knowledge gap 

about the related harms might be posited as the mechanism for socioeconomic differences in 

health-damaging behaviours.578 However, a lack of knowledge is not usually the primary reason 

for failing to implement lifestyle changes.579 Awareness of the overall health impacts of cigarette 

smoking is widespread even among vulnerable groups,580-583 so ignorance of harm does not 

satisfactorily explain socioeconomic differentials in smoking rates.578 Moreover, unequivocal 

acknowledgement by addicts of the harms of drug abuse is often starkly juxtaposed with 

continued drug abuse.584  

 

In light of these observations, alternative explanations offered for the socioeconomic distribution 

in health behaviours address the effect of socioeconomic position on the incentives, motivations 

and available resources to implement healthy behaviours and desist from unhealthy 

behaviours.578 Previous and present negative experiences can act as impediments to positive 

health behaviours.579 Frustrated life prospects associated with abject socioeconomic deprivation 

decreases the odds of health-promoting behaviours such as regular exercise, while at the same 

time increasing behaviours directed at short-term goals such as high-risk sexual activity and 

substance abuse.585 Demoralisation thus precipitates a breakdown in goal-directed coping 

towards life adversities.586 Alcohol and drug use is also associated with the social alienation 

arising through having little investment or control in one’s education, employment and wider 

community.587-589 In this way, people trapped in the lowest social strata and who are “going 

nowhere”584 may operationalise their pessimism about the future through risk behaviours, but 

ultimately such expectations are self-fulfilling.590 
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A salient observation about Servants Health Centre patients, especially vulnerable youth, is the 

clustering of risk behaviours in individuals.  The following discussion is prefaced with the 

qualification that while health behaviours are an important determinant of health disparities and 

are thus a key target for health interventions, they explain only a minority share of 

socioeconomic disparities in health.578,591 Attempting to modify risk behaviours at the individual 

level should not undermine population-based interventions that rectify the negative effects social 

structures and the family context have on health.449,572 A global approach that addresses factors 

outside the health care domain is necessary, given that adult health behaviours are patterned by 

socioeconomic circumstances in childhood.572,592 Also, poverty coerces decision-making in a 

way that impacts health.  For instance, low-income households may forgo fresh fruit and 

vegetables in order to service arrears in rent and other bills,593,594 and doctor’s visits may be 

deferred because of cost.286  

 

The clustering of unhealthy behaviours in vulnerable individuals suggests that these behaviours 

do not occur independently of each other.595 For example, smokers are more likely than non-

smokers to exhibit hazardous patterns of alcohol consumption,596 and pathological gambling is 

related to cigarette smoking, hazardous drinking, and cannabis use.597 A possible mediator for 

these relationships could be chronic stress, since current smokers and smokers who have failed to 

quit smoking report higher levels of psychological distress than ex-smokers and never 

smokers,598,599 and the prevalence of smoking in Christchurch increased following the 

Canterbury earthquakes.600 Also, the presence of financial stress is associated with higher levels 

of hazardous alcohol use,596 and the experience of childhood adversity exacerbates the effect of 

socioeconomic deprivation on the frequency of unhealthy behaviours.601 A caveat to the above 

discussion is that in New Zealand a gradient of clustered risk behaviours across NZDep 

deprivation quintiles is lacking, and the clustering of unhealthy behaviours does not appear to 

explain health disparities by ethnicity.595 This finding contradicts research elsewhere showing 

that the degree of health behaviour clustering is indeed distributed by neighbourhood 

deprivation.602-604 It may be that small area deprivation as measured by NZDep is insufficiently 

sensitive for detecting socioeconomic variations in certain health conditions, as mentioned 

previously,422 such that if individual deprivation were to be used instead as the independent 

variable, a relationship between socioeconomic deprivation and health behaviour prevalence 

would be observed.596 
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The behavioural economics concept of temporal discounting is one potential explanation for the 

cognitive processes that underlie risk behaviours in vulnerable patients.  Temporal discounting 

involves disproportionately preferring sooner albeit smaller rewards, while devaluing larger 

rewards where these are delayed.605 This concept may explain the phenomenon of impulsivity, 

whereby short-term gratification is favoured at the expense of longer-term goals, however 

irrational or self-defeating this may seem in retrospect.605 These traits were commonly seen in at-

risk youth at Servants Health Centre.  They also account for the propensity for individuals to 

engage in risky sexual activity,606,607 to smoke cigarettes or abuse drugs,605,607,608 and to not 

uptake preventive medical care609 despite the long-term consequences of these actions.  The 

demand for cigarettes and substances of abuse exhibits price inelasticity, because addictive 

commodities are substantially overvalued compared with other economic commodities,605 as 

evidenced by increases in financial and other costs that do not generate commensurate decreases 

in consumption.608 These processes often result in preference reversal607,608 in substance-

dependent individuals, in which a desire to achieve larger, more long-term goals is articulated 

but nonetheless accompanied by incongruent, self-sabotaging actions.584  

 

Health behaviours tend to be a function of the individual’s locus of control, that is, their beliefs 

about the extent to which their health depends on chance, luck, or other external factors, rather 

than being within their sphere of influence.  People who believe their health to be determined by 

factors beyond their control are less likely to modify behaviours that affect their health.610 

Individuals with an external locus of control are more likely to be smokers,610-613 and to use 

cigarette smoking to manage negative emotions.614 The presence of a mental illness is important 

not just because of its association with risk behaviours,615,616 but also because having an external 

locus of control further amplifies the risk of suicide and self-harm.617 

 

Mental illness, sub-threshold conditions and substance abuse 

Mental illness and substance abuse are quintessential social vulnerability characteristics.  Mental 

illness fundamentally impacts one’s capacity for self-determination618,619 and one’s ability to 

participate in civil society,620 yet disproportionately affects population groups that are already 

most disadvantaged with regards to realising these basic rights, such as Māori,621,622 Pacific 

people,623,624 and socioeconomically deprived individuals.556,625 Despite extensive campaigns to 

alter public attitudes towards mental illness in New Zealand,626,627 social exclusion manifest 

through high unemployment rates is a hallmark of mental illness,628 and the stigmatisation of 
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mentally ill people remains rampant.629-635 Mental illness is also associated with vulnerability to 

becoming victims of abuse636 and violence637,638 during adulthood.   

 

Another source of vulnerability arises from the interface between mentally ill patients and the 

health sector.  People with a mental illness may not recognise a need for professional help.639 

Even when they do, the cost of seeing a general practitioner in New Zealand poses a substantial 

barrier.640 Embarrassment and perceived stigma further deter help seeking by patients, 

accentuating the effect of prior negative experiences that vulnerable patients often have with 

mental health services.641,642 These factors contribute to delays in seeking appropriate treatment 

among people with mental illness,643,644 and to low levels of mental health service use relative to 

need among Māori and Pacific people.645 These are concerning trends, given that roughly 40% of 

people making a suicide attempt646 and having committed suicide647 did not visit a health 

professional in the immediate twelve months and six months (respectively) before the event.  

Also, suicide rates648,649 and suicide attempts646 have been persistently higher for Māori, and 

especially for Māori youth, than other ethnic groups.  The above comments easily apply to 

people with substance dependency, except that higher rates of vulnerability factors such as child 

abuse,561 institutional care as a child,650 and stigmatisation651 are likely to also be present.  

Moreover, co-morbid substance dependency magnifies the risk of sequelae associated with 

mental illness such as suicidality in vulnerable populations.652 

 

Anecdotally, psychological distress especially in relation to social problems is a frequent reason 

for patients presenting at Servants Health Centre.  Requests for medical incapacity benefit 

certificates (until recently referred to as ‘Sickness Benefits’) are common reasons for general 

practitioner consultations at Servants Health Centre, with mental disorders or substance 

dependency indicated as the health condition precluding fulltime work in many instances.  These 

observations give a ‘flavour’ of typical encounters at Servants Health Centre, which entail 

providing care at the murky margin between the health and social welfare arenas.  The medical 

diagnosis stated on the Sickness Benefit medical certificate, while providing the legitimation and 

exemption from social obligations sought by recipients,653,654 is arguably a fig leaf for more 

recalcitrant problems than the diagnosis suggests.  The use of a medical label – for example, 

‘depression’ – is also sociologically significant in other ways: it invites well-established 

institutional and cultural responses since patients now have a disease,655,656 rather than “merely” 

having failed to respond adaptively to the vicissitudes of life.657 A clinical label also provides 

doctors with a familiar handle to grapple with problems that otherwise yield little scope for 

alleviation or curing.658,659  
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Underneath the veneer of a psychiatric diagnosis, however, encounters at Servants Health Centre 

are frequently fraught with the associated maladaptive behaviours (overdosing, wrist-slashing – 

‘non-symptoms’)660 and insoluble social problems (domestic strife, chronic unemployment – ‘not 

depression’)661 that are apt to provoke a loss of empathy, and a sense of hopelessness or 

disempowerment in general practitioners.  Additionally, for vulnerable patients generally, limited 

social resources may mean that their doctor is the default source of help during a social crisis.659 

While by no means a universally accepted role, the fact that doctors are confidantes for an 

assortment of personal problems and are called upon during significant life events ensures that 

general practitioners today are ipso facto the priests of yesteryear.661-665 Because of this, it is 

expected that a significant component of the consultations at Servants Health Centre captured in 

the research that follows will entail general practitioners ministering to patients who are troubled 

by concerns of a non-medical nature, such as those discussed earlier in this section.  Whereas a 

purely biomedical approach may be unsatisfactory to patients with ill-defined problems, as Jaye 

suggests, Christian doctors, by moving between their identities as Christian and physician, may 

offer more holistic care to the suffering person.666 

 

A corollary to the above is the fluidity of psychiatric diagnoses attached to many Servants Health 

Centre patients.  Although contact with mental health services occurs early in life for the most 

vulnerable patients at Servants Health Centre, the diagnostic labels applied are usually liable to 

change with time or located in the penumbra of ‘bona fide’ psychiatric disorders – that is, 

heterogeneous conditions that represent extreme deviations from a ‘normal’ response to life 

stressors.  These conditions include post-traumatic stress disorder,667 adjustment disorder,668 and 

personality disorders.669-671 Even where a diagnosis of depression is explicitly indicated, rather 

than having established that the criteria for a formal diagnosis are fully met, it is likely that 

clinicians are reifying into a clinical entity the myriad patient complaints that typically arise in 

response to psychosocial adversities.  Given their association with clinically significant distress 

and functional impairment,672,673 these ‘sub-threshold’ conditions are often treated in primary 

health care on pragmatic grounds.674 Despite Szasz famously decrying the notion of mental 

illness as so enmeshed with the social context and cognitive processes of the person as to 

essentially be no more than a rubric for “problems in living”,675 there is scope to be circumspect 

about medicalising distress without ignoring the imperative to judiciously give treatment for the 

patients who need it.676 Sub-threshold conditions are accompanied by equivalent levels of 

disability as mental disorders,677,678 and rates of treatment-seeking are similar between patients 

from the two categories.679 Sub-threshold conditions may be the precursors of mental disorders, 
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suggesting that all these psychological conditions also fall on a continuum in terms of 

temporality.680 

 

One interpretation of the literature is that a history of mental illness681,682 and psychiatric services 

use683 is nearly universal among people who make a serious suicide attempt, and people who 

attempt suicide without any apparent psychopathology simply have an undiagnosed psychiatric 

disorder.652,684 Mental disorders are thus regarded as the common pathway by which upstream 

social factors lead to suicidal behaviour.685 An alternative interpretation plainly acknowledges 

the absence of a diagnosable psychiatric disorder in a substantial proportion of suicides.686 

Abandoning the presumption of a formal psychiatric diagnosis in patients who attempt suicide, 

this approach reconciles the observation that suicide risk increases incrementally between 

patients having one depressive symptom, ‘sub-syndromal’ depressive symptoms, and fully-

fledged ‘syndromal’ depression687 with the idea that the accumulation of the various 

socioeconomic disadvantages and psychosocial stressors discussed in the preceding sections is 

itself associated with a graduated increase in suicidal behaviour.688 Socioeconomic factors such 

as unemployment689,690 exert an effect on suicide risk that is independent from that of mental 

illness,691,692 to the extent that even though mental illness is associated with a higher relative risk 

of suicide, the population attributable risk for suicide associated with mental illness is similar to 

that associated with socioeconomic factors.693 Most young people with major depression do not 

exhibit suicidality,694 implying that factors apart from mental illness – hopelessness and an 

external locus of control,695 adverse social environments and life events694,696 – make a separate 

contribution to suicide risk.  On this basis, a case exists for reducing suicide risk not just by 

providing better psychiatric care, but by also intervening at a structural693,697 as well as an 

individual level698 to mitigate the far-reaching impacts of the social vulnerability factors 

contained in the sections above. 
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Health services use by ‘high-needs’ and vulnerable patients 

The presumption behind this thesis is that a health services ‘problem’ amenable to policy 

intervention exists, so it is helpful to begin this section by framing the research reported in later 

chapters within the supposed ‘problem’.  One premise for establishing a clinic such as Servants 

Health Centre is that its target population is unable to afford general practitioners’ fees, and so 

prior to coming to the clinic, they were not accessing primary medical services according to 

health need.  One implication is that these patients will seek routine medical care at the local 

emergency department, where services are free at the point of use.  As a group, these patients 

have a high prevalence of chronic health conditions and are also likely to experience high rates 

of hospital admissions consequent to delayed or deferred use of medical services.  In my 

experience, Servants Health Centre patients are high users of services both within and outside the 

health sector, and typify the ‘high-needs’ patients often referred to in policy.  The above 

concerns occur in a regional policy setting favouring a shift of health services use from 

secondary care back to primary health care.  In 2014, a Southern DHB scheme to divert CSC 

holders with low acuity medical problems back to general practice was piloted to reduce ED 

overcrowding.699-701  

 

The rest of this chapter overviews key concepts in the health services research literature, to 

facilitate the interpretation of this study’s results.  The focus is on concepts apposite to the 

particular patient group at Servants Health Centre.  Three types of patients are then described in 

greater detail as Servants Health Centre patients are likely to be overrepresented among ED 

‘frequent attenders’, patients who visit ED for medically non-urgent problems, and patients who 

are admitted to hospital for ambulatory care-sensitive health conditions.  Finally, a distillation is 

made of the literature pertaining to this project’s main research question, that is, what is the 

effect of improved primary health care access on secondary care use by high-needs and 

vulnerable patients? 

 

Preamble 

In preparation for the discussion on health service utilisation patterns by vulnerable populations 

later in the chapter, the next section introduces the theoretical concepts and determinants 

associated with their use and non-use of health services.  Before proceeding, having explored the 

concept of vulnerability above, I will first attempt to define the allied notion of ‘high-needs’ 

patients.  Their relevance to the subsequent discussion arises from high-needs patients’ high use 

of health services, in particular expensive hospital inpatient services, so that ‘high-needs’ and 
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‘high-cost’ are frequently seen as complementary attributes.702,703 A definition of ‘high-needs’ 

populations, used in New Zealand mainly for resource allocation purposes, refers to individuals 

who are Māori or Pacific, or who reside in NZDep Index quintile 5 areas.704 Despite popular use 

of the term ‘high-needs’ there is surprisingly little published material robustly defining ‘high-

needs’ patients beyond their use of services or demographic characteristics.  Buetow’s 

definition705 splits the label into its component words: a ‘patient’ is “an actual or potential 

consumer of health care”, ‘need’ refers to their “capacity to benefit”,706 and ‘high’ describes the 

special, reciprocal responsibilities these patients have as part of the social contract in receiving 

increased levels of state support.  However, for the current research an integrated definition of 

‘high-needs’ patient is needed.  An informal definition, “failure to cope”, conveys a health care 

provider’s analysis of high-needs patients being overwhelmed not only by their ill-health but also 

their social needs.707 While this informal definition accurately describes the patients at Servants 

Health Centre with the most complex needs and whose care was the most challenging, it is 

nonetheless as stigmatising as the other pejorative labels attached to patients who have frequent 

service use and who present with a mixture of difficult social and medical problems.708,709 

Although health care staff instinctively recognise high-needs patients, no singular definition 

adequately describes this heterogenous group of people.  I have resolved, as others have done for 

commonly used but hard-to-define terms,710 to instead systematically describe the key patient 

groups and patient characteristics that exemplify high-needs patients. 

 

Models of consulting behaviour 

Help-seeking is a recursive process in that it is informed by one’s previous and current 

experiences, and prior interactions with other people, including health care workers.711 A 

theoretical framework for deciding to seek help about a health concern is the Health Belief 

Model, which identifies help seeking as a function of a person’s perceptions about their 

susceptibility to illness, the severity of their symptoms, and the costs and benefits of consulting a 

health professional.712 On the whole, only a minority of symptoms eventuate in a formal 

consultation,713 leading to the idea of a ‘symptom iceberg’.712 This concept underpins the empiric 

findings by White714 and Green,715 whose ‘ecology of medical care’ model describes how the 

portion of the general population using health services drastically diminishes as one moves from 

primary to secondary to tertiary care services.  By contrast, for people similar to the patients at 

Servants Health Centre, the combination of limited health literacy, more negative illness 

perceptions, greater exposure to stressful life events, and an external locus of control not only 

lowers their threshold for consultation, but also predisposes them to consult hospitals in 

preference to primary health care.712,716-718 The latter may also arise from past experiences that 
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have imbued them with a lack of trust or confidence in their general practitioner, who may be 

perceived to be unsympathetic to their needs.712 

 

That socially vulnerable people are no less likely than other members of the general population 

to decide to seek help for potentially serious health complaints719 suggests that separate factors 

influence their ability to operationalise this decision by accessing health services.  A 

modification of Anderson’s original Behavioural Model for use with vulnerable populations 

codifies such access as the culmination of need factors (such as health conditions specially 

relevant to vulnerable populations), predisposing factors (psychosocial characteristics and living 

conditions that increase the need for health services), and enabling factors (which includes the 

personal and community resources that facilitate the use of health services).440,720 Environmental 

factors are also important, since the limited resources commanded by vulnerable populations 

increase the impact that prevailing health policies, the way health services are organised, and the 

economic climate have on them.721 In general, health care is distributed incongruently to the 

medical needs of vulnerable patients,429 so that “the availability of good medical care tends to 

vary inversely with the need for it in the population served” – Julian Tudor Hart’s now famous 

inverse care law.722 

 

The non-use of health services 

Actual use of health services is proof positive of access.720 Primary health care frequent attenders 

are likely to both default on appointments and attend without an appointment712 so a project that 

examines the extremes in health services use is necessarily concerned with the non-use of 

services by vulnerable patients.  This encompasses multiple interlinked, nuanced concepts.  The 

terms “negative spaces”723 and “cold spots”724 have respectively been used to call attention to the 

temporal gaps between patients visiting a clinic, and the communities whose members are as a 

rule physically absent from health services.  The label ‘hard-to-reach’ has currency in the health 

policy arena and describes populations who traditionally are underserved, difficult to connect 

with, and about whom there is limited knowledge, for instance to guide clinical or policy 

interventions.725 Outside policy, these populations typically have other dimensions of invisibility.  

On a day-to-day, interpersonal basis, members of the public take no notice of them;726 at the 

interface with clinical services these patients are lost to follow-up for protracted periods, usually 

until a social or psychological crisis intervenes.727-729 In primary health care, such patients are 

often unregistered or deregistered from clinic lists.  This may be because they do not attend 

entirely,730 attend a different clinic to avoid having to service an accumulated debt,731 or present 

with behaviours deemed unacceptable when they do attend.732 
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Even for the patients who do access health services, there are several issues pertaining to 

absences and non-events.  This poses a challenge for health research about vulnerable 

populations, as not only do commonly used measures of general practice activity such as 

consultation rates fail to capture the extra work the care of vulnerable patients entails,733 events 

and transactions that do not happen (such as averted hospital admissions) are not recorded.734 

Vulnerable patients often omit disclosing important concerns to their general practitioner.735,736 

The demographic and morbidity profile of patients who make an appointment at general 

practices and hospital outpatient clinics only to not attend contains some of the social 

vulnerability characteristics discussed in the previous section.  Patients who miss their 

appointments tend to be young,737-740 socioeconomically deprived,739,741,742 from an ethnic 

minority group,737,740,743 and have a psychiatric or substance abuse diagnosis.738,739,742,744 Not 

having the correct information to attend the appointment and forgetting the appointment are the 

commonest reasons cited in the literature.739,740,743,745-748 Appointments scheduled greater than a 

fortnight into the future are more likely to be missed than appointments that are scheduled 

sooner.749 Consistent with the expectation that vulnerable patients have limited social resources 

and control over their work arrangements, other reasons commonly offered by patients are 

competing work and family commitments739,743,745,746,750 and difficulties obtaining transport to 

clinics.743,748 Clinicians are reported to regard non-attendances by some patients as indicative of 

chaotic lifestyles, a lack of respect and responsibility, and indicative of these patients devaluing 

their appointments.738 The issue of respect is similarly prominent in patient surveys, as patients 

who feel disrespected consider themselves under no obligation to reciprocate with respect for the 

health system.750 Poor relationships between patients and health providers, for example due to 

low levels of trust or confidence that their concerns would be addressed, are likewise likely to be 

manifest in non-attendances of appointments.746,751 

 

Over 90% of missed appointments in primary health care result in a consultation in the 

subsequent three months,745 and only a tiny minority of general practice patients remain serial 

non-attenders over time.741 However, accessing health services does not automatically signify 

engagement in care, as engagement also involves establishing linkages to care and retention in 

care.752 Routinely collected data such as general practitioner consultation rates do not divulge the 

actual content of consultations, and it may be that the frequent attenders in this thesis’ research 

will not have engaged in care.  Engagement in care as measured by the uptake of preventive 

medicine (such as vaccination and screening for cancer and cardiovascular risk factors) is lower 

in Māori and Pacific patients due to cultural barriers.753 Socioeconomically deprived patients 
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also have a reduced uptake of preventive care than the general population,754 even where health 

services are free at the point of use.755,756 The propensity for individuals with psychiatric illness 

to visit their general practitioner for routine check-ups is also lower than for the general 

population, as they are more likely to present in a crisis.644 This is a concern since negative 

health behaviours and ill-health tend to be concentrated in these patients, who are also the least 

likely to access health services.757,758 Rather than representing an outright denial of their need for 

health care,198 it is commonly dissatisfaction with care and disempowerment that underlie these 

patients’ low levels of engagement in care.759,760 Furthermore, as discussed above, implicit to 

their outward disinvestment in health, these patients may simply have acquired low expectations 

in the face of chronic exposure to conditions adverse to health, such as food insecurity and 

substandard housing.761,762 Thus, for vulnerable patients with complex needs, patient 

empowerment is central to securing their engagement in care.763 To achieve this requires an 

empathetic approach and extended consultations, delivered incrementally over a long period of 

time, which can be challenging for clinicians, since multimorbidity and competing priorities are 

inherent to consultations with these patients.734,764-766 

 

Multimorbidity 

Whereas comorbidity assumes a reference or index medical condition,767,768 multimorbidity refers 

to the co-occurrence in a person of two or more conditions without a specific disease being the 

index condition.212,767,769-771 Where there is an upward demographic drift in age and advanced 

medical care is available, multimorbidity is becoming the norm among patients in primary health 

care.767,769 Multimorbidity poses a challenge to the way clinical medicine has traditionally been 

delivered, since the current healthcare system is geared towards silo-ed management of 

individual diseases,772 and the guidelines on which health care decisions are often based 

generally exclude patients with multimorbidity in their development.767,769,773  

 

The concept of multimorbidity enters this project by several routes.  First, compared with 

affluent people, multimorbidity is more prevalent in socioeconomically deprived individuals,774 

for whom multimorbidity occurs a decade or more earlier,774,775 and in whom mixed mental and 

physical multimorbidity occurs more frequently.775-778 Multimorbidity is also a bedfellow to 

other vulnerability characteristics, such as a history of adverse childhood events.779 Because 

multimorbidity is associated with increased mortality,212,780,781 the most socioeconomically 

deprived segment of the population bears a disproportionate share of deaths in people with 

multimorbidity.774 Second, multimorbidity increases the odds of not being able to afford health 

care costs,782 yet is a powerful predictor of future health service utilisation and cost.212,781,783-786 
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Multimorbidity amplifies the relationship between worsening socioeconomic position and 

increased risk of hospital admissions.787 Although the presence of multimorbidity increases the 

volume of primary health care visits more than secondary care encounters,784 most costs incurred 

consequent to multimorbidity arise in secondary care.783 Also, while most hospital admissions 

occur in patients without multimorbidity, mean lengths of stay and rates of inpatient deaths and 

adverse events are considerably greater in patients with multimorbidity.788 Third, multimorbidity, 

especially that involving multiple body systems,789 introduces further complexity into the already 

complicated consultations typical with vulnerable patients.770,775 This is likely to exacerbate the 

fragmentation and inconsistencies in the care received by patients who have concomitant 

physical and mental disorders,790 as they are likely to have high levels of health care utilisation, 

but experience inferior quality of care.791  

 

Complexity in clinical practice 

Multimorbidity is a source of complexity in primary health care consultations, placing increased 

demands on clinicians.792 ‘Complex’ is often used by health providers as code for a difficult 

patient-clinician relationship,199 characterised by high levels of morbidity and health services 

usage, but limited engagement with or adherence to medical care.199,793,794 ‘Complex’ may also 

signal clinicians’ lack of control over patients’ medical and social problems.795 Switching 

perspectives from providers to potential recipients of services, complexity is associated with 

patients’ experiences of shortfalls and discontinuities in care.796,797 A more sympathetic 

definition of ‘complexity’ in the health care context not only references “the patient-specific 

factors that interfere with the delivery of usual care and decision-making for whatever conditions 

the patient has”,199 but also the resulting mismatch between patients’ needs and the capacity of 

health services to support those needs.798 Complexity can arise from patients’ medical 

conditions,799 their social circumstances, or a combination of “entangled”, inter-connected 

factors from these separate spheres,796,800 but ultimately predisposes patients to not having their 

needs met.  The complexity of patients’ needs can be regarded as having dimensions of depth 

(severity of need) and breadth (range of needs).801 Complexity is increased by the presence of 

symptomatic mental illness802 and is more frequently encountered at third sector clinics serving 

marginalised populations.803,804 Complexity is associated with greater health services use 805 and 

health care costs,806 but requires complex, integrated solutions that draw resources from outside 

the health sector.199,725,807 
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Health service use patterns 

The pattern of primary health care use relevant to this project is outlined here, with specific 

reference to vulnerable populations and the factors that influence their use of primary health 

care.  Secondary care use by vulnerable populations is then covered in the same manner. 

 

Patterns of primary health care use and costs 

At first glance, many determinants of primary health care use by vulnerable populations in the 

literature conform to expectation.  The rate of primary health care consultations is increased by 

socioeconomic deprivation, and this is true for CSC holders,808 social welfare beneficiaries,809 

and patients from deprived neighbourhoods810 or low income families.811 Socioeconomic 

deprivation measured at an individual level is a more powerful predictor of consultation rates 

than is area deprivation.812 Patients reporting poorer health have higher general practitioner visit 

rates.113 The local availability of general practitioners is also a key determinant of primary health 

care utilisation rates.813-815 However on close reading of the literature, important messages 

emerge that are relevant to the target population of this project.  Perhaps due to the primary 

health care cost barrier offsetting increases in their need to consult commensurate to the greater 

morbidity prevalent in socioeconomic deprived patients,210 increasing socioeconomic deprivation 

in New Zealand is not associated with the expected increase in primary health care 

exposure.202,209,810 In fact, the average consultation duration is longer for less socioeconomically 

deprived patients.202,816 Also, a combination of cost and nonfinancial barriers to primary health 

care206,207,817-819 result in Māori and Pacific patients having less primary health care exposure 

despite their greater morbidity burden and urgency of need when seeking to 

consult.202,203,205,207,820 In contrast, in the United Kingdom where there is no cost barrier to 

primary health care access, lower socioeconomic status821 and membership of an ethnic minority 

group822 are found to be associated with increased general practitioner consultations. 

 

A small proportion of patients account for a large proportion of all primary health care 

consultations and expenditure.  The top 10% of primary health care patients by consultation 

frequency generate 30% to 50% of all visits,823-825 although only a minority of patients remain 

frequent attenders from year to year.823,825,826 Since medication costs are the largest single 

component of overall primary health care expenditure,821,827 the socioeconomic gradient in 

prescribing rates821,828 may be the major driver for primary health care costs for the high-needs 

patient group in this research.  Patients with CSCs comprise roughly a third of enrolled patients 

at a typical general practice, but are responsible for nearly two-thirds of inpatient hospital 
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admissions measured in bed-days and over half of admission costs.829 In the United States, the 

patients who incur the greatest overall health care costs are those who have repeated hospital 

admissions.830-832 Similarly, inpatient costs are the biggest contributor to total public expenditure 

on health for general practice patients in New Zealand,809 producing 57% of total costs, with the 

remainder being ED costs (2%), hospital outpatient costs (4%), and primary health care costs 

(37%).827 Thus, from a health economics perspective, targeting primary health care patients most 

at risk of repeated hospitalisations would be a more important policy lever than targeting primary 

health care frequent attenders.  Another area of imbalance between primary health care and 

secondary care costs is the relative underinvestment in terms of state expenditure on primary 

health care services for Māori and Pacific patients,833 for whom primary health care-preventable 

hospital use and expenditure are higher than for other ethnic groups.834-836 

 

Frequent attendance at emergency departments 

Different visit frequency cut-offs have been used to define ‘frequent attender’ in the health 

services research literature,837 so a more useful approach for the present research is to use 

‘breakpoints’ – thresholds beyond which patient characteristics and needs begin to deviate from 

those of the rest of frequent attenders.838 Because all members of the general population have a 

risk of ED use that is not zero, some people will visit ED a few times in any given year due to 

statistically random illnesses or injuries.  In the literature, such ‘chance users’ of ED are different 

from frequent attenders by being less likely to arrive by ambulance, be admitted to hospital, or 

present with alcohol-related and psychiatric problems.837 A threshold of four or fewer visits per 

year encompasses 99.99% of chance users.837 Beyond seven visits per year, ED attenders have an 

increased risk of psychiatric or substance abuse diagnoses.839 Another inflection point occurs at 

around 20 visits per year, as extremely frequent attenders are less likely to have medically urgent 

conditions and be admitted to hospital than patients with fewer visits per year.840-842 They are 

also more likely than other frequent attenders to leave without being seen, and their hospital 

admissions are on average shorter, incurring as a general rule lower health care costs.840 

 

Like non-attenders for medical appointments, social vulnerability traits are common among ED 

frequent attenders.  In the United States, frequent attenders are more likely than other ED users 

to be poor,843 homeless,844,845 and covered by Medicaid or Medicare.841,843,845 Contrary to popular 

belief, frequent attenders are no more likely than other ED users to be uninsured.841,843 Even in 

settings where there is no cost barrier to general practice, ED frequent attenders contain an 

overrepresentation of socially vulnerable individuals.846,847 Psychiatric disorders and substance 

abuse are prevalent among ED frequent attenders, both as a background diagnosis846,848-855 and as 
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a reason for presentation.842,847,856-858 However, deliberate self-harm is the primary diagnosis in 

less than 5% of visits by frequent attenders842 and against the common misconception, the 

primary presenting complaint among frequent attenders is typically of a medical rather than 

psychiatric nature.859-864 In summary therefore, for its frequent attenders, emergency departments 

are the default safety-net for vulnerable members of the community, who have exhausted all 

other means of meeting their medical and social needs.844 

 

Certain patterns of health service utilisation characteristic of frequent attenders to ED require 

mention here to complete the description of this group of patients.  Depending on the definition 

of ‘frequent attender’, frequent attenders make up 5% to 10% of all ED patients but give rise to 

20% to 30% of all visits.841,843,865 Like general practice frequent attenders, there is a high attrition 

rate in any given cohort of high users of hospital inpatient or ED services, often attributed to the 

statistical phenomenon of regression to the mean.841,860,866-869 Leaving without being medically 

reviewed is also common among patients with a high visit frequency,842,856 although this subset 

of patients tend to present with conditions of low medical urgency and generally have low rates 

of subsequent hospital admission.870 Finally, as will be discussed below, most frequent attenders 

have access to a primary health care provider, pointing to factors other than primary health care 

access barriers as an explanation for their ED use. 

 

ED attendance for medically non-urgent conditions 

Like ED frequent attenders, patients who visit ED for problems deemed to be non-urgent are 

treated disparagingly in the health services research literature.  Since these patients are regarded 

as consuming ED resources for conditions that do not require ED care, ‘non-urgent’ is 

commonly conflated with the labels ‘inappropriate’ and ‘misuse’.871,872 However, there is a 

conspicuous lack of consensus between health professionals about how these terms are 

specifically defined,871,873 and the discordance is starker when the views of health professionals 

are compared with those of patients.872,874-876 A putative definition of an ‘inappropriate’ problem 

might be one suitable to be treated in general practice,877 which in retrospective studies is 

estimated to comprise about 30% of ED presentations.878 Other attempts to categorise these 

presentations use self-referral,879 arrival by modes of transport other than ambulance,873 and 

leaving before being seen873 as indicators of ‘not urgent’.  These patients are also more likely to 

be discharged home from ED than be admitted to hospital.880 Patients exhibiting these 

characteristics are on average younger and more socioeconomically deprived than other ED 

users, comprising mainly of youth880,881 and children, typically from impoverished, ethnic 
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minority or single-parent families.882,883 Adolescents who use ED as their usual source of care 

have high rates of reported drug and alcohol use.884  

 

The above observations apply to patients covered by Medicaid in the United States882 and 

patients residing in jurisdictions with universal health insurance such as Ontario, Canada.885 

Also, uninsured patients in the United States are not significantly more likely than patients with 

health insurance to use ED for routine care.265,883 In fact, the majority of ED users presenting 

with non-urgent problems do have primary health care access, at least in principle.265,886 

Consistent with this, about a quarter to a third report trying to contact their primary health care 

provider,879,887,888 but many such patients are unable to obtain a suitable appointment or else are 

instructed to attend the ED.878,879,887-890 Other barriers to patients consulting in primary health 

care include negative past experiences and a lack of trust, familiarity, or continuity of care with 

their primary health care provider.887,889,891 In other cases, patients have themselves judged their 

illness as urgent or serious enough to warrant an ED visit,886-890,892 and so perceive their use of 

ED as legitimate and justified.878,890 The presence of pain and anxiety further increase the odds 

of patients viewing their use of ED as appropriate.879,890 In many instances, these patients seek 

informal sources of care in the community before coming to ED.893 Quite apart from health-

related factors, some patients choose ED because of institutional factors relating to ED.  These 

patients are aware that a wide range of radiological and laboratory tests are readily available at 

ED and so visit ED specifically to access what they perceive to be more thorough and convenient 

care than would be available at their primary health care clinic.876,879,890,892,894 Related to this, 

some patients with chronic conditions are already receiving care at the hospital’s outpatient 

clinics and so regard the hospital’s ED as an expedient portal to obtaining help for these 

conditions.890 Finally, for some marginalised patients, the hospital might be seen as a temporary 

refuge from their day-to-day social adversities, and ED as a source of social and emotional 

support.895 

 

Ambulatory care-sensitive hospital admissions 

Along with ED presentations, hospital admissions are an outcome of interest in this thesis’ 

research because of their relationship with primary health care access.  Ambulatory care-

sensitive (ACS) hospital admissions are admissions for health conditions amenable to 

prophylactic or therapeutic interventions delivered in a primary health care setting.26-28,896-898 

This is distinct from ‘preventable hospitalisations’, which result from conditions preventable 

through population-based (public health) measures.26,28,897 Because in theory admissions for 

ACS conditions can be averted in primary health care through better control of disease risk 
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factors, better management of acute exacerbations, and better chronic disease care,26,29 ACS 

hospital admissions are widely regarded as the litmus test for primary health care access and 

effectiveness.26-30 Apart from primary health care access, the need profile of the population and 

the quality of care delivered are important determinants of ACS admission rates by a primary 

health care clinic’s enrolled population.899 In the literature, about 20% to 40% of hospital 

admissions by adults are for ACS conditions,27,28,898,900,901 with a similar figure for ACS 

admissions by children.836 For children, the leading causes of ACS admissions are dental 

conditions and gastroenteritis.836 For adults, the top primary diagnoses associated with ACS 

admissions are coronary heart disease, congestive heart failure, asthma, chronic obstructive 

pulmonary disease, pneumonia, and diabetes complications.26,896 This list also encompasses ACS 

conditions generating the most hospital costs in the United Kingdom in 2005/6.27 Among ACS 

conditions, chronic diseases are more strongly associated with frequent readmissions to hospital 

than are acute conditions.902 

 

Admissions for ACS conditions are socially patterned.898,903,904 Socioeconomically deprived and 

vulnerable individuals have to balance accessing health care with competing practical 

needs,762,905 and so adopt a “wait till it’s serious”287 strategy for their symptoms.  Because this 

process renders them liable to then present with serious health problems, they are 

underrepresented for ‘discretionary’ health care events (such as health screenings and outpatient 

clinic visits) and overrepresented for ‘non-discretionary’ health care events (such as hospital 

admissions).906 By extension, the socioeconomic gradient is generally more marked for 

avoidable hospital admissions than for non-avoidable hospital admissions.836,907 Accordingly, 

reported ACS hospitalisation rates in New Zealand are higher in groups most disadvantaged with 

respect to primary health care access:29,898,903 socioeconomically deprived individuals,29,896,898,908 

and Māori and Pacific people.26,28,836,908 Mental illness is associated with an increased risk of 

ACS admissions,30,909 and a marked socioeconomic gradient is observed for admissions for 

mental health problems.910 The presence of a comorbid mental illness is also associated with 

higher hospital costs and longer lengths of stay during ACS admissions.30 Even though 

presentations to ED for ACS conditions make up less than 10% of all ED visits,911,912 such ED 

visits are more likely to result in a hospital admission than ED visits for other reasons,911 and for 

vulnerable populations the costs associated with hospital admissions are generally several orders 

of magnitude higher than ED costs.913  
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Does improved primary health care access reduce secondary care use? 

The health policy Holy Grail for moderating escalating secondary care costs has traditionally 

been through improved primary health care access, but the empiric evidence does not support 

such a straightforward solution.  This section is organised around the question, “Does better 

primary health care access reduce secondary care use?”  To highlight the equipoise around this 

issue, the discussion takes the format of an affirmative response (“Yes, because…”) followed by 

the corresponding rebuttals (“No, because…”).  

 

Yes, because access barriers to primary health care are associated with increased secondary care 

use 

In general, patients reporting difficulties accessing primary health care are more likely to visit 

ED than patients who do not report such barriers.914,915 This is true for vulnerable patients,916 ED 

frequent attenders,917 and patients who visit ED for non-urgent problems.918 Also, the rates of ED 

visits and hospital admissions are positively correlated with the rate of non-attended 

appointments in primary health care.919-921 Not being able to see one’s regular primary health 

care provider is associated with increased rates of hospital use.922,923 

 

No, because high users of secondary care already have primary health care access 

Frequent attenders at ED841,861,868,924-926 and patients admitted to hospital for ACS conditions 927 

have primary health care access.  In fact, ED frequent attenders are also likely to be frequent 

attenders in primary health care.31,839,849,852,862,863,928 Patients who visit ED for non-urgent 

problems are likewise likely to have higher consultation rates in primary health care,929 

suggesting that both categories of ED users of interest to this study are resorting to ED use in 

addition to, rather than as a substitute for, general practice services.846,929 Moreover, for the 

target population of this study, increased access and linkage to primary health care may 

paradoxically be associated with increased ED use,846,930,931 outpatient clinic use,905 and hospital 

costs.315 

 

Yes, because better primary health care access and engagement reduces secondary care use 

Greater geographic access to primary health care and continuity of care are associated with 

reduced ED use and fewer emergency hospital admissions.923,932 In particular, better access to 

Community Health Centres in the United States is associated with reduced hospitalisations 

among Medicaid and medically uninsured patients.933 A reduction in secondary care use is also 
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seen to accompany institutional interventions to improve primary health care access, either by 

reducing the cost barrier934 or by increasing the availability of primary health care 

physicians.23,935 In the United States, having Medicare health insurance reduces the odds of 

homeless patients experiencing an ACS admission.936 

 

No, because primary health care access is not the main determinant of ED usage 

In New Zealand, the primary health care cost barrier is stated as the reason for attending ED by 

only 2% of ED users.888,937,938 In health systems where primary health care is free at the point of 

use, having a regular primary health care doctor does not reduce ED attendance.939 In such 

jurisdictions, ED use is driven mainly by the socioeconomic deprivation of the study population 

rather than proxy measures of their access to primary health care.940,941 The notion that 

psychosocial factors habituate certain patients to using ED as their primary source of care942 is 

supported by the finding that for vulnerable patients943 and the general population,944,945 

providing primary health care access alone is insufficient to alter entrenched tendencies to 

consult at ED for primary health care-appropriate problems. 

 

Yes, because primary health care-appropriate patients can be identified among ED users 

Where clinically appropriate, an important motivation for having patients medically treated by 

general practitioners in preference to hospital-based doctors has been the purported cost 

savings.23,946,947 When patients have access to a well-developed primary health care system, 

forestalling unnecessary investigations and treatments in hospital potentially also potentially 

reduces iatrogenic harm.23,24 There is, so the idea goes, some ‘optimal’ level of primary health 

care use that reduces unnecessary hospital visits, while maintaining good health outcomes.948 

 

In theory, about 30% to 40% of the total ED caseload is considered appropriate to be treated in 

primary health care.949-953 With the benefit of having the results of laboratory and radiological 

investigations at hand, this estimate rises to 50%.950 Among vulnerable patients, half of 

presentations to ED may be primary health care-appropriate.954 Primary health care-appropriate 

presentations are characterised by being less likely to require investigations, minor surgical 

procedures, inpatient admission, and medical specialty or outpatient clinic referrals.951,952,955 

Patients with these presentations are also more likely to be self-referred,955 as by definition 

general practitioner-referred patients have been screened as not primary-care appropriate. 
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No, because ED frequent attenders are not primary health care-appropriate 

Patients who incur the highest health care costs do so because they have the poorest health.956 

Frequent attenders of ED carry a large chronic disease burden, manifest by their high volume of 

outpatient clinic visits.957 They also have higher mortality rates958-960 and rates of hospital 

admissions841,842,855 than other ED patients, suggesting that these patients are in fact not suitable 

for diversion to primary health care.841,852,856 Another consideration pertinent to the target 

population of this study is that the social and medical circumstances that led patients to need the 

services of free clinics generally also contribute to these patients requiring clinically more 

complex, hospital-based care.961 

 

No, because ‘primary health care-appropriate’ patients at ED are in practice difficult to identify 

A third of patients who self-present to ED888 and nearly 10% of supposedly ‘non-urgent’ ED 

patients880 are ultimately admitted to hospital as inpatients.  This reflects the error rate inherent 

in triaging the medical acuity of ED patients on the basis of their presenting complaint,877,952,962 

and the retrospective study design typical of research estimating the proportion of primary health 

care-appropriate patients, in which clinical case notes are reviewed and the results of 

investigations are available to the reviewer.950 Even where such information is readily available, 

experienced clinicians disagree about which ED patients are truly ‘primary health care-

appropriate’.949-951,963,964 Finally, if primary health care-appropriate patients are indeed 

identifiable within the ED caseload, the window of opportunity in which timely primary health 

care input would actually obviate hospital use may be located further upstream in the timeline, 

well before the acute problem triggering an ED visit occurs.965 

 

In a sense no, because even if these patients can be identified, the cost savings may not accrue as 

expected 

Low-acuity, primary health care-appropriate patients account for only a small minority of ED 

costs and workload as measured by length of stay.966-969 Because the fixed operating costs are 

high at ED, the marginal cost of seeing each non-urgent patient there is comparatively 

low.872,970,971 The overall contribution by non-emergency patients to hospital admissions by ED 

patients generally is also relatively small.947 Thus, it may be less cost effective to divert such 

patients into general practice, especially if this entails the use of an after-hours 

facility.265,873,972,973 Finally, rather than generating overall health system cost savings, such 

diversion may in essence only achieve cost shifting from the public to private sector. 
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As with patients presenting with non-urgent problems, the impact of frequent attenders at ED 

might be overstated.  Once the scrutiny is lifted from the frequent attenders with intermediate 

visit frequencies, who experienced high levels of morbidity and mortality, it becomes clear that 

the remaining extremely frequent attenders comprise only an inconsequential share (less than 

5%) of all ED visits.840,859 Extremely frequent attenders are less likely than moderately frequent 

attenders to be admitted to hospital,842 and in any case, most hospital admissions involve low risk 

rather than so-called ‘high risk’ patients.974 

 

Expanding primary health care access may not solve ED overcrowding.  Rather than due to 

increased demand for ED services, the leading causes of ED overcrowding occur at the outflow 

of patients, with insufficient inpatient beds in hospital wards as the single most important 

factor.968,969,975-977 A delay in obtaining diagnostic tests such as ultrasound and computerised 

tomography (CT) scans is the next most important cause of ED overcrowding.975 Where there are 

no user charges for primary health care services, there is a socioeconomic gradient for ED 

use,885,978 implying that the solutions to reducing patient inflow to ED must extend beyond 

merely providing low cost or free access to primary health care. 

 

Expanding primary health care access may not by itself reduce hospital costs.  This qualifier 

applies both at the level of the general population and to specific groups.  Generally, a degree of 

supply-induced upsurge in demand is observed when access barriers to health services are 

reduced.979-981 Where primary health care services are provided in parallel to ED services, the 

literature suggests that both service streams will show progressive increases in use.982 

Demonstrably improved primary health care access following New Zealand’s Primary Health 

Care Strategy in 2001 did not reduce ACS hospital admission rates, and in fact socioeconomic 

disparities in ACS admission rates increased in the decade following the Strategy’s 

introduction.903 The desirable health services utilisation effects of better primary health care 

access may also be different for specific patient groups.  The provision of a regular source of 

primary health care may reduce ED use for chronically ill patients, but not for patients without a 

chronic condition.983,984 For vulnerable patients, eligibility for free primary health care services 

may not be a strong enough inducement to use these services.31 Also, the provision of outreach 

services to marginalised patients such as the homeless may reduce their ED use but may not 

translate to reductions in hospital admissions.985 This discordance in trajectories between the two 

types of secondary care use is relevant to this project, as overall cost savings are more likely to 

be derived from a reduction in inpatient admissions, which are expensive events, rather than ED 

visits.315,986  
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Notwithstanding the difficulties with attributing causality, defining the ‘success’ of a complex 

intervention such as free primary health care access via its secondary care effects may pose 

further challenges.  A time lag may occur before a downward trend in secondary care use is 

observed, necessitating a run-in period when evaluating interventions to improve primary health 

care access, and the delays may be different for ED visit rates and hospital admission rates.987 

Also, consequent to undiagnosed diseases and previously latent health concerns coming to the 

fore, the provision of free primary health care services may need to be sufficiently sustained in 

order to offset the initial costs and accrue net health system savings.315 

 

Chapter summary 

This chapter compiled the distinctive characteristics of Servants Health Centre patients.  The 

scope extended beyond patients’ demographic and disease characteristics, which health services 

are normally more concerned with.  Multiple social vulnerability factors are usually present in 

Servants Health Centre patients, and have a substantial impact on patients’ health and the way 

they interface with the health system.  Certain patterns of health services usage such as frequent 

attendance at ED and non-attendance of outpatient appointments are commonly seen in Servants 

Health Centre patients.  Service managers and policymakers might regard improved primary 

health care access as a plausible remedy for undesirable patterns of secondary care use by high-

needs patients.  However, as discussed above, expanded primary health care access may not 

necessarily rationalise secondary care use by vulnerable patients. 

 

Removing the primary health care cost barrier at Servants Health Centre occurs within the 

clinic’s particular model of care.  The intervention examined in this research (free primary health 

care services) and its effects cannot be easily teased apart from the other features of Servants 

Health Centre.  The following chapter gives the research methodology and theoretical framework 

for the methods suitable for studying complex phenomena such as free primary health care 

provision. 
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CHAPTER 5:  THEORETICAL FRAMEWORK AND 

METHODOLOGY 
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Introduction 

Theory and research have an intimate, reciprocating relationship: theory guides research, 

and research in turn validates and reconstructs theory.37 The aim of this chapter is to 

establish the concepts and theories that underpin the research methods used in this 

project.  In this chapter, I start by situating the project within the academic discipline of 

health services research, because the project’s “home discipline” has bearing on the 

choice of research methods.  Next, I explore the theoretical framework for this research, 

with a view to justifying the use of a mixed methods approach.  Finally, I explain why I 

used the case study methodology to study Servants Health Centre, and in doing so I 

critique a methodology which some authors regard instead as a research method. 

 

At the outset, it helps the subsequent discussion to first tease apart and clarify a few 

concepts.  Research methodology shapes the research question and justifies the study 

design used.988 It is the overarching philosophy of the research methods,989 containing the 

assumptions, principles and procedures that guide the research project’s methods.988 The 

method is the set of research actions actually taken, referring to practical research 

activities such as sampling, data collection, data management, data analysis and 

reporting.988 Methodology encompasses both epistemology and ontology.  Epistemology 

is the ‘rules of truth’:989 epistemology deals with the nature of knowledge and its 

justification,988 providing the basis for normative (value) judgments about what kinds of 

knowledge are adequate, legitimate and trustworthy.988-990 Epistemology thus specifies 

the limits of what constitutes valid knowledge.988 Ontology is concerned about the nature 

of existence and what constitutes reality,990,991 for instance whether there is a single 

objective reality that can be studied, independent of the observer.  Other ontological 

viewpoints assert that there are instead many realities ‘out there’, each constructed by the 

research participants and subject to the researcher’s interpretation.  These considerations 

are discussed in more detail later in this chapter. 
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Preamble: Health Services Research 

The purpose of this section is to position my research within an academic discipline.  The 

conduct of research is influenced by the paradigms of the researcher’s academic 

discipline,37 and the methodological traditions of that discipline provide the theoretical 

lens for framing research problems. 

 

Definition of health services research 

Health services research (HSR) is an applied, multidisciplinary field.37,38,992,993 It uses 

scientific methods to study how policies, social factors, financing mechanisms, 

organisational structures and processes, health technologies, and personal behaviour, 

affect health care access, quality and costs, and ultimately, health and well-being.37,992,994 

Stewardship is a key task for HSR.995 So, HSR is concerned with the planning, funding, 

allocation, delivery and evaluation of health and disability services.37,995,996 HSR is also 

closely linked to health policy, through its application in policy development, 

implementation and evaluation.37 

 

The research domains of HSR span the spectrum from individuals, to families, to 

communities, to institutions, and to populations.992,994 Its broad scope examines 

interventions across the spectrum from illness prevention to treatment and rehabilitation, 

through to palliation.993 Although like public health research, HSR focusses chiefly on 

populations rather than individuals, unlike epidemiological research HSR studies aspects 

of health services rather than the distribution and determinants of ill-health within 

populations.37 Unlike traditional clinical research, HSR studies health care in ‘real-world’ 

settings (rather than carefully controlled experimental settings), typically using large 

datasets to conduct observational research, with less emphasis on clinical endpoints such 

as morbidity and mortality.994 
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The nature and functions of health services research 

In the beginning, HSR did not have its own conceptual framework, and borrowed 

techniques from other fields.997 In this light, HSR may arguably be considered an area 

where different disciplines intersect, rather than an academic discipline in its own 

right.998 HSR is nonetheless an applied research field employing scientific methods; it is 

driven not by theory, but primarily by the need to address the complex, practical 

problems facing health institutions and health systems, and the need to do so constrained 

under ‘real-world’ conditions.37,995,999,1000 Classic experimental study designs such as 

randomised controlled trials are usually not feasible in HSR, so quasi-experimental 

methods are used instead.37,995 

 

The functions HSR serves in policymaking may be distilled as: documentation, analysis 

and prescription.1001 The first role, documentation, involves fact-gathering so that policy 

makers are accurately informed about the world they seek to change, and attention is 

given to problems that were previously unknown or the gravity of which was previously 

underestimated.1001 In the second role, analysis, HSR seeks to show what does or does not 

work, and why this might be so.1001 The final, perhaps most important step, is 

prescription - whereby the above knowledge is translated into a plausible solution or 

strategy.1001 

 

A critical view of health services research 

A common criticism levelled at HSR is the limited extent to which research results are 

actually translated into practice and policy.993 Policymakers lament the lack of robust 

research evidence appropriate for making effective policies.1002 Extensive research may 

illuminate problems and the futility of existing interventions, without offering a workable 

alternative solution.1001 This issue is more pronounced where the problem or task is more 

complex,1001 as is typical of tasks facing health services managers and policymakers.999 

The problems encountered in engineering and the natural sciences are mostly ‘tame’ - 

they are definable, and have ‘findable’ solutions; by contrast, public policy problems tend 

to be ‘wicked’ - they are ill-defined and their solutions are elusive.1003 Some other 
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defining characteristics of ‘wicked problems’ are: they lack a definitive formulation, 

because only imperfect knowledge about the problem is attainable; they have solutions 

that are not ‘right’, but merely better or worse; and there is little scope for wicked 

problems to be tackled by trial-and-error, because each solution is a “one-shot 

operation”.1003 Work stops on a ‘wicked problem’ not because a solution has been 

implemented, but because time, money, patience or political will has been depleted.1003 

‘Wicked problems’ may in addition involve multiple interacting factors and stakeholders 

(rather than a central authority), and agencies trying to solve the problem may be 

inadvertently aggravating it.1004 

 

The second issue concerns the gulf between the specialised backgrounds of health 

services researchers and the breadth of view that policymakers are required to take.1001 

Collecting larger amounts of data for analysis using more specialised, more sophisticated 

techniques is not likely to solve ‘wicked problems’.1004 Moreover, the dominant groups 

conducting HSR - economists, technocrats and planners - hold distinct, often conflicting 

worldviews, and hence do not proffer reconcilable, much less unified, policy 

prescriptions.1001 

 

The third area of disconnect occurs between the deliberated nature of changes 

recommended by HSR and the more accidental nature of health system changes.1001 

Policy is inseparable from politics, as the processes and power relationships within the 

latter set the agenda and influence the implementation of the former.1005 Whereas HSR 

tends to recommend logical, incremental changes to parts of the health system,1001 the 

“messy reality of policymaking”117 as seen in earlier chapters entails major health system 

transformations accompanying wider political developments that may have little to do 

with the technical merits of health policy options.1001 

 

Theoretical framework 

As with policy, HSR is not insulated from societal and political forces.998  Where 

research funding originates from government agencies, government plays a role in setting 

the research agenda.998 As will be discussed, researchers are socialised to the conventions 
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and norms of their academic disciplines.  A research method is thus not just a deliberate 

choice but also the product of the researcher’s philosophical standpoint. 

 

Research paradigms 

As Kuhn points out, what one sees is dependent on one’s past experiences.1006 Research 

paradigms determine how scientists see the world.1006 A research paradigm refers to the 

set of beliefs, values and assumptions shared by a community of researchers about the 

nature and conduct of their research.1007 It is akin to a research culture.1007 However, as a 

worldview, it also imposes a normative framework for what should be studied, what 

methods should be used to do so, and how the resulting data should be 

interpreted.1006,1008,1009 Research paradigms also dictate the language used to report 

research.1010 In short, research paradigms spell out what is acceptable or 

legitimate.37,1008,1009,1011 Research paradigms ensure that scientific theories and ‘facts’ are 

value-laden, yet as a set of basic beliefs (first principles) they are not open to proof in the 

conventional sense, and demand to be accepted as a matter of faith.1008 Although 

scientists cannot disavow the impact their cultural, social and political context has on 

their work, they can strive to make their assumptions and potential biases explicit.1012 

 

‘Paradigm wars’ 

Traditionally, researchers have been split into two dominant, mutually incompatible 

camps, positivists and interpretivists, each side’s adherents (purists) claiming superiority 

of their paradigm over the other’s - a ‘paradigm war’.1007,1013 As a generalisation, 

positivists align themselves with quantitative methods, which predominate biomedical 

research; interpretivists favour qualitative methods, which are commonly associated with 

social science research.1012,1013 

 

Positivism presumes the existence of a fixed reality external to the observer that can be 

objectively measured using deductive principles and empirical methods, so as to build a 

base of ‘verifiable facts’.1012,1013 Positivists endeavour to make their research 

scrupulously unbiased and value-free.1010 The overriding rubric in positivism is the use of 
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‘rigorous methods’ to inform ‘evidence-based practice’.  Randomised controlled trials 

(RCTs) are seen as the ‘gold standard’ to achieve these ends.1013 Positivists assert that 

social observations should be given the same treatment that physical phenomena are 

given by physical scientists.1007 

 

In their epistemological stance, interpretivists decry the existence of an objective reality 

outside the social and cultural contexts of research participants and the observers, arguing 

that human actions cannot be understood divorced from the meaning these actions have 

for the actors in question.1007,1013 Interpretivists contend that the knower and what is 

known cannot be separated, and multiple realities exist, each constructed by research 

participants.1007,1013 Research is also explicitly acknowledged as value-bound, and 

inherently subjective.1007,1013 Accordingly, data should be collected in naturalistic, 

everyday settings, so as to arrive at ‘rich descriptions’ of phenomena that capture the 

subjective experiences of research participants and their social and historical 

contexts.1007,1013,1014 Whereas in quantitative methods the role of the researcher’s personal 

interpretation is purposely minimised, in qualitative methods interpretation is given a 

central place, while consciously and transparently taking into account the effect of the 

researcher’s personal interpretation on the research process, findings and reporting 

(reflexivity).1014 

 

The politics associated with planning and funding research has led to the dominance of 

quantitative research, which is considered to produce precise and ‘hard’ data, over 

qualitative research, the findings of which are perceived to be ‘soft’.1009,1015,1016 By this 

account, qualitative research is relegated to playing an auxiliary role to quantitative 

research.1015 However, it may be argued that the strident dichotomy between quantitative 

and qualitative research is specious, and merely an artefact of the power relationships 

mentioned above.1017 Moreover, the antagonism between the two paradigms may in 

practice be less marked than the literature suggests,1000,1018 and the metaphor of a ‘war’ 

being waged may be an overstatement of the current state of affairs.1008 
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Partial reconciliation between the two paradigms is offered by post-positivism.1015 Post-

positivism rejects a mechanistic, cause-and-effect outlook, and takes the middle ground 

between the assumption of an objectively ‘knowable’ reality that is reducible into 

discrete, testable parts, and the polar view that knowledge consists only of multiple, 

incommensurable interpretations of the world.  Post-positivists hold that there is no 

singular, ‘correct’ scientific method, and instead advocate methodological pluralism.1019 

An allied perspective, pragmatism, also contains the idea that researchers should embrace 

methods from both paradigms.1010 Pragmatism rejects dogma and traditional dualisms, 

instead seeking, foremost, a workable solution - theories and methods are adopted if they 

are instrumental to achieving this goal, and eclecticism and pluralism are its key 

features.1007,1020 Like post-positivism,1019 in pragmatism the reasons for choosing a 

research method do not stem from the disciplinary or methodological leanings of the 

researcher, but rather how well the method is matched with the research problem.1000 Its 

associated methodology, the mixed method approach, described as the “third 

methodological movement”1021 and “the third research movement”,1007,1018 is discussed in 

a later section. 

 

Complex interventions and quasi-experimental methods 

Reprising a theme from other parts of this thesis, there is no all-encompassing definition 

for a complex intervention.  With this in mind, I will attempt to describe the main 

features of complex interventions.  Complex interventions are composed of multiple 

components that act independently and interdependently.1022,1023 Some authors suggest 

that complexity is a property of a system, not an intervention,1024 and the characteristics 

of a complex system do not carry over to its component parts.1024,1025 A useful rule of 

thumb for identifying complex interventions is: the greater the difficulty in precisely 

defining the ‘active ingredient’ of an intervention, the greater the likelihood that the 

intervention is a complex one.1025 Non-pharmaceutical health care interventions1026 and 

interventions at the level of health services1022 tend to be complex.  Social interventions, 

because their benefit to health is an indirect rather than a primary aim,1027 may be deemed 

complex interventions.  Reduced to its most rudimentary parts, the provision of free 
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primary health care services and the use of a distinctive model of care, the ‘intervention’ 

of interest at Servants Health Centre, fits the above description.   

 

When evaluating complex interventions, the key question is whether they are effective in 

everyday practice.1023 In experimental studies, the investigator assigns the exposure of 

interest to specific group(s) of research subjects, all the while keeping other determinants 

of the outcome of interest the same across the groups, for instance by randomly allocating 

subjects to the groups.1028,1029 In biomedicine, the tide of opinion has traditionally been 

that experimental studies and RCTs in particular provide better quality evidence than 

other study designs, especially for demonstrating causal relationships.  However, 

experimental studies have drawbacks relevant to this discussion.  Experimental 

conditions may be so tightly controlled as to be too different from the ‘real-world’ 

settings to produce findings relevant to policymaking.1029 To enhance internal validity, 

RCTs use strict eligibility criteria for participant recruitment, but this may lead to the 

exclusion of the very types of patients to whom the results will subsequently be 

applied.1030 Trial participants may be unrepresentative of patients encountered in routine 

clinical practice, much less people in the local community.1031 Some interventions are 

also difficult to evaluate using experimental methods because it is unfeasible or unethical 

to randomly allocate people to treatment groups, for instance because the treatment is 

necessarily applied to whole populations, or is irreversible.1023,1029 Experimental study 

designs are also less appropriate for evaluating complex interventions.1029 

 

The above considerations call for alternative research methods that are capable of dealing 

with the complex reality of health care.1032 In quasi-experimental studies, the exposure of 

interest (for example, to an intervention) is not directly controlled by researchers, and 

research participants are not randomly assigned to study groups.1028,1029 Typically, quasi-

experimental studies exploit variations in the implementation of policies and use 

routinely collected administrative data, limiting research costs compared with 

experimental studies.1029 ‘Natural experiments’, as quasi-experimental studies are 

sometimes called, are valuable for evaluating policy changes and other complex, 

population-based interventions.1033,1034 It becomes clear from this discussion that in the 
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present research setting, assuming a hierarchy of research designs is not helpful.1029 In 

such settings where the majority of interventions are complex, combining complementary 

research methods is likely to allow the strengths of one method to offset the weaknesses 

of the other,1023,1030 and to more comprehensively address the research problem.1035 

 

 

The mixed methods approach 

 

Definition and rationale for mixed methods research 

Historically, quantitative methodologies have been the mainstay of health research, and 

even now only a minority of primary health care research and health services research 

studies use mixed research methods.1036,1037 There is no single defining criterion for 

mixed methods research (MMR),1018 but MMR combines various elements - research 

techniques, concepts, and language - of the quantitative and qualitative approaches into a 

single study.1007,1018,1036 Most commonly, it is the methods that are being mixed, rather 

than the methodologies.1015 Procedurally, MMR involves the collection of both 

quantitative and qualitative data, mixing (integrating) the two forms of data, and framing 

these procedures within the MMR worldview.1020 Integration of quantitative and 

qualitative approaches may occur at the level of the study design, research methods or 

reporting of results.  The outcomes of this mixing are either that the findings from the 

different data types confirm each other, or that the findings are divergent but the insights 

from one set of findings explain or expand the findings of the other, or that the qualitative 

and quantitative findings are discordant.1020,1038 Each form of data may be handled 

sequentially or concurrently, and one form may be accorded priority over the other.1020 

However, it is rare for the qualitative component to be dominant,1036 even though 

qualitative inquiry is apt for uncovering the contexts of health services phenomena.1039 

 

Since its core philosophy is pragmatism,1018,1020,1036 MMR is well-suited to the applied 

field of health services research.1040 Rather than placing quantitative and qualitative 

methods in a hierarchy, MMR treats both types of methods as complementary1007 in 
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“getting the job done”.1015 As alluded to above, MMR capitalises on the strengths of both 

qualitative and quantitative approaches, and the component study designs are selected to 

avoid overlapping weaknesses.999,1020,1038,1040-1042 HSR investigates multi-faceted 

phenomena and multi-level systems.1038 Comprehensive research designs are required to 

study complex, dynamic phenomena within their contexts,1037,1041,1043 and to evaluate 

complex, policy-based interventions in their ‘real-world’ environments.1036 There is also 

greater scope in MMR with respect to traditional quantitative methods for the inclusion of 

the views of patients and other stakeholders, so grounding the research in the ‘real 

world’.1036,1037,1041,1044 Of special interest to my project, MMR gives an opportunity for 

marginalised groups to have a ‘voice’ they would otherwise not have in traditional 

biomedical research methods.  The concept of need is multi-dimensional, necessitating 

study from different vantage points,999 and all the more so when ‘high-needs’ patients and 

patients with complex needs are concerned.  MMR is germane to improving 

understanding of the complex, multi-layered problems faced by marginalised groups - so 

called ‘wicked problems’.1018,1045  

 

Mixing research methods brings other advantages over a purely quantitative or qualitative 

approach.  Broader understanding is reached, and a fuller, deeper description (a ‘thick’ 

description) of the subject of research is constructed.1010,1018,1046 MMR is useful for 

addressing multi-faceted research goals,1020,1037,1044,1047 for example where the aim is to 

describe both processes and outcomes,1040 or where the aim is to test relationships and 

produce a complete account of a phenomenon and its context.1041 Finally, MMR allows 

study findings to mutually corroborate, increasing the internal validity of the research and 

thus the confidence researchers have in their conclusions.1015,1018,1044 This process of 

‘triangulation’ is discussed in the next section. 

 

Triangulation 

One major advantage the MMR approach confers to a study is the ability to achieve 

triangulation.990,1000,1037,1040,1044 A term borrowed from navigation and land 

surveying,1009,1048,1049 ‘triangulation’ was coined by Webb, who suggested that the 

confirmation of a proposition by independent measurement processes lent it more 
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certainty.1050 The premise of triangulation rests on two ideas previously discussed.  First, 

the use of complementary research methods results in the strengths of one 

counterbalancing the weaknesses of the other.1046,1051 Second, no consensus but only a 

negotiated interpretation of the nature of ‘reality’ is attainable.1051 Since a single research 

method reveals only one empirical aspect of ‘reality’,1009 to understand a phenomenon, it 

needs to be ‘sighted’ from different viewpoints, using different techniques.999,1051,1052  

 

The desired outcome of triangulation is that findings from the different approaches 

converge or are consistent with each other,999,1009,1010,1046 which serves to strengthen the 

credibility of the interpretations made.1046,1048,1049 Denzin1051 and Patton1009 classify 

triangulation into types based on: the use of different data sources (data triangulation); the 

use of different data collection methods (method triangulation); the use of alternative 

theoretical propositions to explain the data (theoretical triangulation); and the use of 

different observers or analysts for the same phenomenon (investigator triangulation). 

 

The case study methodology / method 

Case study research fits under the umbrella of the mixed methods approach.  In the 

literature, however, there is some confusion about whether case study research is rightly 

classified as a research method or methodology, and some authors use the terms 

interchangeably.1053 There is disagreement among researchers about whether case studies 

should be referred to as a type of study design, a research methodology, a specific data 

collection procedure, or as a general research strategy.1054 This taxonomic murkiness 

around where case study research fits may arise from its underlying ethos of pragmatism.  

Case study research seeks to blend methodological rigour with effectiveness as a research 

method.1055 Case study research thus employs “a palette of methods”,1014 and entails a 

degree of methodological and analytical eclecticism.1056 Case study researchers have been 

described as bricoleurs – people adept at improvising to successfully complete a range of 

varied tasks, drawing on a toolbox of diverse problem-solving techniques as demanded 

by the situation.1057 
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Case studies may be approached via either the positivist or interpretivist 

philosophies.1055,1058 There is some confusion around where the two most distinguished 

case study researchers are positioned in their ontological standpoints.  Some authors 

consider Yin’s research post-positivist, and Stake’s research constructivist 

(interpretivist).1053,1059,1060 Others locate the work of both Yin and Stake within the 

constructivist paradigm.1061 To be fair, Yin is explicit that much of the research cited by 

him assumes the existence of a single reality independent of the observer, while also 

acknowledging that case study research accommodates the worldview of multiple 

realities, each with observer-dependent interpretations.1047 

 

Definitions of, the nature of, and the rationale for case study research 

One of the main proponents of case study research, Yin, uses a two-part definition.  First, 

describing the research scope, he defines a case study as an empirical inquiry 

investigating a contemporary phenomenon in-depth within its ‘real-world’ context.1047 

Second, describing its features, he states that a case study is in addition a technically 

distinctive situation where there are many more variables of interest than data 

points.1047,1062,1063 As a result, multiple, triangulating sources of evidence, and some prior 

development of theoretical propositions to guide data collection and analysis are 

needed.1047 

 

Building on this scaffold, I will flesh out this definition by outlining what other authors 

have described as the distinctive aspects of case study research.  Gerring defines a case 

study as “an intensive study of a single unit for the purpose of understanding a larger 

class of (similar) units”.1064 Stake considers the researcher’s interest in an individual case 

as the most salient characteristic, saying that it is the object of study, not the method of 

inquiry or methodology that defines case study research.1065 Stake elaborates that case 

study research is the “study of the particular”, as case researchers are primarily seeking 

out what is unique about the case, for example with regards to its historical background, 

its physical setting, or its economic or political context.1065 
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A ‘case’ is thus studied because of its own particularity and complexity, as well as that of 

its circumstances.1014 A case is not statistically representative of other cases, in the sense 

that samples in quantitative research are representative of the wider population.1014,1055 

Rather, cases are chosen because they are atypical - what Flyvbjerg refers to as being 

“black swans”.1017 Cases are valuable precisely because they represent unique, extreme or 

revelatory examples of some event or phenomenon.1014 Yin distinguishes different types 

of cases.1016,1047 The critical case is critical to determining whether theoretical 

propositions are correct, or whether alternative explanations are more applicable to the 

case.  The extreme case is selected because of the extent to which it deviates from 

theoretical norms and everyday occurrences.  The common case encapsulates the 

circumstances and conditions of the everyday situation.  The revelatory case provides an 

opportunity to observe and analyse a phenomenon previously inaccessible to scientific 

research.  Finally, the longitudinal case allows study of a single case over different time 

points, for instant before and after some critical event. 

 

Case studies are helpful in theory development,1047,1055,1058 but can also be used to address 

descriptive and explanatory research questions.1047,1058 Whereas in experimental study 

designs the investigators aim to deliberately isolate the phenomenon from its context so 

as to mitigate the influence of the latter,1047,1066 the case study method favours the 

collection of data in naturalistic settings.1016,1047,1058 As with quasi-experimental studies, 

case studies are used where ethical or logistical considerations preclude experimental 

methods.1058 Triangulation through the use of multiple sources of research evidence is 

also a central feature of case study research, ensuring that multiple perspectives of the 

phenomenon are obtained to clarify the meanings of actions and events, and to ascertain 

the robustness of conclusions made.1016,1047,1058,1065 A major strength of case study 

research is the depth of analysis offered, because the deeper causes behind a problem and 

the underlying mechanisms of a phenomenon can be illuminated.1017,1064 Richer, more 

holistic understanding of the relationship between a complex phenomenon and its ‘real-

world’ context is also produced,1047,1058 making case study research useful for studying 

phenomena with blurred boundaries and contexts .1047 As a type of mixed methods 

research, case studies are germane to studying the multi-faceted, context-dependent 
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problems in health service research: they are increasingly used for evaluations,1016 and an 

important application is in public policy settings.1065 Finally, case studies are appropriate 

where the phenomenon is dynamic, and not yet mature or settled,1055 as is true of Servants 

Health Centre.  The clinic has not long been opened (in January 2010), and its operational 

characteristics such as its gatekeeping criteria and model of care are likely to have been in 

a state of flux for a large part of the time since.  The effect of the ‘intervention’ on this 

study’s outcomes of interest, free primary health care access, is anticipated to also be 

heavily dependent on contextual factors, such as the clinic’s model of care, and the 

sociodemographic and other characteristics of the research ‘participants’ - the clinic’s 

enrolled patients.  As far as general practices go, the free clinic is also an outlier.  These 

factors justify the use of the case study approach to answer a highly topical health policy 

question (“how does free primary health care access affect secondary care use?”) by 

examining a phenomenon that is rare and unusual, and difficult to evaluate using 

traditional experimental approaches. 

 

Critique 

The common criticisms of case study research are that this method lacks scientific rigour, 

and the study findings that emerge are not readily generalisable to other 

settings.1017,1047,1058,1063,1066 The issue of internal validity (observed relationships being 

truly causal rather than spurious)1047 is more acute where the case study has an 

explanatory objective, and causal relationships are being established.1062 Validity is 

addressed in case study research in three ways.  First, through the use of triangulation, the 

convergence of study findings imbues greater confidence in the overall interpretation, and 

in claims of their validity.1062,1066 Second, if, having spelled out ‘rival explanations’ 

(plausible alternative hypotheses) at the outset, a vigorous search is undertaken but the 

data are found to not support initial explanations, more confidence can be placed in the 

study’s main hypothesis.1047,1062 The deliberate use of explanations which compete with 

the provisional hypothesis for explanatory power demonstrates that other compelling 

ways to make sense of the study data have been carefully considered, but have ultimately 

been rejected.1067 Third, ‘logic models’ can be used to preemptively specify a theoretical 
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explanation for causal relationships between an intervention and its outcomes, and where 

empirical findings match these pre-specified theoretical explanations, confidence in the 

study hypothesis is strengthened.1062 The use of respondent validation of the study 

findings and maintaining transparency throughout the research process help buttress 

internal validity further.1058 

 

As might be said about qualitative research generally,1068 because random sampling is not 

used and sample sizes are often quite small, the ability to generalise (external validity) of 

case study research is weak.1047,1053,1062 However, as mentioned above, a case is not a 

statistical sample,1047 since unlike sampling in purely quantitative research where the goal 

is to generate representativeness, case study research seeks information richness, so cases 

are intentionally selected with a view to extending emergent theory or providing a 

distinctive example of a particular phenomenon.1054 Potential for learning is viewed as a 

superior criterion to representativeness.1065 In short, cases are strategically selected to 

provide maximum insight about the problem or phenomenon of interest, in ways that the 

typical or average case and random samples are unable to.1017 Instead of aiming to 

generalise from samples to populations, case studies employ analytic generalisation: 

concepts and theory are first extracted from the empirical findings, this ‘working 

hypothesis’ is then compared with the related literature, before finally being confirmed 

through other case studies and applied to other cases.1055,1062 It is thus through these 

theoretical propositions that the study findings are linked with situations outside the 

completed case study.1016 

 

A further criticism of case study research is its tendency towards verifying the 

researcher’s preconceived notions.1017 The post-positive approach to case study research 

involves a clear study protocol and careful attention to internal validity and potential 

biases, whereas an interpretivist approach is sympathetic to a more ‘transactional’ method 

of inquiry, in which the researcher has personal interactions with the case.1053 Given the 

close interactions of researchers with the organisation or phenomenon under study, and 

where an interpretivist epistemology is adopted, it might be said that case study findings 

are not so much ‘findings’ as mere ‘assertions’.1014 These concerns are especially 
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applicable where participant-observation is used as a data source in the case study, which 

may be perceived to primarily yield intuitive insights rather than ‘scientific’ 

knowledge.1066 Having a participant role is advantageous as it allows observers privileged 

access to events or groups, the ability to perceive the phenomenon as an ‘insider’, and 

may confer some ability to control minor events.1047,1069 However, the participant role 

may overshadow the observer role, and the researcher may inadvertently assume 

advocacy and other positions contrary to the interests of good research practice.1047 The 

impetus to use research findings to change aspects of organisations or phenomena under 

study is stronger where the underlying motivation of the research is to address an 

unsatisfactory scenario or policy - that is, where the study is in effect a piece of action 

research.1070 In defence of the case study approach, the use of multiple sources of 

evidence also militates against the researcher’s biases.1047 A counterargument may also 

be advanced that case study research presents no greater tendency towards confirming the 

researcher’s preconceived notions than other methods of inquiry,1017 and that partiality to 

preexisting ideas is rampant even with experimental studies.1071  
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CHAPTER 6:  METHODS 
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Overview of methods chapter 

As explained in Chapter 1, I refer to each of the four studies that make up this PhD 

research by the leading word of the corresponding research question.  The ‘Who Study’ 

surveyed Servants Health Centre patients and patients at a nearby fee-charging clinic, 

using a questionnaire that solicited social and demographic information to compare 

differences in profiles between patients at the two clinics.  The ‘What Study’ is a case 

study of Servants Health Centre’s model of care; a secondary goal was to perform a 

‘stocktake’ of the broad needs of Servants Health Centre patients, with a view to 

establishing whether the clinic’s model of care was a good fit to these needs.  In the ‘Why 

Study’, I audited the electronic health records at Servants Health Centre to build a concise 

account of the reasons for patients visiting their general practitioner.  The ‘How Study’ 

compared hospital use by Servants Health Centre patients with that by matched controls 

(other Dunedin residents), to assess how this changed after primary health care services 

were made available free to patients when Servants Health Centre opened. 

 

Methods: 'Who Study' 

This study used an opportunistic survey of patients attending Servants Health Centre and 

a nearby fee-charging general practice clinic (‘Traditional Clinic’) between October 2010 

and April 2011.  Ethics approval was obtained from the Lower South Regional Ethics 

Committee (LRS/10/EXP/017) (Appendix B). 

 

Feedback on a draft questionnaire was received from general practitioners, patients and 

receptionists before the study.  During the study period, reception staff distributed 

questionnaires (Appendix A) to patients in the waiting room.  The distribution process 

was neither structured nor randomised.  Visitors and casual patients were excluded 

because they were likely to obtain their primary health care mainly at other sites.  

Children aged under six years were also excluded, as their care was usually free at both 

study clinics.  To enhance recruitment at the Traditional Clinic, a box of questionnaires 

was also placed in the waiting room.  Receptionists wrote the unique patient file number 

on the questionnaires, to permit linkage with participants’ clinical records.  Patients who 
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picked up questionnaires from the waiting room box wrote the date and the first three 

letters of their surname on the questionnaire. 

 

The main outcome measure was the face-to-face consultation rate of participants with 

general practitioners between 1 July 2010 and 30 June 2011.  Total consultations divided 

by the proportion of the study year spent as an enrolled patient in the practice provided a 

standardised consultation rate for each participant.  Consultations were considered 

‘discounted’ if patients were charged less than the advertised fees, including zero fees.  

Data on consultation rates and the discounting of fees was extracted for survey 

respondents from each clinic’s electronic patient management system.  At the Traditional 

Clinic, the number of billed attendances during the study period was obtained from the 

billing function of Houston VIP (Houston Medical, Hamilton, New Zealand), including 

patients with discounted fees.  Houston VIP is used by a minority of New Zealand 

general practices (2.3%).1072 Clinical entries were reviewed to ensure that each 

transaction represented a discrete clinical encounter.  At Servants Health Centre, the 

appointments tab of the Medtech 32 patient management software (Medtech Ltd, 

Auckland) was used to obtain the number of booked appointments during the study 

period. 

 

ED visits at Dunedin Hospital between 1 July 2010 and 30 June 2011 were recorded from 

the hospital’s electronic Emergency Department Information System, including arranged 

admissions by inpatient medical teams, Emergency Psychiatric Service referrals, and 

encounters where patients did not wait to be medically reviewed. 

 

Patients assessed their self-rated global health status on a 5-point scale.  Participants were 

also asked if they had ever received any of five chronic disease diagnoses. 

 

Socioeconomic deprivation was measured at both individual (NZiDep) and residential 

area (NZDep2006) levels.  NZDep2006 was derived from aggregated personal 

characteristics in New Zealand Census data, and measures relative deprivation.422 

NZiDep identifies an individual’s socioeconomic position by reference to their income 
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and capacity to afford essential goods (Appendix D).422 NZiDep scores were collapsed 

into three categories: ‘most deprived’ (NZiDep scores 4 or 5), ‘moderately deprived’ 

(NZiDep scores 2 or 3), or ‘least deprived’ (NZiDep score 1). 

 

The three study hypotheses are listed in Table 1.  These were tested using a logistic 

regression model (Hypothesis 1) and linear regression models (Hypotheses 2 and 3). 

Relationships between dependent and independent factors were first measured in a series 

of bivariate comparisons.  Independent variables were initially included in further 

analyses if they had an association with the dependent variable of p≤0.05.  The analysis 

was performed using SPSS Version 20.0.1073  

 

Table 1: Study Hypotheses 

Hypothesis 1 People with higher NZiDep scores are sicker 

Hypothesis 2 People with higher NZiDep scores have more frequent 

consultations 

Hypothesis 3 At the Traditional Clinic, discounting of fees is sufficient to allow 

more deprived people to consult more frequently 
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Methods: 'What Study' 

 

The University of Otago Human Ethics Committee (Health Ref. H13/088, Appendix B) 

and Servants Health Centre’s board of trustees approved this study.  The practice 

manager of Servants Health Centre and I were participant-researchers in this study, 

contributing first-hand reporting of the day-to-day issues of patients and testing this 

study’s findings to ensure they were valid with respect to our professional experiences.  

Observations undertaken were covert and no identifying details for individuals were 

recorded.  The case study methodology was used to construct from multiple data sources 

the clinic’s model of care, and a profile of patients’ needs.  Triangulation was used to 

improve the validity of inferences, via mutual corroboration of multiple sources of data 

and analytical techniques, and the involvement of more than one researcher. 

 

Model of care 

Servants Health Centre’s practice manager made journal entries of patient encounters 

during March 2013, focusing on events that captured the essence of the clinic’s model of 

care, but that did not typically enter the medical notes.  These included waiting room 

encounters with patients presenting for help without a prior appointment.  The journal 

built a profile of the psychosocial needs of Servants Health Centre patients.  It revealed 

the clinic’s model of care, to which patients responded by feeling sufficiently safe or 

supported to bring specific needs that would typically be challenging to address within a 

traditional 15-minute general practice appointment framework.   

 

Self-administered survey forms for this study were left in the waiting room (see 

Appendix A), and to canvass Servants Health Centre patients’ views on the clinic’s 

model of care.  No identifying personal details were recorded on these forms.  One of my 

academic supervisors (Associate Professor Chrystal Jaye) and I independently coded 

survey responses, and themes were extracted using the grounded theory approach.  The 

grounded theory methodology emerged in response to the positivism and attendant 

deductive methods that had dominated social study research.1074,1075 Analysing data 
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inductively to generate theory is central to the grounded theory approach.1075,1076 Analysis 

is generally performed soon after data collection commences, as part of an iterative 

process in which preliminary analysis informs the next wave of data collection.1076,1077 

Scrutiny of data line by line produces descriptive codes labeling ideas and 

meanings.1075,1078 These initial codes are compared and then grouped based on emergent 

relationships into more abstract levels of codes.1078,1076,1077 The final step involves 

studying the way these categories relate conceptually to one another in order to formulate 

theory.1075 

 

In the ‘What Study’, recurrent themes in questionnaire responses to each question 

(Appendix A) were coded, and then collated into categories (clinical and interpersonal 

aspects of care patients received, the friendliness of Servants Health Centre staff 

members, the clinic’s Christian ethos, the allowance for patients to simply “drop in” 

without an appointment, how grateful patients were about their care, and the cost barriers 

patients faced at other clinics).  On the basis of these themes, Prof Jaye and I produced an 

overarching explanation for the way survey respondents viewed their relationship with 

staff, the services delivered, and the clinic generally.  In respect to the clinic’s ethos and 

the alignment of staff members’ attitudes towards this ethos, data was plentiful, and it 

was likely that theoretical saturation was reached.  Computer software was not used to 

assist with coding.   

 

An externally prepared evaluation report1079 of a local prisoner release programme 

provided additional information. 

 

Patients’ needs 

Cross-sector patient needs 

Servants Health Centre patients’ use of services across government sectors was assessed 

using service utilisation as a proxy for need.  I hypothesised that Servants Health Centre 

patients were likely to have complex needs, both in relation to the ‘breadth’ (having 

multiple medical conditions, or requiring assistance from different government 
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departments) and the ‘depth’ (illness severity or the volume of service utilisation) of such 

needs.  

 

Primary and secondary care utilisation rates by Servants Health Centre patients in 2011 

indicated the extent of their health needs.  Servants Health Centre enrolled patients’ rate 

of consultations with Servants Health Centre general practitioners was obtained from 

South Link Health.  South Link Health was, at the time, the external agency providing 

information technology support to the Southern Primary Health Organisation (Southern 

PHO).  Hospital admission rates for Southern PHO patients were extracted from the 

National Minimum Dataset, which is maintained by the Ministry of Health.  A one-

sample t-test was used to compare the Servants Health Centres hospital admission rate 

with the mean rate for the other clinics in the Southern PHO.   

 

The volume of Ministry of Social Development (MSD) Sickness and Invalid’s Benefit 

medical certificates was used as a reflection of patients’ social services needs.  Servants 

Health Centre used Medtech32 practice management software (Medtech Ltd, Auckland).  

The Query Builder function of Medtech generated a list of enrolled patients with outbox 

documents with the subject field ‘MSD medical certificate’ created between 2011 and 

2013.  Cumulative benefit payments to Servants Health Centre patients for each year 

were calculated from weekly payment rates on the MSD’s website.  Payment rates were 

NZ$187.52, NZ$190.84 and NZ$192.00 for 2011, 2012 and 2013, respectively. 

 

Servants Health Centre’s receptionist collected clippings from the local newspaper 

(Otago Daily Times) of court proceedings involving Servants Health Centre patients from 

2010 to 2013.  Newspaper clippings outside 2011-2012 were incomplete and so were 

excluded from this study.  As an estimation of the justice sector involvement of Servants 

Health Centre patients, clippings were coded for the sentence imposed and associated 

duration.  Missing or discrepant information was resolved by a search of the digital 

archive of the Otago Daily Times.  Patients’ enrolment status, and whether comorbid 

mental illness or substance abuse were present was determined from their clinical notes.  
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Nested case study: patients with diabetes 

A nested case study of patients with diabetes was used to explore how the health 

problems of patients were situated within the context of their psychosocial factors and 

consulting behaviours.  Patients with a diabetes diagnosis were identified using a 

Medtech Query Builder search of patients with a classification of diabetes (Read Codes 

C10.00 Diabetes Mellitus, - C10z), or a urine albumin:creatinine ratio (ACR) test in the 

inbox of the clinic’s patient management software.  Other test results, the presence of 

diabetes complications, and whether patients had any social vulnerability characteristics 

(Table 4) recorded were then determined from their medical notes.  General practitioner 

consultation rates were calculated from appointments attended recorded in Medtech, and 

rates of hospital use were obtained from electronic patient records at Dunedin Public 

Hospital.  

 

Match between model of care and patients’ needs 

Alignment between the Servants Health Centre’s model of care and patients’ needs was 

assessed using the pattern matching analytic technique.1080 If Servants Health Centre 

patients had needs that went substantially beyond those of patients at more traditional 

clinics, and if the model of care was a response to such needs, then it was expected that it 

would be apparent from the data that the model of care extended beyond more traditional 

models, and that the supply of services was guided by the demand for such services, 

rather than the converse.  If however, independently of patients’ needs, the development 

of the model of care was driven by the religious or clinical orientations of staff or by 

funding mechanisms, these rival explanations1067 would better explain the model of care 

derived from the data.  Furthermore, incongruities between the model of care and 

patients’ needs would be revealed as service gaps and patient dissatisfaction, articulated 

in the patient survey. 

 

 

  



 111 

Methods: 'Why Study' 

 

I reviewed electronic medical notes at Servants Health Centre to capture the pattern of 

general practice activity associated with the particular health needs of patients there.  

Read Codes are the most widely used clinical classification system in New Zealand 

general practice.1081 However, an average of only 20-30% of general practitioner 

consultations have a Read Code recorded.1081,1082 So, I examined patient records and re-

coded the “reasons for encounter” using the International Classification of Primary 

Health Care, Second Edition (ICPC-2) classification system.1083 This was done for all 

general practitioner consultations with enrolled patients between 1 March 2013 and 31 

May 2013.  Although only 1.2% of New Zealand general practices use the ICPC 

classification system,1072 one advantage is its acceptance of symptom definitions over 

disease diagnoses, better reflecting the diagnostic uncertainty faced in primary health 

care, and better capturing the reasons surrounding a patient’s request for care.1084,1085 

Also, the ICPC system includes not only health problems or disease diagnoses, but also 

Reasons for Encounter (RFEs) and associated interventions (“processes of care”).  

Another reason for choosing the ICPC system over Read Codes was the anticipation that 

RFEs will better capture the diverse social needs and ill-defined health concerns that 

vulnerable patients typically bring to consultations. 

 

RFEs are statements of the concerns and expectations that patients bring to their general 

practitioners, and reflects patients’ demands for care.1086 This is in contrast to health 

problems or diagnoses, which are statements of health providers’ understanding of 

problems presented by patients.1086 Coded RFEs should be as close as possible to the 

original description given by the patient, and involve as little interpretation as possible by 

the clinician.1087 ICPC codes are bi-axial, comprising an alphabetic prefix from 17 

chapters based on body systems, and a two-digit numeric suffix to denote concerns or 

problems associated with that particular body system.1087 The Family Medicine Research 

Centre, University of Sydney, extended these codes to six characters, forming the ICPC-2 

PLUS classification system. 
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For the 13-week study period, the appointment books of the Servants Health Centre 

general practitioners were accessed via the clinic’s practice management system (PMS) 

software, Medtech (Medtech Ltd, Auckland).  Whether a patient had attended their 

appointment or cancelled, was recorded.  For patients who consulted, an RFE was coded 

for each discrete “New Consultation Note” created by the general practitioner.  This 

information was usually contained in the opening line of the consultation record.  

Investigations or interventions such as prescriptions, Sickness Benefit medical certificates 

or referrals were also coded using ICPC-2 PLUS.  Read Codes for disease diagnoses, 

illnesses or injuries were transcribed from consultation records.  Where this was absent, 

the appropriate Read Code was taken to be the primary diagnosis on the Sickness Benefit 

medical certificate, or the “assessment” field if general practitioners recorded 

consultations using the “Subjective-Objective-Assessment-Plan” format.  In some cases, 

the Read Code diagnosis was extrapolated from the medicines prescribed.  

 

Methods: 'How Study' 

Study design 

My aim was to assess the effect free primary health care access had on secondary care 

use by Servants Health Centre patients.  Following Ahmed et al,1088 I adopted a quasi-

experimental approach, using propensity scores to match a cohort of “intervention” 

patients (Servants Health Centre patients) with a cohort of controls (other Dunedin 

residents).  This study was observational because of the logistical and ethical 

considerations around randomising or allocating patients to receive or not receive free 

primary health care.  A strong selection bias was likely, due to the Servants Health Centre 

preferentially enrolling socially vulnerable, socioeconomically deprived individuals, who 

as previously demonstrated, were high users of health services.1089,1090 I sought to make 

“intervention” and control patients comparable through our study design (matching) and 

during the analysis phase (statistical adjustment for known confounders). 
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This study received approval from the University of Otago Human Ethics Committee 

(Health) (HD14/06, Appendix B), and Servants Health Centre’s board of trustees 

(16/9/13). 

 

Study patients 

No patients were physically recruited into our study.  Servants Health Centre patients, 

defined as having an enrolment record in any quarter during the study period (1 January 

2006 - 31 December 2014), and who were resident in Dunedin City were identified from 

the PHO Enrolment Collection.  The remaining Dunedin residents who were enrolled at a 

Dunedin PHO general practice served as controls.  The Ministry of Health supplied de-

identified routinely collected, individual-level data for both intervention (Servants Health 

Centre) and control (Dunedin residents not enrolled at Servants Health Centre) group 

patients.   

 

To enable study outcomes to be followed across the study period, I excluded study 

participants who did not have at least one quarterly enrolment record on either side of 1 

January 2010.  Truncating by this exclusion criterion, data for 520 (out of 912) Servants 

Health Centre patients and 106,481 (out of 158,934) Dunedin residents entered analysis.   

Figure 10 (in the Results chapter) shows the flow of participants and hospital events in 

this study. 

  

Study outcomes 

The primary outcomes were hospital inpatient admission rates and ED visit rates.  Using 

an encrypted unique identifier, demographic details contained in the PHO dataset for both 

study cohorts were linked to hospital utilisation data. 

 

Hospital admission rates and average lengths of hospital stay (LOS) per patient for each 

study year (2006 – 2014 inclusive) were obtained from the National Minimum Dataset 

(NMDS).  The LOS distribution was heavily skewed.  Censoring extreme outliers 

(LOS>365 days) removed 714 out of 289,420 (0.2%) study period admissions.  No 
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Servants Health Centre patients had LOS>365 days.  Censored events were for controls, 

primarily involved long-stay psychiatric inpatients and people requiring hospital-level 

residential care; no Dunedin Hospital admissions were censored. 

 

Emergency department visits and hospital outpatient department (OPD) appointments 

(including non-attendances of appointments) (“did not attend”, DNA) were obtained from 

the National Non-Admitted Patient Collection (NNPAC).  Because NNPAC was only 

partially implemented in 2006, data from this year were censored from our analysis, 

removing 98,873 of 2,551,171 ED and OPD events.     

 

After the above, the analysis was further restricted to events at the two public hospitals 

inside Dunedin City. 

 

Assembly of study cohorts: Propensity score matching 

Servants Health Centre patients were likely to exhibit outlier health services usage 

patterns, and be demographically unrepresentative of Dunedin residents.  Thus, apart 

from receipt of free primary health care, intervention and control patients were likely to 

systematically differ on baseline characteristics.  Propensity score methods are 

increasingly used to achieve a balance in the distribution of confounders between the 

treatment and control groups.1091 The goal of these methods is to estimate a minimally-

biased treatment effect, rather than to formally evaluate the predictive accuracy of 

treatment effect models.1092 Propensity score methods tend to yield slightly more 

conservative effect size estimates than traditional regression models.1093 Matching or 

stratifying on propensity scores is complementary to, and used in conjunction with, 

traditional regression methods.1094 Unlike treatment randomisation, propensity score 

methods do not address imbalances in confounders that are unmeasured,1093-1095 and that 

do not enter the logistic or probit regression models used to calculate propensity scores. 

 

The propensity score is the probability of receiving treatment, conditional on observed 

baseline covariates.1091 Four propensity score methods exist to render study cohorts more 
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comparable: matching and stratifying on propensity scores, inverse probability weighting 

on propensity scores, and regression adjustment using propensity scores as a 

covariate.1091,1092,1095 I used the first and last methods in this study.  I matched the 

intervention group to controls on their propensity scores, using 1:1 nearest-neighbour 

matching with no replacement.  I found matching each intervention group patient to three 

controls (with replacement) to be inferior for balancing covariates to a 1:1 strategy (Table 

11 in Results chapter), and favoured reducing the risk of bias over improving statistical 

efficiency (1:1 matching maximises the similarity between matched pairs).1096,1097 I 

rejected using the teffects psmatch command in Stata 141098 as it imposed an obligatory 

1:many matching ratio and matching with replacement.  Matching with replacement can 

reduce bias, but complicates the analysis, and was unnecessary given the large number of 

potential controls.1099 Instead, I used the user-written Stata command psmatch2,1100 

initially including demographic characteristics (age, sex, first-level ethnicity group, 

NZDep2006 small area deprivation deciles, possession of a current government subsidy 

card (Community Services Card)), a summary measure of multimorbidity (the Chronic 

Disease Score, and a variable indicating the presence of a psychiatric or substance abuse 

diagnosis) as covariates to generate propensity scores.  Concerned that the known high 

levels of health services use in the intervention group could produce an artifactual 

reduction in hospital use from regression to the mean, I further included pre-January 2010 

mean hospital admission and ED visit rates as matching covariates.  Another 

multimorbidity score (the Charlson index, see below) was added, but did not improve the 

balance of covariates in the 474 matched pairs, and made matched Servants Health 

Centre patients significantly different from their base population (Table 11).  This score 

was therefore not included as a matching covariate.   

 

Derivation of multimorbidity summary measures 

I aimed to include clinical factors in calculating propensity scores as I believed 

demographic covariates to inadequately specify the probability of being an Servants 

Health Centre patient.  The Charlson index is a good predictor of mortality780 and hospital 

costs,783 and has been previously derived from routinely collected hospitalisation data in 
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New Zealand.1101 Using a user-written Stata program1102 based on code written by 

Quan,1103 I converted International Classification of Diseases, Tenth Revision (ICD-

10)1104 diagnosis codes in the NMDS to Charlson index scores for 421 intervention group 

patients and 58,124 controls with at least one hospital admission during the study period.   

 

There were several benefits to including a prescription drug-based multimorbidity score.  

First, I required a proxy measure of primary health care use as linked primary health care 

consultation data were unavailable.  Prescription drug counts predict future primary 

health care consultations, and health care utilisation generally.771,781 Second, abstracting a 

multimorbidity score from pharmacy claims data was likely for a greater proportion of 

the population than doing so from hospitalisation data.  Third, psychiatric and substance 

dependence diagnoses were not covered in the standard Charlson index, but could easily 

be captured in a drug-based score.  A high prevalence of psychiatric and substance abuse 

among patients enrolled at Servants Health Centre was likely. 

 

I derived an expanded Chronic Disease Score (CDS) from dispensed medications in the 

Pharmaceutical Collection (“Pharms”), a pharmacy claims data warehouse that includes 

records for every prescribed medicine dispensed in New Zealand community pharmacies.  

I updated the original drug list and weights in von Korff et al, 1105 with the list of 

Anatomical Therapeutic Chemical (ATC) Classification System codes from Kuo et al.1106 

Drugs used to treat substance abuse were also added.  The supplied data did not contain 

ATC codes or Pharmacy Guild of New Zealand Pharmacodes, so I mapped dispensed 

items in Pharms to CDS drugs using unique keywords in drug chemical names (Appendix 

E).  The mapping algorithm removed ambiguous keywords (e.g. “sodium”), and 

prevented drugs from appearing in more than one CDS drug class.  From dispensed 

drugs, I also created a variable indicating the presence of a psychiatric or substance abuse 

diagnosis. 
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Assessment of baseline covariate balance: Standardised differences 

Table 11 shows the pre- and post-match balance in covariates, with p-values for 

differences between study groups determined as appropriate using the chi-squared test or 

t-test.   As a diagnostic test of baseline covariate balance, I compared the standardised 

differences in covariate means before and after propensity score matching (Figure 9), 

using the methods described by Austin.1107 The standardised difference is the difference 

in means between treatment groups, divided by the pooled standard deviation.1107 I did 

not use the c-statistic as in Ahmed et al,1088 in light of more recent publications 

recommending against using the c-statistic as an indicator of whether the propensity score 

model was adequately specified.1091,1108 

 

Statistical analysis  

The data comprised observations repeated over time, clustered by individuals who were 

matched with each other.  To account for this longitudinal/panel data structure, and 

because the dependent variables were overdispersed event counts, I used a multilevel 

mixed-effects negative binomial regression model.  This three-level model incorporated 

random effects at the individual- and matched pair-levels.  A difference-in-differences 

analysis was used to determine the “treatment” effect of Servants Health Centre 

enrolment, after versus before Servants Health Centre opened (January 2010), by 

including an interaction term between these two factors in the regression models. 

 

Covariates originally used in the derivation of propensity scores were used in the 

multivariable negative binomial regression model.  The crude incidence-rate ratio (IRR) 

for the difference-in-differences interaction term was calculated, as well as IRRs adjusted 

for the successively more comprehensive lists of covariates in Table 2.  The IRR is a 

relative measure of treatment effect, and is derived from the incidence rate for the 

intervention group divided by the incidence rate for the control group.  As a measure of 

the accuracy of the estimated IRRs, their 95% confidence intervals were calculated.   
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I did not perform formal subgroup analyses.  However, I separately analysed acute 

hospital admissions, and admissions with an ambulatory care-sensitive condition as the 

principal diagnosis.  I used the list of ICD-10 diagnostic codes for ACS admissions in 

Robson et al.1109 I also analysed separately ED visits made outside Servants Health 

Centre’s opening hours. 

 

I used Stata 141098 for all analyses.  Hypothesis testing was carried out using two-tailed 

95% confidence intervals. 

 

Table 2: Covariates used in regression models 

Model 1 Age, sex, NZ Māori (yes/no), NZDep2006 decile, CSC status 

Model 2 Model 1 + CDS, psychiatric/substance abuse diagnosis (yes/no), Charlson index 

Model 3 Model 2 + mean baseline: hospital admissions, length of stay, ED visits 

Model 4 Model 3 + propensity score 

 

 

Sensitivity analyses 

Following Ahmed et al,1088 I used three separate approaches to test the robustness of the 

observed relationships between Servants Health Centre enrolment and hospital use to 

alternative explanations. 

 

First, to detect bias from incomplete matching – members of the intervention group being 

discarded to improve exactness of matching1110 – I applied the analytic methods used for 

matched pairs on the entire unmatched cohort.  Second, to address the possibility of 

continued attrition or inward migration of Servants Health Centre patients between 2010 

and 2014 as the main explanation for my findings, I carried out separate analyses on the 

149 Servants Health Centre patients continuously enrolled during this period, propensity 

score-matched to Dunedin residents.  By definition, Dunedin residents in our study were 

never enrolled at Servants Health Centre.  Third, to assess the sensitivity of the study’s 

findings to hidden bias from covariates that were unmeasured (and hence omitted during 
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matching),1111 I used the user-written command pairsimsens1112 to perform the Wilcoxon 

signed-rank test on the primary outcomes, and to calculate gamma (Γ) for unobserved 

confounders. 
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CHAPTER 7:  RESULTS 
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Results: 'Who Study' 

The roughly 500 patients enrolled at Servants Health Centre are on average younger (33.9 

years) and more likely to be Māori (25%) than Southern PHO patients (average age 39.8 

years, 8% Māori).1113  

 

Demographic characteristics of participants 

The Traditional Clinic collected 126 responses and 65 responses came from Servants 

Health Centre (Table 3).  There was no statistically significant difference between the 

two clinics by sex but respondents from the Servants Health Centre were younger (mean 

age 34.8 years, standard deviation [SD] 14.8) than respondents from the Traditional 

Clinic (mean age 43.2 years, SD 16.6; p=0.001).  Consistent with the ethnic profile of 

enrolled patients at Servants Health Centre, 24.1% of respondents there were Māori, 

whereas 9.2% of respondents at the Traditional Clinic were Māori (p=0.011) 

 

All enrolled Servants Health Centre respondents held a CSC, compared with 35.0% of 

the Traditional Clinic respondents.  The NZDep2006 profile of the Traditional Clinic 

participants mirrored that of Dunedin residents (Figure 4),1114 whereas at Servants Health 

Centre, more than double the expected number of respondents (41.4%) resided in 

neighbourhoods with the most deprived quintile.  

 

The NZiDep profile of respondents is presented in Figure 5 alongside the deprivation 

profile of the New Zealand population as measured in the 2006/07 New Zealand Health 

Survey,1115 and the Survey of Family, Income, and Employment (SoFIE).819 At the 

Traditional Clinic, nearly half the respondents had no deprivation characteristics and 13% 

had five or more deprivation characteristics.  In contrast, 66% of Servants Health Centre 

respondents had five or more deprivation characteristics, and only 2% had no deprivation 

characteristics.   
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Health status 

Servants Health Centre respondents were significantly more likely than Traditional Clinic 

respondents to report ‘poor’ or ‘fair’ self-rated health status (51.7% versus 15.8%; 

p<0.001) and significantly less likely to report ‘very good’ or ‘excellent’ health (12.1% 

versus 36.7%; p<0.001). 

 

At Servants Health Centre, 34.5% of respondents reported having a diagnosis of asthma 

or chronic obstructive pulmonary disease (COPD), and 56.9% reported a diagnosis of a 

mental disorder, compared with 20.0% and 16.7% of participants at the Traditional Clinic 

(p=0.008 and p<0.001, respectively). 

 

  

Figure 4: NZDep2006 profiles of respondents 
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Figure 5: NZiDep profiles of respondents versus New Zealand population 
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Table 3: Demographic characteristics of survey respondents at the Traditional 

Clinic and Servants Health Centre 

 Clinic  
P value for difference 

between clinics 
 Traditional 

Clinic 
(N = 126) 

Servants 
Health Centre 

(N = 65) 
Respondents enrolled as 

patients 
   

Yes 120 (95.2%) 58 (89.2%)  
No 1 (0.8%) 4 (6.2%)  

Identifying data missing 5 (4.0%) 3 (4.6%)  
Age (years)    

0-14 0 (0.0%) 1 (1.7%) 0.033 
15-24 18 (15.0%) 18 (31.0%) 

25-44 51 (42.5%) 22 (37.9%) 
45-64 37 (30.8%) 15 (25.9%) 

>65 14 (11.7%) 2 (3.4%) 
Sex    

Male 31 (25.8%) 20 (34.5%) 0.154 
Female 89 (74.2%) 38 (65.5%) 

Ethnicity*    
Māori 11 (9.2%) 14 (24.1%) 0.011 

European 103 (85.8%) 39 (67.2%) 
CSC status    

Yes 42 (35.0%) 58 (100.0%) <0.001 
No 78 (65.0%) 0 (0.0%) 

NZDep2006 quintile    
1 24 (20.0%) 2  (3.4%) <0.001 

2 21 (17.5%) 8  (13.8%) 

3 33 (27.5%) 9 (15.5%) 

4 23 (19.2%) 15 (25.9%) 

5 

 

19 (15.8%) 24 (41.4%) 
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NZiDep score*    

1 54 (45.0%) 1 (1.7%) <0.001 
2 15 (12.5%) 0 (0.0%) 

3 8 (6.7%) 1 (1.7%) 
4 13 (10.8%) 9 (15.5%) 

5 16 (13.3%) 38 (65.5%) 
Other socioeconomic factors    

Unemployment 40 (33.0%) 47 (81.0%) p<0.001 
Sickness or Invalid’s Benefit 

receipt 
16 (13.3%) 27 (46.6%) p<0.001 

Self-rated health*    

Poor or fair 19 (15.8%) 30 (51.7%) <0.001 
Good 53 (44.2%) 21 (36.2%) 

Very good or excellent 44 (36.7%) 7 (12.1%) 
Presence of chronic health 

conditions 
   

Heart 8 (6.7%) 2 (3.4%) 0.535 

Lungs 24 (20.0%) 20 (34.5%) 0.008 
Diabetes 10 (8.3%) 2 (3.4%) 0.335 
Mental 20 (16.7%) 33 (56.9%) <0.001 

Dental 12 (10.0%) 8 (13.8%) 0.283 
Presence of unmet  

health need 
   

Medical 38 (31.7%) 37 (63.8%) <0.001 

Prescription 22 (18.4%) 35 (60.4%) <0.001 
Dental 

 

52 (43.3%) 47 (81.0%) <0.001 

 
* Missing data for some participants 
CSC: Community Services Card  
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Health services utilisation 

The mean general practitioner consultation rate over 12 months was 4.8 (SD 3.8) for 

Traditional Clinic participants and 12.0 (SD 9.5) for Servants Health Centre respondents 

(p<0.001).  At the Traditional Clinic, 31.7% of respondents reported deferring medical 

care because of cost.  

 

Servants Health Centre respondents visited the Emergency Department more frequently 

(1,105 visits/1,000 person-years) than Traditional Clinic respondents (372 visits/1,000 

person-years, p<0.001). 

 

Hypothesis 1: People with higher NZiDep scores are sicker 

At Servants Health Centre, 81.0% of respondents were designated ‘most deprived’, 

compared with 24.1% of Traditional Clinic respondents (p<0.001).  At both clinics, most 

deprived respondents were more likely to report worse health than least deprived and 

moderately deprived respondents (odds ratio 19.0, p<0.001). 

  

In the model of ‘worse health’ (combining ‘poor’ and ‘fair’ assessments) with the 

practice, unmet health need and NZiDep as independent variables, both ‘least deprived’ 

and ‘moderately deprived’ emerged as significantly and negatively related to worse 

health (p=0.003 and p=0.016 respectively).  This result supports the hypothesis that more 

deprived respondents report lower health status than less deprived respondents.  Unmet 

health need did not significantly contribute to this model. 

 

Hypothesis 2: People with higher NZiDep scores have more frequent consultations 

In the model with consultation frequency as the dependent variable, and NZiDep, self-

rated health, and unmet health need as independent variables, NZiDep and self-rated 

health emerged as significantly related to consultation rate (p=0.001 and p=0.026 

respectively).  This result supports the hypothesis that deprivation was associated with 

increased consultations. 
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Hypothesis 3: At the Traditional Clinic, discounting of fees is sufficient to allow more 

deprived people to consult more frequently 

At the Traditional Clinic, 46.7% of respondents received discounted consultation fees.  

Respondents receiving at least one discounted general practitioner consultation had 

higher consultation rates (mean 7.2, SD 3.8) and were more deprived (mean NZiDep 2.7, 

SD 1.6) than respondents with no discounted visits (mean consultation rate 2.8, SD 2.2; 

p<0.001; mean NZiDep 1.9, SD 1.4, p=0.011). 

 

Consultation rate was modelled as the dependent variable, with unmet health need, self-

rated health, discounting and NZiDep as independent variables, including only 

respondents from the Traditional Clinic.  Deprivation did not contribute significantly to 

consultation frequency when discounting was entered into the model.  This failed to show 

that at the Traditional Clinic, fee discounting allowed more deprived people (who were 

shown in the earlier analysis to be sicker) to consult more frequently.  
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Results: 'What Study' 

Patients’ needs 

Health sector 

Despite increased general practitioner contact (10.2 visits per patient per year at Servants 

Health Centre versus 6.3 visits at other Southern PHO clinics in 2011), Servants Health 

Centre patients were admitted to hospital at a higher rate in 2011 than patients at the other 

90 Southern PHO clinics for which data were available (Figure 6, p<0.001).   

 

The nested case study identified 21 Servants Health Centre patients with diabetes (Table 

4).  Comorbidity was almost a universal characteristic; all bar one of these patients had a 

co-existing physical, psychiatric or substance abuse diagnosis classified.  Sixteen patients 

had a chronic physical condition, typically a respiratory or musculoskeletal disease.  

Sixteen patients were recorded as having a mental illness or substance abuse, which in 

many cases were diagnoses that would require psychiatrist input. 

 

In this small sample, Servants Health Centre patients with diabetes had evidence of 

complicated diabetes (Table 4).  In 2013, there were 1.5 hospital admissions per patient, 

with an average of 10.8 bed-days per patient.  An average of 10.1 outpatient 

appointments was generated for Servants Health Centre patients with diabetes in 2013, 

who had a did-not-attend (DNA) rate of 8%. 

 

In the 20 patients with diabetes for whom data were available, all except one had at least 

one social vulnerability characteristic (Table 4).  On average, patients with diabetes had 

three vulnerability characteristics. 
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Figure 6: Hospital admission rate for Southern PHO patients in 2011, by clinic
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Table 4: Data from nested case study of patients with diabetes (n=21) 

 

Average age 48.1 years 

Males 9 (42.9%) 

  

Mean HbA1c 69 mmol/mol 

Mean blood pressure 144/85 mm Hg 

Mean body mass index (BMI) 34.8 kg/m2 

Mean low-density lipoprotein (LDL) level 2.5 mmol/L 

   

Microvascular complications 11 of 19 patients (57.9%) 

 Microalbuminuria 9 

 Diabetic retinopathy 6 

 Diabetic neuropathy 1 

Established coronary or cerebrovascular disease 6 

   

Number of patients on insulin (mean age 45.7 years) 9 

  

Social vulnerability characteristics Number of patients 

Unemployment 15 

Sickness or Invalid’s Beneficiary 14 

Intellectual disability, illiteracy or non-English speaker 3 

Unstable accommodation 2 

Single parent household, or Child, Youth and Family Services 

custody of children  

11 

History of child abuse 5 

History of domestic violence 4 

History of imprisonment 3 

History of self-harm 4 

Current psychiatric compulsory treatment order 1 
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Social services sector 

During the 3-year period from 2011 to 2013, 1,383 MSD medical certificates were 

completed for 278 Servants Health Centre patients (Table 5).  Assuming each certificate 

to have a 13-week tenure, Servants Health Centre patients incurred $1.14 million of 

medical incapacity benefit payments per year. 

 

Justice sector 

Over the two-year period, 163 court appearances were reported for 80 enrolled patients, 

with 40 patients receiving a jail sentence (Table 5).  A classification of mental illness or 

substance abuse was almost universally recorded in their medical notes (95.0%).  With 

unit costs of $16.54 per day for community-based sentences and $266.00 per day in 

prison,1116 these 80 Servants Health Centre patients cost the Corrections Department 

approximately $2.74 million per year.  

 

Table 5: Medical incapacity benefit claimants and patients in court proceedings of 

Servants Health Centre patients 

Demographic profile of Servants Health Centre medical incapacity benefit claimants 
(n=278) 
Average age 36.5 years 
Male 166 (59.7%) 
Residing in NZDep2006 quintile 5 areas* 100 (36.0%) 
 
 

 

Demographic profile of Servants Health Centre patients in court proceedings (n=80) 
Average age 29.2 years 
Male 57 (71.3%) 
Charges (in descending order of frequency) 
Breach of community-based sentences or conditions 30% 
Theft or burglary 23% 
Assault 14% 
Cumulative sentences (average per year) 
Jail 337.1 months 
Community work 2,412.5 hours 
Home or community detention 25.0 months 
Supervision 
 

61.0 months 

* New Zealand Deprivation Index 2006 quintile 5 is the most deprived in terms of small area deprivation as 
measured by nine Census-derived variables including household income 
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Model of care 

Patient surveys 

Twenty-seven patient surveys were received.  The most prominent theme related not to 

the organisational structure of the clinic nor to the clinical aspects of the care patients 

received, but rather the interpersonal dimension of care.  This was the focus for 21 

respondents, who valued their care as being genuine, non-judgmental, personal, holistic, 

and addressing their non-medical needs (Table 6). 

 

While four respondents commented on the lack of a cost barrier, an important theme 

emerged around aspects of health care access less commonly discussed in the literature.  

Twelve respondents used the words ‘friendly’ or ‘friendliness’, and eight respondents 

highlighted how they were able to drop into the clinic for ‘a coffee and chat’ without 

prior appointment. 

 

Eleven respondents described the Christian ethos of the clinic or spiritual care that was 

available.  One such response drew a clear connection between the interpersonal aspect of 

care and the Christian values of clinic staff (Table 6). 

 

Ten respondents made reference to organisational aspects of the clinic, chiefly about the 

wider range of primary health care services offered (Table 6). 
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Table 6: Representative quotes from patient survey 

A “…the patients here are treated as people… not just an NHI number.” 
(Respondent 19) 
 

 “…at other doctors’ clinics if I have self-harmed, I am judged and criticised, 
whereas I am not [at Servants Health Centre].” (Respondent 18)   
 

B “…there is a religious side which is available if you choose to use it.” 
(Respondent 24) 
 

 “Being gay I’ve struggled with dealing with Christian organisations because I 
often get shunned, or made to feel like something is wrong with me…...I 
don’t believe Jesus would treat anyone like that and [Servants Health Centre] 
reflects that by supporting me as I am and treating me with respect.” 
(Respondent 14) 
 

C “For me, it’s the groups and counselling which help me on my journey of 
sobriety.” (Respondent 19) 
 

 

 

 

Table 7: Extract from prisoner release programme report 

“…[The Servants Health Centre] philosophy is inclusive and non-judgmental and their 

scope of practice wider than is the norm in most primary health care settings. For example, 

they are available for patients to drop in for a coffee and a chat at any time during the day, 

and they take a more active role in facilitating the social needs outside of health, such as 

housing, welfare and spiritual needs. One of the goals [of Servants Health Centre] is to 

provide a pathway for marginalized clients to reintegrate into society, including supporting 

them to move on to a mainstream general practice when they are able to. They [Servants 

Health Centre] also commented that six of the clients were now attending church regularly, 

a positive marker for re-connection with the community and potentially protective against 

reoffending.” (pg.8) 
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Practice manager’s journal 

Most recorded encounters involved patients ‘dropping in’ to the clinic without an 

appointment, seeking support for problems relating to poverty.  These were typically 

accommodation difficulties and food parcels requests, and involved the practice manager 

advocating for patients to governmental and non-governmental agencies.  Support was 

also frequently given for relationship problems and domestic violence, and in one 

occasion required the manager liaising with Women’s Refuge. 

 

Providing support for psychological distress was another recurring theme.  Although 

sometimes this presented as a sense of hopelessness arising from chronic financial stress, 

more commonly, patients struggled with diminished self-esteem.  Representative 

examples from the patient manager’s journal included: “identity crisis – hates self”; and 

“…doesn’t think she’s worth bothering about”. 

 

Many patients indicated that they consumed alcohol as a means to cope.  One patient who 

was receiving palliative chemotherapy was distressed about how his family would cope 

after his death.  Pastoral and spiritual care needs were frequently articulated by patients, 

and sometimes patients specifically sought prayer.  Patients were referred to church 

services or the hospital chaplaincy team, and in two encounters patients were referred to 

the Emergency Psychiatric Service. 

 

External perspective 

The evaluation report1079 of a local prisoner release programme commented on Servants 

Health Centre’s model of care (Table 7).  At Servants Health Centre, 55% of ex-prisoners 

were reported to attend follow-up visits, versus 39% of ex-prisoners at other clinics, and 

16% were reported to be re-incarcerated at six months versus 23% at other clinics.1079 
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Results: 'Why Study' 

 

Demographic profile 

At Servants Health Centre in 2013, there were eight general practitioners with an average 

experience of 18 postgraduate years, together contributing a 0.9 full-time equivalent 

workload.  During the 13-week study period, 298 patients made 827 appointments at 

Servants Health Centre.  An average of 64 general practitioner appointments per week 

were made.  The mean age of Servants Health Centre patients as determined from the 

clinic’s age-sex register was 33.9 years, and 24.9% had their ethnicity coded as Māori.   

Of the appointments made at the Servants Health Centre, 636 were attended by 283 

unique patients (Figure 7), translating to 9.0 consultations per year for patients who had 

attended at least once.  Seventy-three appointments were cancelled, producing a “did not 

attend” (DNA) rate of 16% for appointments that were not cancelled in advance.  

 

 

Figure 7: Frequency of consultations witb Servants Health Centre general practitioners 
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Reasons for encounter (RFE) 

 

For the 636 patient visits to a general practitioner, a total of 784 RFEs were recorded.  

 

The distribution of RFEs by ICPC chapter is shown in Figure 8.  Servants Health Centre 

patients’ RFEs were dominated by general and administrative requests (which included 

requests for medications and repeat prescriptions, and miscellaneous documents such as 

applications for the Work and Income Disability Allowance), and RFEs in the 

psychological and social problems ICPC chapters (which included requests for the 

Sickness Benefit medical certificate).  The RFE in 9 consultations (1.4%) was self-harm, 

suicidal ideation or a suicide attempt.  

 

The top 10 RFEs in this audit are shown in Table 8.  A prescription request was the most 

common RFE among Servants Health Centre patients in this study.  When a prescription 

was requested, a READ Code diagnosis was recorded for a psychiatric condition or 

substance abuse in 29.7% of cases, a respiratory condition in 17.2% of cases, and a 

musculoskeletal condition in 14.8% of cases.  
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Figure 8: Distribution of ‘Reasons for Encounter’ by ICPC-2 chapter 
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Table 8: Ten most common ‘Reasons for Encounter’, rate per 100 encounters 

Rank  

1 Prescription(s) 20.1 

2 Certificate(s);social* 15.3 

3 Rash 3.5 

4 Cough 3.5 

5 Admin; document 3.3 

6 Stress 2.5 

7 Pain; abdominal 2.2 

8 Advice/education; smoking 2.2 

9 Headache 1.9 

10 Removal; tattoo 1.6 
*Sickness Benefit medical certificate 

 

 

 

Table 9: ‘Processes of care’, rate per 100 encounters 

Process of care (number) Rate 

New or repeat prescriptions (439) 69.0 

Laboratory test requests (107) 16.8 

Radiology requests (15) 2.4 

All referrals (78) 11.9 
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Processes of care 

 

For the 636 consultations, 1202 discrete diagnostic or therapeutic procedures (“processes 

of care”) were recorded, giving an average of 1.9 “processes” per consultation.  The rates 

of specific types are shown in Table 9. 

 

A Sickness Benefit medical certificate was supplied in 118 consultations (18.6%).  The 

Read Code for the top primary diagnoses recorded is shown in Table 10, along with the 

equivalent figures for Sickness Benefit recipients in New Zealand in general.1117,1118 The 

top three categories accounted for 85% of all Sickness Benefits claimed by Servants 

Health Centre patients in this audit.   

 

 

Table 10: Most common primary diagnoses for patients receiving Sickness Benefit 

medical certificates  

Rank Servants Health Centre Ministry of Social Development data 

1 Psychological, addiction 65.3% Psychological, addiction 48.4% 

2 Musculoskeletal 11.0% Musculoskeletal 14.5% 

3 Neurological 8.5%  
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Results: 'How Study' 

Patient characteristics 

Before matching, compared with Dunedin residents, Servants Health Centre patients were 

on average nearly ten years younger, and more likely to reside in deprived areas, be CSC 

holders, and have a psychiatric or substance abuse diagnosis (Table 11).  Servants Health 

Centre patients also had higher pre-match mean hospital admission and ED visit rates.  

Matching rendered differences in baseline characteristics between study groups 

statistically non-significant.  However, Servants Health Centre patients were more likely 

to be Māori than Dunedin residents, both before matching (21.9% versus 5.4%, p<0.001) 

and after matching (20.9% versus 9.5%, p<0.001).  Except for the Charlson index (not a 

matching covariate) and ethnicity, matching reduced absolute standardised differences in 

baseline characteristics to less than ten percent (Figure 9). 

 
Figure 9: Pre- and post-match absolute standardised differences 
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Table 11: Pre- and post-match covariate balance with matching strategies 

  Before PS Match After PS Match* After PS Match§ 

 
SHC Patients 

Dunedin 

Residents 

P-

value SHC Patients 

Dunedin 

Residents 

P-

value SHC Patients  

Dunedin 

Residents 

P-

value 

 
N=520 N=106,481 

 
N=1,422 N=1,422 

 
N=474 N=474  

DEMOGRAPHIC COVARIATE  

  
  

 
     

Age at 01Jan2015 (years), mean (+/-SD) 34.79 (14.38) 44.34 (22.80) 0.000 36.74 (13.02) 36.21 (14.95) 0.316 

 

36.74 (13.03) 36.12 (14.42) 0.537 

Females (%) 259 (49.81) 54,944 (51.60) 0.415 711 (50.00) 709 (49.86) 0.940 237 (50.00) 225 (47.47) 0.436 

NZ Māori (%) 114 (21.92) 5,737 (5.39) 0.000 297 (20.89) 141 (9.92) 0.000 99 (20.89) 49 (10.34) 0.000 

NZDep2006 decile, mean (+/-SD) 7.01 (1.70) 4.92 (2.52) 0.000 7.01 (1.72) 7.04 (1.90) 0.590 7.01 (1.71) 6.98 (1.92) 0.844 

CSC holder (%) 339 (65.19) 28,894 (27.14) 0.000 936 (65.82) 937 (65.89) 0.968 312 (65.82) 308 (64.98) 0.785 

MORBIDITY COVARIATE 

   

  

 

       

Chronic Disease Score (CDS), mean (+/-SD) 5.29 (4.89) 4.73 (5.01) 0.015 5.29 (4.89) 4.90 (4.82) 0.032 5.29 (4.89) 4.84 (4.65) 0.142 

Psychiatric or substance abuse diagnosis (%) 267 (51.84) 24,378 (23.43) 0.000 801 (56.33) 763 (53.66) 0.152 267 (56.33) 266 (56.12) 0.948 

HEALTH SERVICE USAGE, (PRE-1 

JAN 2010)    

 

  

  

  

Baseline admissions,|| mean (+/-SD) 0.41 (0.92) 0.17 (0.40) 0.000 0.42 (0.96) 0.23 (0.52) 0.000 0.42 (0.96) 0.20 (0.37) 0.000 

Baseline LOS,|| mean (+/-SD) 1.85 (7.92) 0.78 (11.61) 0.036 1.98 (8.26) 1.90 (19.95) 0.900 1.98 (8.26) 1.73 (21.95) 0.819 

Baseline ED visits,|| mean (+/-SD) 0.92 (1.85) 0.23 (0.56) 0.000 0.96 (1.91) 0.46 (1.01) 0.000 0.96 (1.91) 0.43  (0.84) 0.000 

Baseline OPD appointments,|| mean (+/-SD) 1.19 (2.12) 1.24 (3.80) 0.746 1.22 (2.17) 1.38 (4.08) 0.195 1.22 (2.17) 1.44 (3.78) 0.264 

Baseline DNA outpatient appointments,|| mean 

(+/-SD) 0.25 (0.58) 0.07 (0.29) 0.000 0.26 (0.60) 0.13 (0.57) 0.000 0.26 (0.60) 0.16 (0.51) 

 

0.004 
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After PS Match† SHC Patients† After PS Match‡ SHC Patients‡ 

SHC Patients 

Dunedin 

Residents 

P-

value 

Matched 

Patients 

All Clinic 

Patients P-value SHC Patients 

Dunedin 

Residents 

P-

value 

Matched 

Patients 

All Clinic 

Patients 

P-

value 

N=385 N=385 

 
N=385 N=520 

 
N=474 N=474 

 
N=474 N=520 

   

 
    

 
  

  
  

  
  

36.91 (13.06) 35.70 (14.04) 0.218 36.91 (13.06) 34.79 (14.38) 0.023 36.74 (13.03) 36.05 (14.88) 0.448 36.74 (13.03) 34.79 (14.38) 0.026 

208 (54.03) 211 (54.81) 0.828 208 (54.03) 259 (49.81) 0.209 237 (50.00) 239 (50.42) 0.897 237 (50.00) 259 (49.81) 0.952 

80 (20.78) 42 (10.91) 0.000 80 (20.78) 114 (21.92) 0.678 99 (20.89) 45 (9.49) 0.000 99 (20.89) 114 (21.92) 0.691 

7.042 (1.69) 6.95 (1.85) 0.464 7.04 (1.69) 7.01 (1.70) 0.779 7.01 (1.71) 6.99 (1.95) 0.916 7.01 (1.71) 7.01 (1.70) 0.976 

266 (69.09) 262 (68.05) 0.756 266 (69.09) 339 (65.19) 0.218 312 (65.82) 327 (68.99) 0.299 312 (65.82) 339 (65.19) 0.835 

  

 
    

 
  

  
  

  
  

5.91 (4.98) 5.63 (5.15) 0.451 5.91 (4.98) 5.29 (4.89) 0.068 5.29 (4.89) 5.09 (5.24) 0.539 5.29 (4.89) 5.29 (4.89) 1.000 

237 (61.56) 232 (60.26) 0.712 237 (61.56) 267 (51.84) 0.004 267 (56.33) 249 (52.53) 0.240 267 (56.33) 267 (51.84) 0.157 

  

 
    

 
  

  
  

  
  

0.52 (1.04) 0.47 (1.20) 0.552 0.52 (1.04) 0.41 (0.92) 0.076 0.42 (0.96) 0.39 (1.17) 0.580 0.42 (0.96) 0.41 (0.92) 0.765 

2.43 (9.12) 2.76 (19.23) 0.766 2.43 (9.12) 1.85 (7.92) 0.305 1.98 (8.27) 6.21 (52.66) 0.084 1.98 (8.27) 1.85 (7.92) 0.807 

1.11 (2.08) 1.04 (2.92) 0.677 1.11 (2.08) 0.92 (1.85) 0.139 0.96 (1.92) 0.90 (2.77) 0.696 0.96 (1.92) 0.92 (1.85) 0.747 

1.41 (2.34) 2.05 (4.94) 0.021 1.41 (2.34) 1.19 (2.12) 0.148 1.22 (2.17) 1.63 (4.20) 0.060 1.22 (2.17) 1.19 (2.12) 0.836 

0.30 (0.65) 0.21 (0.66) 0.051 0.30 (0.65) 0.25 (0.58) 0.182 0.26 (0.60) 0.18 (0.63) 0.051 0.26 (0.60) 0.25 (0.58) 0.728 

*Propensity score matching to 3 nearest neighbour controls (with replacement) 
§Propensity score matching to 1 nearest neighbour control (no replacement); covariates: demographic characteristics and CDS, psychiatric/substance abuse diagnosis 
†Propensity score matching to 1 nearest neighbour control (no replacement); covariates: demographic characteristics; CDS, psychiatric/substance abuse diagnosis, 
Charlson index; baseline hospital admission and ED visit counts 
‡Propensity score matching to 1 nearest neighbour control (no replacement); covariates: demographic characteristics; CDS, psychiatric/substance abuse diagnosis; 
baseline hospital admission and ED visit counts 
||Per person per year 
SD: Standard Deviation; SHC: Servants Health Centre 
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Study outcomes 

During 6,460 patient-years of follow-up, members of the matched pairs had 3,564 

admissions and 5,702 ED visits at local public hospitals (Figure 10).  Servants Health 

Centre enrolment was not associated with statistically significant changes in all hospital 

admission measures for intervention group patients, before or after adjustment for 

covariates (Table 12).  However, after enrolment at Servants Health Centre, patients 

experienced a 32% increase in ED visits and a 47% increase in outpatient appointments 

over controls.  Both effects were significant at the 5% level, and changed minimally after 

adjustment for baseline covariates and propensity scores.  A significant increase in ED 

visits was observed during the Servants Health Centre’s opening hours and after these 

hours. 

 

 

 

 

 

  

Figure 10: Flow of study participants and health care events 
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Table 12: Incidence rate ratios (IRRs) of Servants Health Centre patients experiencing study outcomes relative to other Dunedin 

residents 

	

Study Outcomes 

 

Crude incidence-rate ratio Adjusted IRR (Model 1) Adjusted IRR (Model 2) Adjusted IRR (Model 3) Adjusted IRR (Model 4) 

IRR 95% CI 
p-

value 
IRR 95% CI 

p-

value 
IRR 95% CI 

p-

value 
IRR 95% CI 

p-

value 
IRR 95% CI 

p-

value 

Overall admissions 1.17 0.95-1.43 0.138 1.17 0.95-1.43 0.142 1.12 0.92-1.37 0.270 * * * * * * 

Overall length of stay 1.32 0.58-3.05 0.509 1.19 0.52-2.72 0.677 1.45 0.64-3.29 0.370 1.59 0.74-3.44 0.236 1.60 0.74-3.44 0.234 

Acute admissions 1.11 0.87-1.41 0.391 1.11 0.87-1.41 0.399 1.08 0.85-1.37 0.522 1.06 0.83-1.34 0.650 1.05 0.83-1.33 0.678 

LOS for acute admissions 1.16 0.44-3.11 0.761 0.93 0.35-2.46 0.887 1.11 0.42-2.93 0.834 1.40 0.56-3.50 0.470 1.43 0.57-3.56 0.448 

ACS admissions 1.4 0.92-2.11 0.113 1.40 0.93-2.12 0.109 1.34 0.89-2.02 2.024 2.02 0.87-1.99 0.193 1.31 0.87-1.99 0.198 

LOS for ACS admissions * * * * * * * * * * * * * * * 

Overall ED visits 1.32 1.11-1.57 0.001 1.32 1.11-1.57 0.002 1.32 1.09-1.58 0.003 1.29 1.07-1.55 0.007 1.28 1.07-1.54 0.008 

After-hours ED visits 1.29 1.06-1.57 0.011 1.29 1.06-1.56 0.012 1.32 1.07-1.62 0.009 1.30 1.05-1.60 0.014 1.30 1.05-1.59 0.014 

During-hours ED visits 1.45 1.14-1.85 0.002 1.45 1.14-1.84 0.002 1.39 1.08-1.79 0.012 1.34 1.04-1.73 0.023 1.33 1.03-1.72 0.027 

OPD appointments 1.47 1.19-1.82 0.000 1.47 1.19-1.81 0.000 1.48 1.18-1.85 0.001 1.47 1.18-1.84 0.001 1.47 1.17-1.84 0.001 

 *not concave 
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Figure 11: Hospital use with time of matched pairs 

	 	

Whereas Servants Health Centre patients’ hospital admissions exhibited an increasing 

trend in Figure 11, their ED visits showed a decreasing trend after 2010.  The downward 

gradient in ED visits was steeper for controls than for Servants Health Centre patients.  
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Sensitivity analyses 

Analysing the whole cohort’s data, where convergence failure was absent, estimated 

IRRs were greater than one and statistically significant for both hospital admissions and 

ED visits (Table 13).  Analysing data for participants with at least one enrolled quarter on 

either side of 1 January 2010, I found no statistically significant changes with Servants 

Health Centre enrolment for both hospital admissions and ED visits. 

 

Restricting our analyses to continuously enrolled Servants Health Centre patients 

produced broadly similar results to our main analyses, albeit with larger IRR estimates 

(Table 13). 

 

For matched pairs, the Wilcoxon signed-rank test showed statistically significant 

differences between treatment groups for changes in hospital admission rates (p=0.012) 

and ED visit rates (p=0.020) after versus before Servants Health Centre opened.  This 

result suggested it was improbable that unaccounted for factors explained the study’s 

main findings.  Further, a hidden confounder would have to increase the odds of both 

being in the intervention group and a hospital admission or ED visit by 40% in order to 

cast doubt on our main findings (Γ = ∆ = 1.4 for admission and ED visit rates). 
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Table 13: Results of sensitivity analyses  
 

 

Crude incidence-rate ratio Adjusted IRR (Model 1) Adjusted IRR (Model 2) Adjusted IRR (Model 3) 

IRR 95% CI p-value IRR 95% CI p-value IRR 95% CI p-value IRR 95% CI p-value 

WHOLE COHORT 
            

Overall admission rates 1.64 1.44-1.85 0.000 1.60 1.42-1.81 0.000 1.47 1.30-1.66 0.000 1.61 1.42-1.82 0.000 

Overall length of stay 1.93 1.22-3.03 0.005 1.36 0.89-2.09 0.155 1.59 1.06-2.39 0.024 2.53 1.74-3.69 0.000 

Overall ED visit rates 1.40 1.26-1.56 0.000 1.39 1.25-1.54 0.000 1.36 1.21-1.52 0.000 1.64 1.45-1.85 0.000 

 
            ENROLLED ON BOTH SIDES 

OF 1 JANUARY 2010             
Overall admission rates 1.05 0.91-1.20 0.505 1.05 0.92-1.21 0.462 0.93 0.82-1.06 0.301 1.01 0.88-1.16 0.919 

Overall length of stay 0.88 0.49-1.55 0.650 0.88 0.52-1.51 0.648 * * * 1.47 0.96-2.27 0.078 

Overall ED visit rates 0.92 0.82-1.04 0.189 0.93 0.82-1.04 0.193 0.88 0.78-1.00 0.045 1.02 0.90-1.17 0.732 

 
            CONTINUOUSLY 

ENROLLED             
Overall admission rates 1.32 0.95-1.82 0.096 1.32 0.95-1.82 0.096 1.26 0.91-1.74 0.161 * * * 

Overall length of stay * * * * * * * * * * * * 

Overall ED visit rates 1.41 1.06-1.89 0.019 1.41 1.06-1.89 0.020 1.50 1.11-2.03 0.008 1.52 1.13-2.05 0.006 

 
Model 1: Age, sex, NZ Māori (yes/no), NZDep2006 decile, CSC status 

Model 2: Model 1 + CDS, psychiatric/substance abuse diagnosis (yes/no), Charlson index 

Model 3: Model 2 + mean baseline hospital admission rate, length of stay, ED visit rate 

*not concave  
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CHAPTER 8:  DISCUSSION 
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Commentary on individual studies 

In this section, the main findings of each study are separately interpreted in light of the 

extant literature and my experiences as a general practitioner at Servants Health Centre.  The 

next section then reconciles the findings of the four studies with each other.  The chapter 

closes with a discussion of the implications of this PhD’s research. 

 

Commentary: 'Who Study' 

The ‘Who Study’ compared patient characteristics and consultation patterns at two nearby 

primary health care clinics that differed in their patients’ deprivation profiles and in their 

usual payment practices (fee-for-service versus free care).  Patients were enrolled at Servants 

Health Centre if they held a means-tested benefit (CSC), and were often referred from 

community agencies or by word-of-mouth.  The age distribution of these patients (mainly 

15-45 years) coincided with the age group most likely to report deferring health needs 

because of cost in the National Health Survey.4 The excess in female participants at both 

clinics is likely due to the higher utilisation rate of general practice services by women 

generally,209 and the possible predisposition of reception staff towards approaching female 

patients for the survey.  There was no significant difference between the clinics in the ratio 

of male to female participants, despite women being more likely than men to report deferring 

health care because of cost.210  

 

Differences between study clinics in participants’ deprivation profiles were more striking for 

individual deprivation (NZiDep) than for residential area deprivation (NZDep2006).  This 

result follows other research showing unmet health need to follow worsening NZiDep more 

closely than NZDep2006.210 As not all deprived individuals reside in deprived areas, 

residential area deprivation is only weakly correlated with individual deprivation.420,421,1119 

This is especially relevant to primary health care funding decisions because residential area 

deprivation is used as a proxy for health need and as a key instrument for health resource 

allocation at a population level.1120 However, its utility diminishes when applied at the 

individual level,12 due to misclassification error between deprived individuals and deprived 

areas.419,1121 Furthermore, individual deprivation is a better predictor than area deprivation of 
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certain health outcomes, such as poorer mental health status,422 which is prevalent at 

Servants Health Centre. 

 

Discounting of doctors’ fees represents an important method for targeting resources to higher 

need individuals, but even small co-payments pose significant access barriers to health 

care.1122 In New Zealand, discounting operates on a discretionary basis, and the ‘Who Study’ 

did not demonstrate that discounting increased consultation rates according to the level of 

deprivation.  Consultation rates are a salient but imperfect measure of health need.  In 

general, the frequency of consultations increases with socioeconomic deprivation,1123 likely 

because of the latter’s associations with multimorbidity.775 However, deprived individuals 

may not be discounted at a rate commensurate to their needs.  Traditional Clinic patients who 

could not afford to attend were not sampled, and the ‘Who Study’ may have been too small 

to detect whether discounting fully compensated for cost barriers at a rate related to 

individual deprivation.  However, given the degree of unmet health need reported (31.7%) 

and the use of Emergency Department services (which are free) among Traditional Clinic 

participants, it is likely that discounting was insufficient to allow patients to access general 

practice care according to their health needs. 

 

As neither area nor individual measures of deprivation fully capture the relationship between 

socioeconomic position and health,1124 additional mechanisms are needed to identify 

individuals whose care is not adequately covered by existing subsidy streams.  This would 

then allow funding to be targeted to patients most likely to not be able to afford medical 

costs.  Some patients use the Work and Income Disability Allowance to offset medical costs, 

and some practices permit regular automatic bank payments in lieu of charging a fee for 

every consultation.  However, these methods rely on budgetary discretion by patients, and 

many practices in high deprivation neighbourhoods do not offer automatic payment schemes 

because of high levels of unserviced debt.287,1125  

 

Limitations 

Two Dunedin practices were studied, including one with the unusual operational foundation 

and patient demographic profile that allowed the study’s questions to be addressed.  The 
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findings offer particular insights into the demographic and consulting profile of patients 

seeking free and discounted primary health care, but cannot necessarily be extrapolated to 

the New Zealand population.  Perhaps because only patients who consulted were sampled, 

doctor consultations were higher in both study practices than at metropolitan general 

practices generally (3.7 per year at New Zealand general practices, 4.8 at this study’s 

Traditional practice and 12.0 at Servants Health Centre).1126 Other New Zealand studies7,1127 

suggest that six or more general practitioner consultations per year define a ‘frequent 

attender’.  

 

The non-random sampling used in the ‘Who Study’ may have resulted in selection biases 

that accentuated the differences between the clinics.  In addition, since a written survey was 

used, only functionally literate patients could participate.  Some recall bias inherent to the 

questionnaire’s frame of reference being the previous 12 months is also likely.  Taken 

together, these biases are not likely to change the overall conclusion of the ‘Who Study’.  

The ‘Who Study’ supports the proposition that Servants Health Centre patients markedly 

differ in sociodemographic, health-related and consulting characteristics from patients at a 

traditional general practice.  The first bias is unlikely to account for the large, statistically 

significant differences observed in the ‘Who Study’.  Furthermore, this bias would be 

counteracted by the effect of the latter two biases, which tend to render the study groups 

more similar. 
 

Commentary: 'What Study' 

Case studies provide an in-depth investigation of a contemporary phenomenon within its 

natural context, and are particularly useful when the boundaries between the phenomenon 

and its context are blurred.1080 Individual cases are selected because of distinctiveness 

instead of representativeness.1058 The ability to study evolving, complex phenomena within 

their contexts makes the case study approach useful for health services research.1066 Several 

reasons favoured the use of the case study methodology to study Servants Health Centre’s 

model of care.  First, free clinics are rare in New Zealand, limiting comparative analysis with 

similar clinics.  Given that published research on New Zealand free clinics is scant, the 

uniqueness of Servants Health Centre was the main consideration for studying the clinic.  
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Second, if the provision of free primary health care is seen as Servants Health Centre’s 

distinctive intervention, then the clinic’s model of care is the intervention’s context.  It is 

likely that the context was as important an influence as the intervention itself, across a range 

of outcomes such as how satisfied patients were that their needs were being met (in the 

‘What Study’), the type of reasons for Servants Health Centre patients consulting their 

general practitioner (in the ‘Why Study’), and whether free primary health care provision 

reduced the high rates of hospital use by Servants Health Centre patients (in the ‘How 

Study’).  Third, it was likely that the population of registered patients and Servants Health 

Centre’s model of care were in a state of flux during the study period.  As the ‘How Study’ 

showed (Figure 12), there was a continued influx of new patients in the four years after 

Servants Health Centre opened.  Anecdotally, many new patients were émigrés from 

Christchurch after the earthquakes, while other newly enrolled patients were escaping social 

adversity in the North Island.  Also, as was reported at United States free clinics,1128 a health 

service heavily dependent on volunteers such as Servants Health Centre invariably 

encountered significant staff turnover, which was likely to affect the way services were 

delivered. 

 

The objective of the ‘What Study’ was to describe Servants Health Centre’s model of care, 

using quantitative and qualitative data sources.  My hypothesis was that Servants Health 

Centre’s model of care has been determined by the needs of enrolled patients.  Servants 

Health Centre’s model of care as constructed in this case study matched the needs of enrolled 

patients.  Congruent with the complex social and medical needs of patients at Servants 

Health Centre, the patient surveys and the practice manager’s journal revealed patients 

accessing care at the clinic for their broader, psychosocial needs.  The clustering of 

socioeconomic risk factors in association with unmet health needs is recognised in the 

literature,434 along with the phenomenon of immediate socioeconomic needs ‘crowding out’ 

existing health needs.439  

 

Catering to patients with complex needs is challenging, not just because of the cost barrier 

present at most general practices in New Zealand.  Disease-focused clinical guidelines often 

do not adequately capture the totality of needs faced by patients with complex needs.794 



 153 

Although access to care, clinical effectiveness and the effectiveness of interpersonal care are 

all components of quality of care,1129 in the ‘What Study’, responses to the patient surveys 

clustered primarily around the last component of interpersonal care.  Perhaps Servants 

Health Centre patients took the quality of the management of their health conditions between 

primary health care and secondary care (vertically oriented care) as a given, placing special 

value instead on aspects of the delivery of care associated with integrating, prioritising and 

personalising care within their broader needs (horizontally oriented care).1130 Survey 

responses could thus be interpreted as signifying that the consulting framework at clinics 

where Servants Health Centre patients had previously been enrolled were restrictive to the 

delivery of horizontally oriented care, where in contrast Servants Health Centre’s model of 

care was permissive towards horizontally oriented care. 

 

Given that their ill-health coexisted with other day-to-day hardships, Servants Health Centre 

patients expressed appreciation in being able to obtain support that was sympathetic to their 

broader needs.  The availability of various groups that met regularly and the clinic 

functioning as a drop-in centre fostered incremental, frequent encounters outside the 

consultation room that were likely to have been instrumental in establishing therapeutic 

relationships with staff.  In this regard the prominence of descriptors of the nature of the 

interpersonal relationship patients had with staff and the frequent use of the word “friend” in 

survey responses points to the success of such relationships.  Also, the repeated encounters 

made on the basis of these relationships as documented in the practice manager’s journal 

suggests that patients genuinely believed their nonmedical needs would be both given due 

credence and sensitively handled. 

 

Servants Health Centre’s model of care also accorded well with models of care described in 

the literature on marginalised and vulnerable patients.  The case study method has been 

previously used to study a network of third sector (non-government, non-profit) clinics that 

arose in New Zealand in response to the failures of existing services in addressing the 

primary health care needs of vulnerable populations.176 ‘Third sector’ (non-government, non-

profit) clinics in New Zealand that target vulnerable populations were more likely than 

traditional, for-profit clinics to employ Māori and Pacific staff,213 and offer a wider than 
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usual range of services.174 Reports of Australian primary health care facilities serving 

marginalised groups in urban settings emphasise providing a welcoming physical 

environment, which may include refreshments and adequate heating, and a non-judgmental 

approach focused on harm reduction.1131,1132 Providing counselling services, recognising the 

impact of life circumstances on patients’ decision-making, keeping strong links with 

community agencies, and offering a flexible, drop-in appointment system, were other 

features of the model of care at these facilities.1131,1132 

 

Limitations 

The ‘insider’ location of two researchers (the practice manager and myself) as participant-

researchers within Servants Health Centre conferred both advantages and disadvantages.  For 

instance, whereas an external researcher may have chosen to focus on Servants Health 

Centre enrolling an at-risk population, the clinician-researcher can clarify, using first-hand 

anecdotes, whether the model of care as construed in the case study aligns well with the lived 

experiences of vulnerable individuals enrolled there.1133 However, cognisant of bias from a 

priori knowledge and preconceptions, Servants Health Centre’s model of care was 

constructed verbatim whenever possible from key informants and key documents, and a high 

level of reflexive bracketing was used.  Reflexive bracketing involves being deliberately 

aware of one’s personal feelings and assumptions, so as to not impose these on the processes 

of data collection and analysis.1134 An ‘outsider’ researcherF (one of my academic 

supervisors, Associate Professor Chrystal Jaye) also coded the patient survey for themes 

independently.  The use of data triangulation gave additional support for the interpretation 

above. 

 

Finally, it may be said that the results of this case study are not generalisable to other 

settings, since a clinic with many unique features was being studied.  My response would be 

to highlight the relevant overarching aims of this study.  This exploratory research aimed to 

uncover characteristics of a clinic that had been chosen for its exceptional character, rather 

                                                        
F The ‘insider’ and ‘outsider’ research perspective are referred to as emic and etic approaches 

(respectively) in the social sciences. 
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than its representativeness.  The research methods reflect a pragmatic balancing1135 of the 

need to conduct epistemiologically sound research with the imperative to extract socially 

valuable knowledge from a clinic that is both operationally unique for the New Zealand 

general practice context and unusual, in that it specifically targets a group of patients about 

whom very little research is published in New Zealand.   

Commentary: 'Why Study' 

The nature of general practice activity at Servants Health Centre 

The ‘Why Study’ profiled the demographic characteristics and consulting behavior of 

patients who were likely to be atypical for New Zealand general practice patients.  Servants 

Health Centre patients had 1.2 RFEs per consultation.  Prescription requests were the top 

RFE, usually in the setting of a psychiatric condition or substance abuse.  The next most 

frequent RFE was a Sickness Benefit medical certificate request.  A psychiatric or substance 

abuse diagnosis was listed as the primary diagnosis in about two-thirds of these certificates.  

More Sickness Benefits at Servants Health Centre were claimed for psychological conditions 

and substance abuse than was the case nationally (65.3% versus 48.4%).  

 

This was a descriptive study; appropriate comparator data would facilitate interpreting this 

study’s findings, but were lacking.  The Bettering the Evaluation of Care and Health 

(BEACH) primary health care study in Australia uses the ICPC classification system, and is 

an ongoing study involving a rolling sample of Australian general practitioners.1086 However, 

differences between the Australian and New Zealand general practice contexts, such as 

health policy and institutional processes, make direct comparison difficult.  The most recent 

New Zealand study producing comparable data was the NatMedCa (undertaken in 2001-

2002), but NatMedCa used Read Codes rather than the ICPC system.1136 NatMedCa took a 

nationally representative, stratified sample of randomly selected general practitioners from a 

variety of settings, who provided data on their practices and themselves, as well as a 25% 

sample of patients in two week-long periods separated by six months.1137 The main relevance 

of NatMedCa to this discussion was its focus on a subgroup of community-governed, non-

profit clinics, who like Servants Health Centre served a mainly young, non-European (19% 

Māori, 34% Pacific), and socioeconomically deprived patient population.1136 Reasons for 
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encounter were recorded in the Waikato Medical Care (WaiMedCa) study (1991-1992) at a 

rate of 138 RFEs per 100 consultations, but were classified using a (United States) National 

Ambulatory Medical Care Survey instrument, rather than the ICPC system.1138 The most 

frequent ‘reasons-for-visit’ of patients at non-profit clinics in the NatMedCa study were 

requests for specific actions (administrative procedures and prescriptions).1136 The second 

most common ‘reasons-for-visit’ were non-specific symptoms and requests for 

investigations.1136 

 

At Servants Health Centre, there was an excess of consultations involving RFEs in the 

“General and Unspecified” (administrative), “Social Problems” and “Psychological” ICPC-2 

chapters, most likely at the expense of preventive care uptake or the management of chronic 

conditions, as follows.  First, for a patient population with high levels of comorbidity 

(prevalent conditions) and medical complexity as suggested by classifications in the 

electronic medical notes, fewer than expected RFEs (incident complaints) were brought to 

general practitioner consultations at Servants Health Centre.  In the NatMedCa study, there 

were 1.8 and 1.4 “reasons-for-visit” per general practitioner consultation for non-profit and 

all clinics respectively,1136,1137 whereas at Servants Health Centre there were 1.2 RFEs per 

consultation.   

 

Second, whereas only 3.0% of all reasons-for-visit by patients at the NatMedCa non-profit 

clinics were for administrative procedures,1136 15.3% of all general practitioner consultations 

by Servants Health Centre patients were for Sickness Benefit medical certificates.  Despite 

entering the top 10 most frequent RFEs at Servants Health Centre, that smoking cessation 

advice was sought in 2.2% of consultations actually reflects a gross underutilisation of 

services, given the smoking prevalence of 67% among the most socioeconomically deprived 

individuals in New Zealand.407  

 

Third, despite Servants Health Centre patients likely being ‘sicker’ than the NatMedCa 

cohort by disease frequency and severity, in general NatMedCa patients received more 

laboratory (17.2%) and radiological (4.1%) investigations, and a broadly similar rate of 

prescriptions per 100 visits (66.2%).1137 Reduced continuity of care at the Servants Health 
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Centre consequent to the large number of volunteer general practitioners collectively 

contributing 0.9 FTE general practitioner cover and the high DNA rate may have contributed 

to this result.  This DNA rate was similar to the 15% rate from an earlier audit at Servants 

Health Centre in June – August 2010.1139 These rates are higher than the 7% figure for a 

typical general practice clinic in the United Kingdom,747 but compares favourably with the 

DNA rates at psychiatric outpatient clinics (20%),748 and the DNA rate for males aged 16-35 

years at hospital outpatient clinics in general (21%).1140 

 

Servants Health Centre patients were more likely to consult to obtain repeat prescriptions 

and specific documents (such as Sickness Benefit medical certificates) from their doctor, 

than NatMedCa patients who were more likely to explore symptoms and other health 

concerns.  Most (74.2%) of the reasons-for-visit for NatMedCa patients generally fell outside 

the “Actions” (including therapeutic and administrative procedures) category.1137 In contrast, 

the majority of RFEs for Servants Health Centre patients were in the “General and 

Unspecified” (ICPC “A…” code) or “Social Problems” (“Z…” code) chapters.  To illustrate, 

typical Servants Health Centre consultations tended to not involve RFEs for complaints such 

as “I am worried about my anxiety” (“Psychological” chapter / “P…” code) or “My asthma 

is still bothering me” (“Respiratory” chapter / “R…” code).  Rather, Servants Health Centre 

patients were more likely to say that because of their anxiety or asthma, they needed to stay 

on the Sickness Benefit (“Z…” code), were unable to carry out their community work 

sentence (“Z…” code), or that they needed a further benzodiazepine prescription (“A…” 

code).   

 

These entrenched consulting behaviours were probably driven by conflicting factors.  The 

daily experience of hardship makes marginalised groups likely to normalise ill-health as part 

of ordinary life.  Socioeconomic deprivation is also associated with a greater likelihood of 

believing that health is outside one’s locus of control, and of curtailed expectations about 

future health.  These factors may predispose Servants Health Centre patients to ignoring 

minor symptoms, especially since before their enrolment at the Servants Health Centre 

consulting about these symptoms would have incurred financial costs.  On the other hand, 

when Servants Health Centre patients did consult about specific symptoms, “stress”, 
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“abdominal pain” and “headache” were frequent RFEs (Table 8).  It is plausible that with 

limited available coping resources, socioeconomically deprived patients are more likely to 

experience functional pain syndromes,1141 and to report greater functional disability from 

their symptoms.1142 This is consistent with the high rate of Servants Health Centre patients 

consulting about their Sickness Benefit.G  These were in effect requests for sick role 

legitimation, which are more common among more disempowered individuals.654 

 

Limitations 

Although the ‘Why Study’ explored general practice activity at Servants Health Centre as 

determined by patients’ consulting behaviour, the individual behaviour of clinicians and the 

clinic’s ethos could have contributed to the study’s findings.  As before, that I was a 

researcher with a joint ‘insider’ role as clinic general practitioner was a potential source of 

bias.  Servants Health Centre general practitioners’ clinical notes were reinterpreted to 

generate ICPC RFE codes.  This process might have been influenced by pre-existing 

conceptual frameworks and beliefs I had from my experiences as a general practitioner, such 

as about why Servants Health Centre patients visit their doctor.  It would have been desirable 

for another member of the research team to crosscheck ICPC codes, but permission would 

have been required from the clinic’s governance board for an external researcher to access 

de-identified clinical notes.   

 

Because RFEs were manually coded retrospectively, the study period was necessarily short.  

Also, data were collected only for patients who attended the clinic.  As with NatMedCa, this 

may have resulted in oversampling sicker patients, as consultation intensity usually clusters 

around an illness exacerbation.  The patients in this audit may thus be composed of Servants 

Health Centre patients exhibiting ‘outlier’ consulting behaviour, bearing in mind that they 

were already outliers with respect to general practice patients in general.  The group whose 

                                                        
G By contrast, 72% of New Zealand general practitioners complete five or less Sickness 

Benefit medical certificates per week.  Bratt D, Hawker A. Ready, Steady, Crook: Are we 

killing our patients with kindness?  South General Practice and Medical Exhibition; 

Christchurch 6-8 August 2010 
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consulting behaviour was closest to that of Servants Health Centre patients was the ex-

prisoners in a Belgian primary health care study, who like Servants Health Centre patients 

had an average of 1.2 RFEs per encounter, and who also tended to consult for administrative 

and psychological RFEs, or specifically with prescription requests.1143 

 

I could not establish whether the consulting behaviour observed reflected the characteristics 

of all Servants Health Centre patients, or was a result of the measurement method and wider 

context of care.  Institutional factors may explain the lower intervention rate there than in the 

NatMedCa study.  Coding for diagnostic and therapeutic procedures (‘processes of care’) 

was not directly comparable between Servants Health Centre and NatMedCa clinics, but 

patients received on average fewer ‘processes of care’ at Servants Health Centre compared 

with patients in the BEACH study in Australia.1086 An existing New Zealand study using the 

ICPC classification system would have been helpful to standardise the coding procedure 

used in this audit.  I could find only one published study mapping Read Codes used in 

primary health care in New Zealand with ICPC-2 Codes used in Australia.1144 However, this 

study excluded consultations with only administrative, process or preventive care codes, all 

of central interest here.  Socioeconomically deprived patients use preventive care services at 

low rates even when access is free-of-charge.756  

 

Commentary: 'How Study' 

The main finding in the ‘How Study’ was that Servants Health Centre enrolment 

significantly increased emergency department visits by its ‘high-needs’ patients (adjusted 

IRR=1.28), compared with matched Dunedin residents.  No statistically significant change in 

hospital admissions was seen for admission rates generally, lengths of stay, and admission 

rates for ambulatory care-sensitive conditions. 

 

Comparison with other published studies 

Published literature from health systems where there is a significant cost barrier to primary 

medical care but where secondary care services are free at point-of-use (like New Zealand) is 
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meagre.  I am unaware of any published research assessing the effect of free primary health 

care access on hospital use in such settings. 

 

Previous New Zealand research originated from a Christchurch free clinic.  While its target 

population was likely to delay seeking medical care, go without prescription medication, or 

sacrifice vital necessities such as power, food and clothing because of cost barriers to health 

care,286,287 after enrolment at the free clinic, patients were able to consult their doctor 

according to their level of health need.8,288 Such needs-based utilisation patterns was absent 

at fee-charging clinics.8,288 Patients at the Christchurch free clinic reported their local 

emergency department as an alternate source of medical care.287  

 

In the United States, where most of the published work relevant to this study arises, user 

charges pose a cost barrier to both primary and secondary services, even for urgent medical 

care.1145 Safety-net clinics comprise federally-funded Community Health Centres that offer a 

sliding scale fee schedule according to patients’ incomes,247 and free clinics that provide 

services to medically uninsured patients at no or nominal cost, doing so by enlisting 

volunteer clinicians and medical students as staff.222,249,250 Where no-charge health care was 

unavailable, free clinic patients reported seeking care at ED, or deferring care altogether.263 

Safety-net clinics providing affordable primary health care were associated with reduced 

hospital use by vulnerable patients.310,1146 

 

There is some agreement between the results of the ‘How Study’ and published research.  

Where accessible primary health care services were provided in parallel to ED services, both 

service streams showed progressive increases in use.982 Demonstrably improved primary 

health care access following New Zealand’s Primary Health Care Strategy in 2001 did not 

reduce ACS hospital admission rates, and in fact socioeconomic disparities in ACS 

admission rates widened in the decade following the Strategy.903 No change in hospital 

admissions was found with the provision of outreach services to homeless patients in New 

Zealand,985 and free primary health care to uninsured patients in the United States.1146 
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Potential explanations 

Increased primary health care access did not reduce secondary care use by Servants Health 

Centre patients.  Despite being younger on average, multimorbidity as measured by the CDS 

and the Charlson index was more prevalent in Servants Health Centre patients than in 

controls.  Servants Health Centre patients also had more hospital outpatient appointments 

than controls.  It could be that for socially vulnerable patients with high levels of co-morbid 

physical and psychiatric conditions, secondary care use is an insensitive indicator of 

adequate primary health care access.  Servants Health Centre patients may have initially 

required more ambulatory care services due to previously unmet health needs.  Reductions in 

secondary care use may be both distal to, and considerably delayed after, these changes.  The 

lag time for improvements in patients’ health status may be greater than the study period, and 

many intermediate factors may need to intervene before a reduction in hospital use is 

observed. 

 

The effect of Servants Health Centre enrolment on ED use was observed for after-hours ED 

visits and visits when Servants Health Centre was open.  High-needs patients may use ED 

services in addition to, rather than as a substitute for, general practice services.846,929 For 

these patients, increased access and linkage to primary health care may paradoxically be 

associated with increased ED use.846,930,931 Empirically, ED frequent 

attenders31,839,849,852,862,863,928 and patients who visit ED for medically non-urgent problems929 

are also likely to frequently consult in primary health care.  Psychosocial factors may 

habituate patients to using ED as their primary source of health care,942 so providing primary 

health care access alone may be insufficient to alter entrenched tendencies to consult at ED 

for primary health care-appropriate problems.943 

 

Limitations 

This study, in effect, evaluated a complex intervention (providing primary health care access 

without user charges) using a ‘natural experiment’ – the establishment of a free clinic.  

Participants’ allocation into treatment groups was not controlled.  The study was necessarily 

retrospective, and used routinely collected data.  I sought to balance treatment and control 

groups on a range of matching covariates.  This was expected to make study groups more 
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comparable, and the results less dependent on the regression model’s assumptions.1147 For 

complex multilevel observational data, propensity score methods can be more robust than 

regression adjustment alone,1148 and when combined with hierarchical modelling, give less 

biased results than direct modelling.1149  

 

Biases could have been introduced through matching1150 or regression adjustment1151 on 

covariates that were either proxies for or themselves intermediaries in the causal pathway 

between Servants Health Centre enrolment and hospital events.  The matching covariates 

used were unlikely to be intermediate factors in the causal pathway above.  Also, over-

matching or over-adjustment typically biases estimated treatment effects towards the 

null.1151,1152 While underestimated effects are generally preferable to type I errors (false 

positive claims) in a research context, rather than finding small or no reductions in all 

outcome measures, the estimated IRRs for ED visits were strongly in the opposite direction 

than expected.  Over-matching or over-adjustment could still explain the non-significant 

effect on hospital admissions.  This study may have been underpowered to detect a small 

change in hospital admissions.  Also, the relaxed definition of ‘Servants Health Centre 

patient’ by the agency that supplied my data made the study vulnerable to contamination bias 

from patients migrating between clinics, which would further mask a small effect.   

 

Continued influx of high-needs patients into Servants Health Centre may explain the 

discordance between the main findings and the results of the sensitivity analysis.  Data from 

Servants Health Centre’s entire ‘ever enrolled’ list produced IRRs for admissions that were 

1.47 or more (p<0.001).  Analysing data for patients who were continuously enrolled or had 

at least one enrolled quarter before and after Servants Health Centre opened, no statistically 

significant changes in admission rates were found (Table 12).  Figure 12 suggests net 

migration after January 2010 of new patients from outside Dunedin City into Servants Health 

Centre, contributing to admissions and ED visits after but not before the Servants Health 

Centre opened.  However, since continuously enrolled Servants Health Centre patients 

increased their ED use like patients in the main analysis, the observed relationship between 

Servants Health Centre enrolment and increased ED use was unlikely to be spurious.   
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Figure 12: Analysis of Servants Health Centre patients enrolled on both versus one side 

of 1 January 2010 
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 A salient message from the literature is that previous patterns of health service use predict 

current utilisation.721,839,851,865 From the ‘What Study’, an anticipated key difference between 

study groups in the ‘How Study’ was the high baseline use of health services by Servants 

Health Centre patients.  Thus, I matched controls on the basis of baseline admissions and ED 

visits.  The downward trend of ED visits may have arisen from regression to the mean,868 

manifest as a natural attrition of frequent attenders over time.866,867 Although an IRR of 

greater than one argues against this phenomenon as the main explanation for the ED visit 

results, it is possible that Servants Health Centre patients and controls were differentially 

affected by the phenomenon. 

 

Implicit to this study’s aims was the presumption that patients would readily use primary 

health services where its supply was made available.  I did not measure patients’ use of 

primary health care services, let alone their engagement in primary health care.  Between 1 

October 2013 and 30 September 2015, the mean general practitioner consultation rate was 

5.0 for Servants Health Centre patients and 3.3 for other Dunedin City clinic patients 

(p<0.001) (personal communication, WellSouth Primary Health Network, 26 November 

2015).  These figures give no indication of whether service usage was commensurate to 

need.  In Crampton’s Health Care Aotearoa case study, despite having access to low cost 

services, registered patients at third sector clinics had a low overall utilisation rate of 2.8 

visits per person per year to a health professional.69,201 In a twelve-month period, 53.9% of 

registered patients had consulted at least once, compared with around 80% of the New 

Zealand population.69,201 Even where services are free at the point of use, uptake of care may 

be suboptimal.755,756 Socioeconomic gradients are typically much shallower for use of 

services than for measures of disease prevalence.1153  

 

Access is a multi-dimensional concept encompassing elements of whether services are 

acceptable to patients, appropriate to their health problems, and effective in achieving their 

aims.1154 ‘Access’ thus shares attributes with ‘quality of care’,1129 which this study’s scope 

also excludes.  Finally, I made no attempt to examine the ‘appropriateness’ of service usage.  

There is limited consensus among health professionals about how this should be 

defined,871,873 and even less agreement between patients and clinicians.872,874,875 
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Synthesis of findings 

What follows is a brief restatement of the problem and motivations behind my PhD research, 

followed by a discussion of how the findings of the individual studies integrate with each 

other.  The establishment of Servants Health Centre provided the opportunity to conduct a 

‘natural experiment’, to study both the supply and effect of free primary health care 

provision.  In this regard, understanding the unique phenomenon (Servants Health Centre) 

was a sufficient reason in itself for a case study – one which Stake refers to as an ‘intrinsic 

case study’.1014 In addition, my personal experiences as a volunteer general practitioner at 

Servants Health Centre for four years impelled me to better understand the characteristics of 

the patients I felt were most underserved by health systems.  Since ‘excessive’ use of 

hospital services is problematised and hospital use for certain conditions is seen as an 

indicator of primary health care access, I also hoped to determine how access to free-of-

charge primary health services at Servants Health Centre affected hospital use by its patients. 

 

The ‘Who Study’ provided a vignette of the typical patient at Servants Health Centre: young, 

European (although more likely to be Māori than her counterparts at other Dunedin clinics), 

unemployed, and socioeconomically deprived.  The NZDep2006 decile of the 

neighbourhood the patient lived in belied the extent of the deprivations in daily necessities 

she experienced at an individual level.  The typical patient would say that she was 

experiencing poor health, and the expected underlying health conditions were of a 

respiratory or psychiatric nature, or both.  This patient was also likely to simultaneously 

make frequent visits to her general practitioner and to ED, but report experiencing unmet 

health needs in terms of prescription medicines, and general practice and dental services.  In 

the ‘Who Study’, regression analyses suggested that, per expectation, increased 

socioeconomic deprivation was associated with reduced health status and increased general 

practitioner visits. 

 

The ‘What Study’ fleshed out this vignette further.  The typical Servants Health Centre 

patient had complex needs, evidenced by the magnitude of health services usage, and the 

breadth of services being used across different government sectors.  Where a chronic disease 
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was present, it was likely to be at an advanced stage, with multiple medical complications 

already developed.  (The ‘How Study’ suggested that a chronic condition occurring singly 

was unlikely, as multimorbidity was prevalent at Servants Health Centre.)  In addition, the 

typical patient was likely to concurrently suffer physical and mental illness, and her health 

care was further complicated by the coexistence of social service needs and justice sector 

involvement.  She was likely to report valuing the interpersonal aspects of the care given at 

Servants Health Centre, and being able to ‘drop in’ without prior appointment.  The spiritual 

care offered at Servants Health Centre was likely to be acknowledged as playing an 

adjunctive role to the other services received, and the clinic’s Christian ethos was not 

reported as being intrusive or coercive.  Unscheduled encounters with this patient were likely 

to involve practical help for day-to-day frustrations, and emotional support for distress 

arising for a broad range of seemingly intractable social problems. 

 

The ‘Why Study’ and the ‘How Study’ drew attention to what may be construed as the 

shortcomings of the existing service delivery framework at Servants Health Centre, and its 

interface with patients.  Despite their high levels of multimorbidity, rather than exploring 

health concerns, Servants Health Centre patients were predisposed to consulting for a repeat 

prescription, or a renewal of an administrative document (chiefly the Sickness Benefit 

medical certificate).  That Servants Health Centre patients brought fewer than expected 

‘reasons for encounter’ to consultations, and received fewer ‘processes of care’ such as 

medical tests, procedures and specialty referrals, signalled a degree of underutilisation of 

services insofar as the content of consultations was concerned.  I was unable to ascertain 

whether the frequency of visits at Servants Health Centre reflected service underutilisation, 

although patients already had higher than average general practitioner consultation rates.  

Despite the increased availability of ambulatory care services when Servants Health Centre 

opened as measured by general practitioner visits and hospital outpatient clinic 

appointments, Servants Health Centre patients made greater use of the emergency 

department and their hospital admission rates did not decrease.  These findings could have 

originated from institutionalisation on the part of patients, who were accustomed to obtaining 

routine medical care in hospital settings, and on the part of health providers, who may have 

settled on certain response patterns when dealing with patients who were felt to be 
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challenging.  This explanation, and the findings of the ‘Why Study’, are consistent with 

those of a Belgian study of current prisoners, who like Servants Health Centre patients had 

an average age of 34 years, consulted their general practitioner frequently, but brought an 

average of only 1.2 ‘reasons for encounter’.1143 The general practitioner visits the Belgian 

prisoners made were also mainly for administrative and mental health-related reasons, and 

the authors of the study noted that most encounters were “motivated solely by the request for 

medication”.1143 Servants Health Centre patients could also have grown tolerant to chronic 

ill-health, or become used to subordinating their health needs to more immediate social 

needs.  However, none of these speculations preclude the possibility of free primary health 

care provision being in and of itself ineffective in improving health outcomes, of which 

hospital use is taken as a proxy measure. 

 

 

Implications 

In this section, I consider the potential significance of my research findings from the point of 

view of a clinical leader, a policy analyst, and a researcher.  No clear-cut solutions are 

proffered.  Rather, the data speak to the need to take a circumspect view on the issue of 

primary health care access for vulnerable populations.  At the same time, since there is an 

imperative to act in spite of the limited evidence base, I suggest possible ways forward based 

on my appraisal of the literature and the results of this research. 

 

Implications for clinical services 

From the above discussion, it should be clear that generic primary health services will 

struggle to cope with the kind of patients enrolled at Servants Health Centre, who are 

themselves struggling to cope.  To borrow policy jargon: Servants Health Centre patients are 

both “high-needs”, yet “hard-to-reach”.  The ‘triple whammy’ of physical multimorbidity, 

mental illness and social vulnerability is widespread in this population, but these patients 

have a tendency towards episodic care involving administrative tasks, rather than actively 

engaging in anticipatory care.  In the ‘Why Study’, Sickness Benefit medical certificate and 

prescription renewals were the most frequent triggers for general practitioner contact.  A 
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mismatch between the values and goals of patients and clinicians can lead to poor uptake of 

services, or poor adherence to recommended treatments.  Traditional approaches to 

preventive care are likely to have only limited traction with patients like those at Servants 

Health Centre,1155 for whom greater healthcare engagement might be gained only across 

multiple episodes of care, over a sustained period of time.1156 An element of outreach may 

enhance such engagement,198 but from the outset health providers need to be comfortable 

that empowering patients to change their consulting and health behaviours requires 

deliberate effort over serial visits, with only small, incremental changes seen at any given 

time734,1157 – such is the business of ‘nudging’.  Where the social environment is conducive 

to behaviour change, and where by happenstance a significant life event intervenes,1158-1160 

this patient ‘nudging’ produces momentum – ‘sliding’ – and the patient experiences a 

breakthrough in the health issue. 

 

The labour described above, and the poor returns likely, are liable to defeat even the most 

committed clinicians.  The task at hand is made harder by the time pressures in general 

practice, and where vulnerable patients, anticipating yet another difficult encounter with a 

health provider,437 display a lack of trust or respect.  Unsurprisingly, a prominent discourse 

within the medical literature labels patients fitting the above descriptions as “heartsink”,1161 

“difficult”,1162,1163 or even “hateful”,1164 and encounters with them are accorded similarly 

pejorative descriptors.  Consultations with complex patients are the norm at Servants Health 

Centre, and in my experience patient-related factors that made consultations and the 

relationship with these patients strenuous were the very factors that marked them as 

vulnerable individuals.  Effectively caring for vulnerable patients calls for a pragmatic, 

socially competent health care team.1165 As seen in the ‘What Study’, the health needs of 

patients were embedded within their wider needs, so a multifaceted, person-focused 

approach was needed that involved not just attending to their health needs.  Access to health 

services is important, but these services should also be appropriate to the particular needs of 

the target population, taking into account the competing realities and hardships faced by 

vulnerable patients.431 Usually, such a model of care integrates health care and social 

services.483 
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A clinician’s influence extends beyond their encounters with individual patients (the micro 

level), through to how their institution delivers health services (the meso level), and on to 

policy and resource allocation (the macro level).  To more decisively address the social 

issues that affect patients’ health, the work of health professionals at the clinical coalface 

should ideally be combined with active policy engagement.  Rather than access to health 

care, socioeconomic factors are the fundamental drivers of health disparities.447 Health 

behaviours are also an important determinant, but explain only a small amount of 

socioeconomic disparities in health.578 Attempting to modify risk behaviours at the 

individual level should not undermine a global approach to rectifying the negative effects 

social structures and the family context have on health.449  

 

Implications for health policy 

Engagement of general practitioners is an essential component 

General practitioners are a powerful group that dominates the primary health care sector.  

The formation of IPAs was instrumental in allowing general practitioners to collaborate to 

advocate for joint interests, and to receive and manage considerable amounts of public funds 

earmarked for primary health care services.94,109,128,1166 By not being shackled as government 

agencies were to political constraints, IPAs enjoyed a high level of discretion over the use of 

their budgets, and actively participated in national policy through the Independent 

Practitioners’ Association Council.138 When PHOs were created in the 2000s, rather than 

concede to what was widely interpreted to be an implicit government manoeuvre to eradicate 

IPAs,81 general practitioners used IPAs as a platform to continue asserting themselves in this 

new environment.  PHOs came to be heavily reliant on IPAs for their clinical programmes 

and ‘backroom’ functions (such as management services and information technology 

infrastructure),81,151,1167 and had general practitioners ensconced in their governance 

boards.151 Their involvement with PHOs provided general practitioners with a vehicle for 

engaging the health system, and DHBs in particular, that had a different sort of legitimacy 

from IPAs.141 As a result, PHOs have been described as “general practitioner supplier-owned 

co-operatives”151 and as “exist[ing] in name only”.81 Moreover, concern has been raised in 
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the third sector about “general practitioner capture of PHOs and the subsequent dominance 

of the medical model” as impeding the health promotion role of PHOs.1168 

 

Where reducing the primary health care cost barrier for children has been the express target 

of successive government policies, the power dynamic between general practitioners and 

government is clearly evident.  The government initiative in 1985 to substantially subsidise 

primary health care visits for all children was successfully blocked by the New Zealand 

Medical Association on account of the patient copayment ceiling accompanying the 

scheme.67,112 A group of general practitioners, as plaintiffs, had applied for a review of the 

initiative by the High Court, which ruled that the Minister of Health had overreached his 

powers in seeking to control the fees charged by doctors.1169 A decade later, in response to 

intense lobbying by general practitioners, the free child health care scheme that was 

ultimately introduced in 1996 did not restrict the fees charged by general practitioners.1170 

The ‘Zero Fees For Under Sixes’ package in 2007 was likewise unsuccessful in guaranteeing 

universally free primary health care for children aged less than six years during normal 

working hours.143 Participation by general practitioners in the expansion of this scheme to 

provide free after-hours primary health care services for children under six years in 2011,1171 

and free primary health care services during normal working hours for children under 

thirteen years more recently,1172,1173 was made similarly voluntary. 

 

The general practitioner community is a major stakeholder in the effort to reduce health 

disparities, and their engagement is critical in all policy interventions aiming to achieve this.  

This is also because primary health care is the linchpin of population health and health 

systems, and health care itself can, unless it is equitably distributed, contribute to health 

disparities.  I recognise, however, that the prevailing for-profit small business model of 

general practice in New Zealand is not conducive to removing the primary health care cost 

barrier for vulnerable populations.  The call-to-arms is therefore directed at general 

practitioners who are interested in expanding primary health care for vulnerable groups, and 

who are willing to adopt new models of funding and delivering primary health care services.  

Collectively, these general practitioners could lead the health system’s approach to 

vulnerable patients, and provide mutual support in what is typically a challenging area to 
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work.  It is also this group of general practitioners with whom partnership in policy 

development is likely to be productive.  There is a precedent for this in Scotland, where 

‘General Practitioners at the Deep End’ serving the most severely deprived areas have 

banded together to achieve shared goals.1174 When seeking to engage general practitioners, a 

favourable response is more likely by appealing to their role as advocates for their patients’ 

welfare, while recognising their status as autonomous professionals, and the responsibilities 

that most general practitioners also have as partial or full owners of private businesses. 

 

 

Third sector clinics are an essential component 

Third sector clinics play a ‘gap filling’ role for vulnerable populations 

Unmet need for primary health care services by certain population groups has persisted 

throughout the myriad health sector changes in New Zealand.  The primary health care 

market of the 1990s did not set out to efficiently or equitably cater to the needs of 

populations.79,130 The neoliberal reforms of the 1990s were associated with a reduction in 

primary health care use by beneficiaries and children,1175 and criticised for allocating an 

underwhelming share of health resources to Māori.1176 The introduction of targeting through 

CSCs did not fully compensate for the effect of socioeconomic factors, so that low-income 

status and Māori/Pacific ethnicity were not associated with increased primary health care 

utilisation commensurate to health status.7,8,829,833,1126 Uptake of CSCs was incomplete 

among the eligible population,6,9 and even among CSC holders unmet health needs because 

of cost was prevalent.286 After the reforms of the 2000s, the way primary health care 

services were delivered to patients remained essentially unchanged from the model used 

during 1980s.97 High levels of unmet health need because of cost continued for 

socioeconomically deprived, Māori and Pacific patients,182,206,819 and the main 

beneficiaries of the increased primary health care subsidies were inadvertently non-Māori, 

non-Pacific patients and those residing in less deprived areas.1177 The aim of the 2006 Very 

Low Cost Access (VLCA) scheme was to ensure low patient fees at participating general 

practices, whose enrolled populations were stipulated to consist of at least fifty percent 

‘high-needs’ patients (Māori and Pacific patients, and patients living in NZDep quintile 5 
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areas).  However, a large proportion of patients who typically have lesser health needs 

benefit from capped fees at such clinics, and since the early years many clinics receiving 

VLCA funding did not have the required proportion of high-needs patients.1155 Serving 

patients who by definition have complex clinical needs but limited ability to pay also 

threatens the financial viability of VLCA clinics, especially since the extra VLCA funding 

typically does not allow operating costs to be met.1155  

 

The unmet health needs of certain populations and New Zealand’s health reforms prompted 

the formation of third sector clinics.  Trade union-sponsored health centres were established 

in the 1980s, and ‘by Māori, for Māori’ clinics in the 1990s.67,74,80,109 An unexpected 

consequence of the 1990s health reforms was its facilitation of third sector clinics being set 

up.  Purchasers (RHAs) were directed by policy guidelines to increase Māori participation at 

all levels of the health sector, and in some regions the purchasing and management of health 

services was devolved to iwi-based (tribal) organisations.126,834 The contracting framework, 

although in some cases an impediment,1178,1179 provided a mechanism for community-owned 

primary health care initiatives targeting disadvantaged populations to enter into service 

provision contracts and budget-holding arrangements with RHAs.94,135,139 The expansion of 

capitation funding with the Primary Health Care Strategy in the 2000s created a further 

incentive by potentially increasing the income of general practitioners servicing populations 

that previously received less than their share of health resources.133 The service delivery, 

funding and governance structures of Health Care Aotearoa organisations, discussed earlier 

in the introductory chapters, also served as the template for the formation of PHOs.81  

 

Third sector clinics are themselves vulnerable 

However, the funding and staffing structures of third sector clinics serving vulnerable 

populations are sources of vulnerability for these clinics.  Third sector clinics are often 

heavily reliant on government funding.  Increased accountability to government and pressure 

to attain outcomes on which funding is contingent force third sector organisations to reorient 

their operations towards measurable outcomes and clients for whom funding is available.  

Where external funding is reduced, services at third sector clinics risk being withdrawn.  

Also, because funding streams have traditionally been linked to general practitioner services, 
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the loss of general practitioners from third sector clinics is often accompanied by drastic 

reductions in funding, which may threaten the financial viability of the service.  Finally, 

because on average roughly sixty percent of general practice income is typically drawn from 

patient copayments,74 capitation funding is usually by itself insufficient to meet running 

costs.214 Serving 1,700 high-needs patients, the Calder Centre is affiliated with the Auckland 

City Mission and operated at an annual deficit of $300,000 in 2014, preventing them from 

offering free general practitioner services to their patients (Dimitri Germanov, Calder Centre, 

personal communication, 18 November 2014). 

 

Free clinics are a special subgroup of third sector clinics, and are rare in New Zealand.  Of 

the 1,058 general practice clinics currently in New Zealand (Joyce Brown, RNZCGP, 

personal communication, 29 October 2014), 296 receive VLCA funding,1155 but in my 

survey only 18 clinics offered general practice services free-of-charge to all age groups.  

Half of these clinics were located in Special Medical Areas, originally established in 1941 by 

the government to attract general practitioners to rural and remote geographic areas, under a 

framework in which the doctors were salaried employees providing services free-of-charge 

to patients.67 The resident populations in the Special Medical Areas containing free clinics in 

our survey - Hokianga and Whangaroa in Northland, Opotiki District in the Bay of Plenty, 

and the East Coast of the North Island - are greater than fifty percent Māori, and have high 

levels of socioeconomic deprivation.  Waiheke Island’s free clinic and the four free clinics in 

South Auckland are all located on marae, and the free clinic in Hamilton was formed through 

merger with a Pacific people’s trust.  The future of free clinics in New Zealand is 

endangered.  The free clinics run by Ngāti Porou Hauora, an East Coast Māori health 

provider, have run at a financial deficit since 2011 because capitation funding does not cover 

their operating costs.1180  

 

Servants Health Centre, currently the only free clinic in the South Island, does not charge 

fees for any services, relying instead on voluntary labour and drawing its income almost 

entirely from government funding, donations and grants, as shown in Table 14.  Around the 

time of this research, a mismatch between income and operating expenses at Servants Health 

Centre320,322 increased its exposure to the continuity of other sources of income such as 
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donations and specific PHO funding streams such as VLCA funding,321 and a temporary 

arrangement with the local PHO to extend funding for sexual health consultations at Servants 

Health Centre.1181,1182 Because as discussed above the primary health care funding paradigm 

has consistently been based on patient copayments supplemented by government subsidies, 

not charging copayments threatens the financial sustainability of clinics whose target 

populations are vulnerable patients.  Clinics providing free services are liable to either close 

down (such as the Wellington People’s Centre) or introduce doctors’ fees for consultations 

(such as the Kingdom Clinic in Christchurch).  

 

Table 14: Relative contribution of income sources for Servants Health Centre 

Income Source Approximate Contribution 

Capitation payments 45% 

Donations and grants 15% 

Very Low Cost Access payments 10% 

Accident Compensation Corporation (ACC) payments 5% 

General Medical Services (GMS) payments 5% 

Other Primary Health Organisation (PHO) payments 10% 

 

Source: Minutes of Servants Health Centre board of trustees’ monthly meetings. 

 

 

A way forward? 

To crystallise the above discussion into a potential solution, this research suggests that New 

Zealand needs a network of ‘safety-net’ primary health care clinics.  The central pillar on 

which this PhD rests is the premise that third sector clinics have arisen to serve specific 

population groups whose health needs were not being catered for by either the government or 

private sectors.  The role of third sector clinics, in essence, is to fill the gap created by 

incumbent governments and general practitioners as a professional group failing to ‘meet in 

the middle’, a repeating idea in the introductory chapters.  In the introductory chapters, one 
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proposition was that successive health sector reforms had neither removed primary health 

care access barriers, nor materially altered the conduct of primary health care.84,97,109,128 

Whether New Zealand can afford universally free primary health care services is 

contentious, although I note that one of the reasons for withdrawing hospital user charges in 

the early 1990s was that administering these charges was costing the government more than 

simply providing free hospital services.126  

 

Proportional universalism as advocated by the Royal New Zealand College of General 

Practitioners,1183 represents a middle ground between universalism and a fully targeted 

approach, and involves distributing resources across the whole population progressively 

according to health need and socioeconomic disadvantage.  However, noting that in universal 

health care systems primary health care funding does not match the level of population 

need,1153 I am instead mooting targeted funding and dedicated primary health care facilities, 

aimed at high-needs patients.   

 

Seen as a whole, the results of this PhD research imply that the complex needs of patients 

such as those attending Servants Health Centre are better served at a ‘fit for purpose’ clinic.  

I made the point earlier in this chapter that the way general practitioner services are currently 

funded and delivered makes it difficult for standard general practices to adequately care for 

patients at the extreme of the needs spectrum.   

 

Existing mechanisms to allocate funding according to need, for example the VLCA and CSC 

schemes, have increasingly been criticised as ineffective.1184-1186 An explanation could be 

that these mechanisms operate at clinics serving both high-needs patients and those with 

more average levels of need.  For example, only 56% of patients at VLCA clinics are by the 

Ministry of Health’s definition ‘high-needs’.1155 The eligibility thresholds for these schemes 

are low, and because their designated budget must be spread over a large number of clinics, 

ultimately their redistributive effect on funding does not follow need steeply enough.  That 

is, a patient with very high-needs does not attract commensurately more funding than a 

patient with moderately high-needs.  Consequently, a clinic whose register contains patients 

with contrasting levels of need has to on the one hand devote a disproportionate share of 
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resources to a small number of patients for whom they are under-remunerated, while on the 

other hand still serve a large number of ‘median’ patients whose demand for ‘standard’ 

consultations accounts for most of the clinic’s volume of work.   

 

The precise policy solutions should be tailored to local circumstances, but will usually 

involve blending government funding with service delivery by third sector providers.  Even 

where general practitioners are salaried employees, the level of public funding currently 

available makes the running of third sector clinics financially unsustainable.   

 

Regionally, it has been mooted that at least one PHO be given specific mandate for primary 

health care services to high-needs groups, and this function be delegated to District Health 

Boards where this is not possible.1187 Workforce development, such as through the use of 

nurse practitioners, may bring third sector clinics increased capacity to serve vulnerable 

populations.214 Finally, the shortcomings of safety-net clinics in the United States are 

instructive in the development of a solution in New Zealand.  The majority of such clinics 

are Community Health Centres, which receive federal government funding, but serve only 

small numbers of medically uninsured patients, and charge fees on a sliding scale.  Free 

clinics in the United States are fewer in number, and rely on philanthropic funding sources 

and volunteer clinicians.  While United States free clinics see greater proportions of 

uninsured patients, they tend to be open for limited hours, offer a limited range of services, 

and their patients are more likely to experience poorer continuity of care.   

 

Transferring these lessons to New Zealand, free clinics can make a distinct contribution, 

separate from the contribution already made by third sector clinics generally, as free clinics 

serve vulnerable patients with more extreme levels of need.  Even small copayments would 

result in unmet needs in these groups.  Like their American counterparts, free clinics here are 

under-resourced relative to their task.   

 

In summary, primary health care access for vulnerable populations should occupy a more 

central position in health policy development.  Third sector clinics, which have taken on the 

mantle to serve vulnerable populations, are as a general rule under-resourced to care for 
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high-needs patients.  Funding primary health services for vulnerable populations is a core 

responsibility of government, and should not be devolved entirely to philanthropic or 

volunteer-based organisations. 

 

Addressing the social determinants of ill-health is an essential component 

A comprehensive review of the social determinants of ill-health is outside the scope of this 

thesis, but I would be remiss to not reference the structural and societal factors that are the 

main causes of health disparities.447,449 Health risks must be addressed long before they 

become diseases, because by the time people become sick, it may be too late to avert a 

hospital visit - if hospital use is taken as a proxy for ill-health, as in the ‘How Study’.  

Because health inequalities stem from social stratification and health care access barriers that 

are both avoidable and unfair, they are deemed health inequities.1188 One efficient health 

policy approach is to widen the focus from ‘high risk individuals’ to the whole population, so 

as “to shift the whole distribution… in a favourable direction”.1189 The main drawback with 

this solution is that no direct action is taken on unequal and unfair health outcomes.1190 

 

The remainder of this section focusses on access to health care, which can itself be a cause of 

health inequities.445 One inference from the ‘How Study’ was that although Servants Health 

Centre patients had access to free primary health care, many were not actually accessing 

these services.  To define ‘access’, the literature distinguishes the supply or availability of 

services, which is a weak measure of access to health care, from the actual use of the 

services, which is the realisation of access.19,438,1191 In the ‘Why Study’, when patients did 

access these services, they often did so for reasons that were not entirely consistent with the 

expectations of health professionals (who may have liked to spend more time on health 

promotion).  That patients recognise particular health issues as ‘serious’, and thus give these 

issues priority, is as important to access as the affordability of services.438 So, as discussed in 

my commentary on the ‘How Study’, ‘access’ has other dimensions which influence whether 

patients use services, such as whether these services are relevant to - that is, a good ‘fit’ with 

- the needs of patients.438,1192 In the ‘What Study’, I sought to determine whether and how 

Servants Health Centre’s model of care matched the needs of vulnerable patients.  Despite 

what might be interpreted as a good match, and assuming that in the ‘How Study’ Servants 



 180 

Health Centre patients were accessing services as much as they needed, their use of hospital 

services did not decrease, and in fact their ED visit rates increased after enrolment at 

Servants Health Centre. 

 

Utilisation rates give no indication of the quality of services19 nor, as the ‘Why Study’ 

shows, the content of consultations.  It may also be that primary health care access by itself 

is an insufficient factor for improving the health status of patients.  However, it is probably a 

necessary factor: primary health care access serves as the ‘gateway’ to health, since it is the 

first point of contact in the health system for individuals and families to receive person-

focussed and comprehensive health care over time.1193 Rather than focus only on lifting 

utilisation rates, primary health care services to vulnerable patients should be better 

resourced to foster engagement in care, uptake of preventative care, and manage chronic 

conditions.  As alluded to earlier in this chapter, patients with complex health needs require a 

more intensive, individualised model of care, typically incorporating elements of case 

management and community outreach.1194 The designated clinics I am advocating for in the 

previous section are a step towards achieving ‘vertical’ equity.  By this principle, because the 

most vulnerable and marginalised groups have considerably different needs to the general 

population, they should receive services that are appropriately differentiated in terms of 

volume and quality.19,438 

 

Access barriers are present not just for standard general practice services.  Low-income 

households are more likely to require after-hours services than their affluent counterparts,1195 

but the average cost of an after-hours visit (for example, $44 in 2013 for children over six 

years)1196 is prohibitively expensive for the target population of free clinics.  Cost barriers 

outside general practice also require attention; a large proportion of respondents at both 

clinics in the ‘Who Study’ reported not being able to afford prescription charges and dental 

fees.  Participants in a recent study of Dunedin residents living under economic duress spoke 

of sacrificing other necessities to afford prescription charges, and of having to be selective 

about which prescription items they picked up.1197 Any solution necessarily involves the 

social welfare and other sectors, given that vulnerable patients suffer greater exposure to 

non-financial barriers to health care.1198,1199 
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In summary, the results of the ‘How Study’ may give policymakers pause for thought about 

the effectiveness of improved primary health care access as the main vehicle for reducing 

secondary care use by high-needs patients.  As I have argued, the implications are that they 

should explore other policy options not as alternatives to primary health care access, but in 

addition to primary health care access.  I also suggest that rather than focus only on reducing 

cost barriers to health services, they should broaden their scope to make other factors 

salutary to health affordable. 

 

Implications for research 

The customary concluding statement that further research is needed does not say enough of 

how little research evidence there is for helping vulnerable populations to make appropriate 

use of health services, and for redressing their disadvantage in health outcomes generally.  I 

have grouped the first set of knowledge gaps under the umbrella of ‘fuzzy definitions’.  An 

accurate way of identifying patients like those at Servants Health Centre from administrative 

data is lacking, as is a means of measuring unmet health needs.  Throughout this research, I 

have not found a concise definition for this heterogenous patient group.  Gatekeeping at 

Servants Health Centre invariably involved a person-to-person, narrative component.  This 

aspect makes targeting health resources to individuals challenging for policy.  Further 

‘fuzziness’ arises from the lack of a process measure for the underuse or overuse of health 

services by high-needs patients, and for ascertaining ‘appropriate use’ – itself a contested 

term. 

 

The second area for further research occurs where ‘non-transferability’ is seen.  In such 

situations, observed changes or solutions in one arena may not be applicable to another 

arena.  For instance, strategies that bring health service utilisation by the general population 

towards desirable patterns may be ineffective in high-needs patients.  Interventions that 

improve primary health care access may not translate into ‘rationalised’ secondary care 

utilisation, as seen in the ‘How Study’.  Furthermore, favourable outcomes as measured by 

changes in health service utilisation may not mean that the health of patients has improved. 
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Having outlined the unresolved research issues, the following is a ‘wish list’ of research 

desiderata for planning primary health care services for vulnerable patients.  A priority 

would be to allow the identification of primary health care patients with significant unmet 

health needs or who have complex needs, such as those at Servants Health Centre.  Finding 

an appropriate measure or proxy measure to evaluate policy interventions aimed at 

improving primary health care access would also be advantageous.  Ideally, these tasks 

should be accomplished using routinely collected administrative and clinical data, likely 

involving linked primary and secondary care datasets from different sources.831 Further 

research is also needed to determine the factors, apart from primary health care access, that 

influence use of hospital services by high-needs patients.  I expect that this will entail 

looking beyond service utilisation data, to examining psychosocial factors such as patients’ 

coping ability and their reasons for favouring emergency department care over primary 

health care where the latter is provider free-of-charge.  Finally, since it is the improved 

health of vulnerable patients rather than changes in their usage of health services that is the 

ultimate goal, it follows that the effect of providing free health services on actual health 

outcomes1200 should be studied. 
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CHAPTER 9:  CONCLUSIONS 
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My experiences as a general practitioner at Servants Health Centre were the impetus for 

this research.  Servants Health Centre is one of only 18 New Zealand clinics offering free 

general practitioner services to patients of all age groups, and the only free clinic in the 

South Island.  My clinical and governance roles there impressed on me the consistency 

with which vulnerable patients with complex needs were being enrolled at the newly 

opened clinic.  It was also plain that the health and other needs of Servants Health Centre 

patients were being inadequately served by existing services.  Early on, I realised that my 

day-to-day clinical activities did little to redress the considerable disadvantage in health 

outcomes my patients faced.  Further, I was conscious that our efforts as ‘frontline 

workers’ at Servants Health Centre had little bearing on the welfare of people elsewhere 

in the country in similar situations to Servants Health Centre patients.  Through this 

research, I sought to build a socio-demographic, health needs and service utilisation 

profile of Servants Health Centre patients.  My hope was to facilitate the identification of 

high-needs individuals who were being underserved by the health system.  I also aimed to 

determine if the needs of Servants Health Centre patients were being met by the way we 

delivered our care.  The expectation was that free primary health care services were being 

provided within a model of care that had evolved over time, in close response to the 

needs of our patients.  That our clinic’s services were demonstrably reducing the high 

rates of hospital use by Servants Health Centre patients was a naturally attractive 

prospect, as it would smooth the way for discussions we were to have with local funders 

and managers of primary health care services.  Finally, taking the long view, I believed 

the completion of a PhD would give me the credibility and skills to directly engage the 

policy world as an advocate for my patients. 

 

The provision of primary health care services to vulnerable populations by third sector 

clinics is the main context to my project.  The circumstances precipitating the rise (and 

fall) of third sector clinics frame my research.  Universally free primary health care 

services via a national health insurance scheme were nearly realised during the political 

developments of the 1930s, but were hamstrung by organised opposition from general 

practitioners.  The often-difficult dynamic between government and general practitioners 

as a professional group throughout the health sector reforms of recent decades has 
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similarly blunted the effectiveness of policies intended to shift primary health care 

services away from what still is a de facto fee-for-service arrangement, subsidised in part 

by capitation payments.  Other policy interventions such as the Community Services Card 

scheme and the Very Low Cost Access scheme have also been unsuccessful in 

ameliorating the primary health care cost barrier for vulnerable populations.  Given 

general practice clinics in New Zealand mostly operate as private businesses, and given 

the policy failures as above, the primary health care needs of certain population groups 

remained uncatered for.  This led to the establishment of third sector clinics, originally 

from trade union movements, and later indirectly facilitated by policies implemented in 

the 1990s and 2000s.  The ‘gap-filling’ role the third sector plays for vulnerable 

populations is a central thesis in the introductory chapters.   

 

The New Zealand literature most relevant to my project comes from Crampton’s research 

on Health Care Aotearoa-affiliated third sector clinics, and on non-profit clinics in the 

National Primary Medical Care Survey (NatMedCa).  Published research on free clinics 

in New Zealand is restricted to the few papers by Barnett and Coyle.  In the introductory 

chapters, I supplemented the above with material from United States safety-net clinics.  

Acknowledging fundamental differences between the New Zealand and United States 

health systems, I compared medically underserved populations in the two countries, and 

looked for similarities in the operational framework at Servants Health Centre and United 

States free clinics.   

 

Like its American counterparts, Servants Health Centre provides a wider than usual range 

of services, but relies heavily on a volunteer workforce.  In the United States, workers at 

faith-based safety-net clinics reported entering this challenging field of work because of a 

combination of their intrinsic values and religious orientations.1201 Since services at 

Servants Health Centre are provided by volunteers who more often than not are motivated 

by their Christian faith, for further background I discussed volunteer and faith-based 

organisations.  To a clinician at Servants Health Centre, the most conspicuous 

characteristics of patients are their social vulnerability, their complex needs, and their 

combined underuse and high use of health services.  With this in mind, I performed a 
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comprehensive review of the main vulnerability characteristics my colleagues and I 

encountered at Servants Health Centre.  To aid interpretation of the results of my 

research, I also selectively included literature focussed on health service utilisation.  

Specifically, I presented a distillation of the published research on categories of service 

usage patterns I felt might be overrepresented among Servants Health Centre patients: the 

non-use of health services (where use is desirable), frequent emergency department 

attendance, visits to the emergency department for medically non-urgent conditions, and 

ambulatory care-sensitive hospital admissions.  I also reviewed published research on the 

effect of primary health care access in mitigating these patterns of hospital use, 

concluding that there was equipoise about this issue. 

 

The research contained in my PhD fits in the academic discipline of health services 

research.  Containing increasing health care expenditure has long been problematic for 

funders and service managers.  As is typical of public policy issues, the problem at hand 

is ‘wicked’ – it is hard to definitively formulate, and its solutions are elusive.1003 Usually, 

multiple interacting factors and stakeholders are involved, and attempts to solve the 

problem may inadvertently be aggravating it.1004 Testing policy solutions is constrained 

under ‘real-world’ conditions.37,995,999,1000 Since classic experimental study designs such 

as randomised controlled trials are usually not feasible, quasi-experimental methods are 

used.37,995 Policy interventions, such as free primary health care provision, are complex: 

they have multiple interdependent components,1022,1023 and their ‘active ingredient’ resists 

a precise definition.1025 A common criticism of health services research is the limited 

extent to which research results are eventually actually translated into practice and 

policy.993 Conversely, policymakers may find robust research evidence appropriate for 

making effective policies to be lacking.1002 Some of my research findings are ‘negative’, 

insofar as they are more likely to go unreported or unpublished than if free primary health 

care access were found to be ‘successful’ in reducing secondary care use.  This research 

also focusses on high-needs patients, who are seldom recruited into clinical trials, and for 

whom the evidence base is thin. 
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Since the objective of this research was to comprehensively study a complex, evolving 

phenomenon whose context was likely to be as important as the phenomenon itself, I 

chose the case study methodology for this project.  A case is selected not because it is 

representative of other cases, but because it of its uniqueness and likelihood of providing 

revelations to a particular event or phenomenon.1014,1055 Case study research offers depth 

of analysis,1017,1064 and is especially useful where the boundaries of the phenomenon 

under investigation and its context are blurred.1047 The case study of Servants Health 

Centre was composed of four component studies, blending methods from both qualitative 

and quantitative research paradigms. 

 

In line with initial expectations, this research showed Servants Health Centre patients to 

be highly disadvantaged with respect to socio-demographic characteristics.  Most patients 

resided in highly deprived areas, had high levels of individual-level deprivation, and were 

unemployed.  Servants Health Centre patients were also on average younger and more 

likely to be Māori than the background population.  Servants Health Centre patients were 

also doubly disadvantaged with regards to health: in concert with their poorer self-

reported health status and greater levels of multimorbidity, Servants Health Centre 

patients were likely to report having unmet needs for medical and dental services, and not 

being able to avail of prescription items because of cost.  Close to the time Servants 

Health Centre opened, patients had high levels of hospital admissions, emergency 

department visits and outpatient clinic use.  Despite having access to primary health care 

services free-of-charge, follow-up of Servants Health Centre patients for five years after 

the clinic’s opening failed to reveal any significant decrease in their hospital use.  

Compared with matched Dunedin residents, Servants Health Centre patients visited the 

emergency department more frequently after the clinic opened than before it opened.  

This was true for visits after and visits during Servants Health Centre’s opening hours, 

and sensitivity analyses lent a high level of confidence that this finding was unlikely to be 

spurious. 

 

In addition to its distinctiveness in providing primary health care services free to all 

patient age groups, Servants Health Centre had a model of care that was likely to be 
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unusual in New Zealand general practice.  In this research, patients placed value on the 

“friendly” and non-judgemental nature of the care they received, and being able to simply 

drop-in without an appointment to receive support for diverse health and social concerns.  

A departure from the usual primary health care service delivery framework was made 

necessary by Servants Health Centre patients having not only complex health needs, but 

health needs that competed with their social needs and justice sector obligations for 

attention.  Again contrary to expectation, despite access to free primary health care 

services delivered within a conducive model of care, and despite frequent consultations 

with their general practitioners, Servants Health Centre patients brought fewer than 

average ‘reasons-for-visit’, and tended to consult for administrative and repeat 

prescription requests.  In other words, this research found that Servants Health Centre 

patients were more likely to have high levels of health needs while at the same time less 

likely to use preventative care or explore health concerns. 

 

In the previous chapter, a detailed response is given to the questions: ‘What does this 

mean?’, ‘So what?’, and ‘What next?’, with study findings that so greatly conflict with 

expectations.  A logical conclusion is that beyond access to health care, patients such as 

those attending Servants Health Centre need access to the social conditions and resources 

that promote health.  Beyond a model of care sympathetic to their needs, a protracted 

period of ‘merely’ making small, incremental efforts was necessary before gains in health 

were reaped.  Despite the high quality of New Zealand’s national health datasets,1202 there 

is still no readily available way to detect such gains in health using ‘big data’ – hospital 

use is a very inadequate proxy measure of the adequacy of primary health care access by 

vulnerable patients – and of identifying patients most in need of primary health care 

services.  To add to the account of the limitations of this research given in the previous 

chapter, I did not have access to individual-level service utilisation data at Servants 

Health Centre, and did not directly solicit the views of staff members at Servants Health 

Centre for this research.1203 I did however partially meet the objectives listed in this 

chapter’s first paragraph.  This research has thoroughly characterised the unique 

operational aspects of a free clinic in New Zealand, and its particular patient population.  

Published material on this topic originating from New Zealand is virtually nonexistent, 
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preventing any comparative analyses.  The implications of one major research finding can 

be taken to point policymakers away from using free primary health care access as the 

main vehicle for reducing hospital use by high-needs patients, or it can be interpreted as 

an invocation for researchers to find some way apart from hospital use to measure health 

gains from improved primary health care access by these patient groups. 

 

Unfortunately, this research does not suggest any direct solutions to address the 

suboptimal access to and use of health services by vulnerable patients, and the health 

inequities they face.  Any solution necessarily involves the buy-in of general practitioners 

and the commitment of resources from outside the health sector.  Access barriers, both 

financial and non-financial, need to be addressed, not just to general practitioner services 

but also to other health services.  Noting the recurrent themes in the dealings between 

government and general practitioners over New Zealand’s history, I suggested the 

establishment of designated clinics for vulnerable populations.  The provision of 

affordable primary health care services by third sector clinics has been a laudable but 

tenuous long-term solution to the needs of these groups.  As discussed in the previous 

chapter, hitherto these clinics have been initiatives of local groups1204,1205 rather than 

concerted policy interventions.  The primary health care needs of vulnerable patients 

require a more central focus in policy. 
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Appendix A: Questionnaires and survey instruments 

Questionnaire used in ‘Who Study’ 

1 Patient’s age (in years)  

2 Sex (please circle) Male / Female 

3 Ethnicity (please circle) 

European / Other Maori Pacific Asian 

4 Employment status  Yes / No 

In the last 12 months, have you been out of paid work at any time for more than one month?  

5 Getting community help Yes / No 

In the last 12 months, have you received help in the form of clothes or money from a community 
organisation (such as the Salvation Army or Presbyterian Support Otago)? 

6 Being on a means-tested benefit Yes / No 

Are you receiving a means-tested benefit, for example from having a Community Services Card? 

7 Help to get food Yes / No 

In the last 12 months, have you used special food grants or food banks because you did not have enough 
money for food? 

8 Wearing worn-out shoes Yes / No 

In the last 12 months, have you continued wearing shoes with holes because you could not afford a 
replacement? 

9 Buying cheap food? Yes / No 

In the last 12 months, have you been forced to buy cheaper food so that you could pay for other things 
you needed? 

10 Doing without fresh fruit and vegetables Yes / No 

In the last 12 months, have you gone without fresh food and vegetables often, so that you could pay for 
other things you needed? 

11 Feeling cold Yes / No 

In the last 12 months, have you put up with feeling cold to save on heating costs? 

12 Chronic disease burden 

Do you suffer from any of the following? 

Angina, blocked arteries in your heart or heart failure, as diagnosed by a doctor Yes / No 

Chronic obstructive pulmonary disease (also known as emphysema), or asthma, as 
diagnosed by a doctor 

Yes / No 
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Diabetes, as diagnosed by a doctor – whether or not you require medication for this Yes / No 

A mental illness, as diagnosed by a doctor Yes / No 

In the past 12 months: tooth decay, an infection in the mouth, or gum disease  Yes / No 

13 How would you rate your current state of health? (Please circle) 

Excellent Very good Good Fair Poor 

14 Putting off health needs 

In the past 12 months, have you put off, because of cost, seeing: 

Your doctor? Yes / No 

Your dentist? Yes / No 

15 Consent for an interview 

If your answer was “yes” to any parts of the previous question, would you agree to be 
contacted to share your difficulties getting health care? 

Yes / No 
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Survey used in ‘What Study’ 

 

Final version 20/11/13.  
Research project title: “What is the model of care at Dunedin’s free clinic, and how has it arisen in response to the distinctive needs of enrolled 
patients there?  A case study of Servants Health Centre.”   
(University of Otago Ethics Committee approval H13/088) 
 

1 

 
 
 
 

Model of care at Servants Health Centre 

 
 

 
1. Why do you think people come to Servants, other than services are free? 
 
 
 
 
 
 
 
 
 
 
 
2. 

 
What is it about the way things are done at Servants that has worked well for you, 

ppersonally? 
 
 
 
 
 
 
 
 
 
 
 
  

(please turn over)!

Everybody knows you can get free care at Servants Health Centre  
…BUT WHAT ELSE IS DIFFERENT? 

 
 
I am keen to know if the way we are providing your care at this clinic matches up with what you think.  One thing I am really interested in is 
how you would describe what happens at Servants Health Centre.  Taking part in this survey is 100% voluntary, and as you can see we 
are not recording any of your details so this survey is anonymous.  Thank you for your time, and please feel free to contact me if you have 
any questions.  I am doing this survey as part of my PhD study, and may publish the results of this survey. 
 
Dr Lik Loh (Department of General Practice and Rural Health, Dunedin School of Medicine) 
Tel: 479 7430                      Email: freeclinicstudy@gmail.com 
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Final version 20/11/13.  
Research project title: “What is the model of care at Dunedin’s free clinic, and how has it arisen in response to the distinctive needs of enrolled 
patients there?  A case study of Servants Health Centre.”   
(University of Otago Ethics Committee approval H13/088) 
 

2 

3. What do you like about the way you are looked after here at this clinic? 
 
 
 
 
 
 
 
 
 
 
 
4. 

 
In what ways do you think we can do things better for our patients? 

 
 
 
 
 
 
 
 
 
 
 
 
5. 

 
Any other comments? (You may wish to talk about the type of services available, the attitudes 
of staff, the style of the doctors and nurses, or the Christian focus of the clinic, and so on.) 
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22  November  2013

Academic Services
Manager, Academic Committees, Mr Gary Witte

H13/088

Assoc.  Prof.  C  Jaye
Department  of  General  Practice  &  Rural  Health
Dunedin  School  of  Medicine

Dear  Assoc.  Prof.  Jaye,  

I am again writing to you concerning your proposal entitled “What is the model of care at

Dunedin’s free clinic, and how has it arisen in response to the distinctive needs of

enrolled patients there? A case study of Servants Health Centre”, Ethics Committee
reference  number  H13/088.

Thank you for your letter of 18th November 2013 addressing the issues raised by the
Committee.

The Committee is grateful for the amended questionnaire as suggested and accepts that
patients will be guided as to where to put the questionnaire upon completion by the
receptionist,  as  noted  in  Dr  Loh’s  e-mail  of  21st  November  2013.

On the basis of this response, I am pleased to confirm that the proposal now has full ethical
approval  to  proceed.

Approval is for up to three years from the date of this letter. If this project has not been
completed within three years from the date of this letter, re-approval must be requested. If
the nature, consent, location, procedures or personnel of your approved application change,
please  advise  me  in  writing.

Yours  sincerely,

Mr  Gary  Witte
Manager, Academic  Committees

Tel:  479  8256
Email:  gary.witte@otago.ac.nz

  c.c.  Assoc.  Prof.  C  Jaye    Head  of  Department    Department  of  General  Practice  &  Rural  Health
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5  March  2014

Academic Services
Manager, Academic Committees, Mr Gary Witte

HD14/06

Assoc.  Prof.  C  Jaye
Department  of  General  Practice  &  Rural  Health
Dunedin  School  of  Medicine

Dear  Assoc.  Prof.  Jaye,  

I am writing to confirm for you the status of your proposal entitled “The effect of free primary

health care access on health services utilisation by the socioeconomically

disadvantaged population: A controlled before-and-after study”, which was originally
received on February 5, 2014. The Human Ethics Committee’s reference number for this
proposal  is  HD14/06.

The above research was submitted as a ‘Human Ethics Committee (Health) Departmental
Approvals of Projects using Health Information’ and had therefore been considered within the
Department or School. The outcome was subsequently reviewed by the University of Otago
Human Ethics Committee (Health). The outcome of that consideration was that the proposal
was  approved.

Approval is for up to three years from the date the Head of Department signed off on your
proposal which was 21st January 2014. If this project has not been completed within three
years of this date, re-approval must be requested. If the nature, consent, location,
procedures  or  personnel  of  your  approved  application  change,  please  advise  me  in  writing.  

Yours  sincerely,

Mr  Gary  Witte
Manager, Academic  Committees

Tel:  479  8256
Email:  gary.witte@otago.ac.nz
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ABSTRACT

INTRODUCTION: Several methods of reducing the cost barrier to primary health care have been 
implemented in New Zealand, but research about free primary health care and the patients who use such 
services is scarce.

AIM: To compare the characteristics of patients at Dunedin’s free clinic with those at a traditional general 
practice clinic.

METHODS: A written survey was distributed to waiting room patients at the Free Clinic and a fee-charg-
ing clinic in close proximity. Patient records were accessed to determine health services utilisation rates at 
both clinics and the discounting rate at the traditional clinic.

RESULTS: There were 126 patient surveys returned at the Traditional Clinic and 65 at the Free Clinic. 
There was a significantly greater proportion of Māori respondents at the Free Clinic than at the Traditional 
Clinic (24.1% versus 9.2%, p=0.011). The difference in deprivation profiles of Free Clinic and Traditional 
Clinic respondents was more marked for the individual deprivation measure (five or more NZiDep dep-
rivation characteristics: 65.5% versus 13.3%, p<0.001) than for residential area deprivation (NZDep2006 
quintile 5: 41.4% versus 15.8%, p<0.001). Emergency department presentation rates were high for Free 
Clinic patients, despite free primary care access and high general practitioner consultation rates. Among 
Traditional Clinic respondents, 31.7% reported deferring health care because of cost in the previous 12 
months. The equivalent figure for Free Clinic respondents was 63.8%.

DISCUSSION: This survey suggests that Dunedin’s Free Clinic serves a vulnerable population, in whom 
levels of unmet health need and health service usage are high. 

KEYWORDS: Disparities, health care; fees, medical; health care surveys; health services research; 
primary health care; vulnerable populations

Introduction

Many New Zealanders experience difficulty 
accessing health care. In the latest New Zealand 
Health Survey, 27% of respondents reported an 
unmet need for general practice services, with 
14% indicating cost as the reason.1 Forgone medi-
cal visits increased with reducing socioeconomic 
status, and people making more frequent visits 
to their general practitioner (GP) also reported 
greater unmet health needs.2 Without cost bar-
riers at a free clinic in Christchurch, an inverse 
relationship between income and consultation 

rates emerged,3 in keeping with the unequal 
distribution of chronic disease burden with socio-
economic position.4 A similar consulting pattern 
was not observed among patients at the compari-
son fee-for-service clinic.3

Efforts to minimise cost barriers to primary 
health care in New Zealand have been only 
partly successful. The Community Services 
Card (CSC) was introduced in 1992 to channel 
government subsidies towards people on means-
tested welfare benefits. However, CSC uptake 
was incomplete (74%), with one-third of people 
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without a CSC eligible for one.5 Not only did the 
implementation of the CSC subsidy scheme not 
produce an increase in primary care attendances, 
half to two-thirds of CSC holders reported defer-
ring medical care because of the cost.6–8 

The New Zealand Primary Health Care Strategy 
(2001) aimed to reduce health inequalities by 
reducing access barriers to primary health care.9  
The Strategy’s central objective was to better 
target resources according to need, based on the 
socioeconomic profile of a clinic’s enrolled patient 
population.10,11 While these reforms lowered 
patient co-payments and lifted consultation rates 
generally, commentators agreed that much of the 
benefit was accrued by patients without CSCs 
(who presumably are in a better socioeconomic 
position than those with CSCs),12 and that GP 
consultation rates remained low for Māori and 
those with low household incomes.13 

Discounted doctors’ fees are another important 
way of overcoming cost barriers. In 1991, over a 
quarter of general practice consultations involved 
discounted or waived fees, but this practice 
became less frequent over time,14,15 or concen-
trated on paediatric (age <18 years) or older (age 
>65 years) patients.16 In Christchurch, practices in 
more deprived areas were more likely to discount 
their fees, but survey respondents at an inner city 
community aid agency were more likely to obtain 
financial assistance from their GP if they resided 
in less deprived areas.17

Community-governed, not-for-profit primary care 
clinics have arisen to meet the health needs of 
some groups not specifically catered for by the 
government and for-profit sectors. These clinics 
reduce financial and cultural barriers by charging 
lower patient fees and employing more Māori and 
Pacific staff.18 The patients attending these clinics 
have highly atypical demographic profiles for the 
New Zealand population. Studies of this sector 
have shown that only a quarter of enrolled pa-
tients are of European ethnicity, two-thirds have 
a CSC, and nearly two-thirds live in the three 
most deprived NZDep2001 deciles.19,20

Dunedin’s free clinic (‘Free Clinic’) is a not-for-
profit primary health care clinic that opened in 
January 2010, centrally located in an urban set-

ting in the South Island of New Zealand. Medi-
cal, nursing, counselling and occupational therapy 
services are provided at no charge to patients. 
This study aimed to compare the sociodemo-
graphic characteristics of the Free Clinic’s patients 
with patients attending a nearby traditional gen-
eral practice, and to examine how the two groups 
differ in their use of primary care services.

Methods

The study used an opportunistic survey of 
patients attending the Free Clinic and a nearby 
fee-charging general practice clinic (‘Traditional 
Clinic’) between October 2010 and April 2011. 
Ethics approval was obtained from the Lower 
South Regional Ethics Committee (Ref. LRS/10/
EXP/017). One author (LL) was a GP at the Free 
Clinic from 2010 to 2014. 

Feedback on a draft questionnaire was received 
from GPs, patients and receptionists before the 
study. During the study period, reception staff 
distributed questionnaires (see Appendix 1 in 
the online version of this paper) to patients in 
the waiting room. The distribution process was 
neither structured nor randomised. Visitors and 
casual patients were excluded because they were 
likely to obtain their primary health care mainly 
at other sites. Children aged under six years were 
also excluded, as their care was usually free at 
both study clinics. To enhance recruitment at the 
Traditional Clinic, a box of questionnaires was 
also placed in the waiting room. Receptionists 
wrote the unique patient file number on the ques-
tionnaires to permit linkage with participants’ 
clinical records. Patients who picked up question-

WHAT GAP THIS FILLS

What we already know: The Free Child Health Care Scheme has 
reduced the cost barrier for children consulting their general practitioner. 
National surveys have demonstrated significant levels of unmet health need 
among New Zealand adults, with women more likely to forgo primary health 
care because of cost than men.

What this study adds: Providing free primary health care services in 
Dunedin has attracted a particular patient group whose profile suggests high 
levels of unmet need, despite a number of policy interventions already being 
in place to reduce cost barriers. 
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naires from the waiting room box wrote the date 
and the first three letters of their surname on the 
questionnaire.

The main outcome measure was the face-to-
face consultation rate of participants with GPs 
between 1 July 2010 and 30 June 2011. Total 
consultations divided by the proportion of the 
study year spent as an enrolled patient in the 
practice provided a standardised consultation 
rate for each participant. Consultations were 
considered ‘discounted’ if patients were charged 
less than the advertised fees, including zero fees. 
Data on consultation rates and the discounting of 
fees was extracted for survey respondents from 
each clinic’s patient management software. At the 
Traditional Clinic, the number of billed attend-
ances during the study period was obtained from 
the billing function of Houston VIP (Houston 
Medical, Hamilton, New Zealand), including 
those with discounted fees. Houston VIP is used 
by a minority of New Zealand general practices 
(2.3%).21 Clinical entries were reviewed to ensure 
that each transaction represented a discrete clini-
cal encounter. At the Free Clinic, the appoint-
ments tab of the Medtech32 patient management 
software was used to obtain the number of 
booked appointments during the study period.

Emergency Department (ED) visits at Dunedin 
Hospital between 1 July 2010 and 30 June 2011 
were recorded, including arranged admissions by 
inpatient medical teams, Emergency Psychiatric 
Service referrals, and encounters where the pa-
tient did not wait to be medically reviewed.

Self-rated global health status was collected on 
a 5-point scale. Participants were also asked if 
they had ever received any of five chronic disease 
diagnoses.

Socioeconomic deprivation was measured at 
both individual (NZiDep) and residential area 
(NZDep2006) levels. NZDep2006 was derived 

from aggregated personal characteristics in New 
Zealand Census data, and measures relative depri-
vation.22 NZiDep identifies an individual’s socio-
economic position by reference to their income 
and capacity to afford essential goods.22 NZiDep 
scores were collapsed into three categories: ‘most 
deprived’ (NZiDep scores 4 or 5), ‘moderately de-
prived’ (NZiDep scores 2 or 3), or ‘least deprived’ 
(NZiDep score 1).

The three study hypotheses are listed in Box 1. 
These were tested using a logistic regression 
model (hypothesis 1) and linear regression models 
(hypotheses 2 and 3). Relationships between 
dependent and independent factors were first 
measured in a series of bivariate comparisons. 
Independent variables were initially included in 
further analyses if they had an association with 
the dependent variable of p≤0.05. The analysis 
was performed using SPSS Version 20.0. 

Results

Demographic characteristics 
of participants

The Traditional Clinic collected 126 responses 
and 65 responses came from the Free Clinic 
(Table 1). There was no statistically significant 
difference between the two clinics by sex, but 
respondents from the Free Clinic were younger 
(mean age 34.8 years, standard deviation [SD] 
14.8) than respondents from the Traditional 
Clinic (mean age 43.2 years, SD 16.6; p=0.001). 
Consistent with the ethnic profile of enrolled 
patients at the Free Clinic, 24.1% of participants 
there were Māori, whereas 9.2% of participants at 
the Traditional Clinic were Māori (p=0.011).

All enrolled Free Clinic respondents held a CSC, 
compared with 35.0% of the Traditional Clinic 
participants. The NZDep2006 profile of the 
Traditional Clinic participants mirrored that of 
Dunedin residents (Figure 1),23 whereas at the 
Free Clinic, more than double the expected num-
ber of participants (41.4%) resided in the most 
deprived quintile. 

The NZiDep profiles of respondents is presented 
in Figure 2 alongside that of the New Zealand 
population as measured in the 2006/07 New Zea-
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Box 1. Study hypotheses

Hypothesis 1: People with higher NZiDep scores are sicker.

Hypothesis 2: People with higher NZiDep scores have more frequent consultations.

Hypothesis 3: At the Traditional Clinic, discounting of fees is sufficient to allow more 
deprived people to consult more frequently.
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Table 1. Demographic characteristics of survey respondents at the Traditional Clinic and the Free Clinic 

Clinic
P-value for difference 

between clinicsTraditional Clinic
(N=126)

Free Clinic
(N=65)

Respondents enrolled as patients
Yes 120 (95.2%) 58 (89.2%)
No 1 (0.8%) 4 (6.2%)
Identifying data missing 5 (4.0%) 3 (4.6%)

Age (years)

0–14 0 (0.0%) 1 (1.7%) 0.033
15–24 18 (15.0%) 18 (31.0%)
25–44 51 (42.5%) 22 (37.9%)
45–64 37 (30.8%) 15 (25.9%)
≥65 14 (11.7%) 2 (3.4%)

Sex
Male 31 (25.8%) 20 (34.5%) 0.154
Female 89 (74.2%) 38 (65.5%)

Ethnicity*
Māori 11 (9.2%) 14 (24.1%) 0.011
NZ European 103 (85.8%) 39 (67.2%)

CSC status
Yes 42 (35.0%) 58 (100.0%) <0.001
No 78 (65.0%) 0 (0.0%)

NZDep2006 quintile
1 24 (20.0%) 2 (3.4%) <0.001
2 21 (17.5%) 8  (13.8%)
3 33 (27.5%) 9 (15.5%)
4 23 (19.2%) 15 (25.9%)
5 19 (15.8%) 24 (41.4%)

NZiDep score*
1 54 (45.0%) 1 (1.7%) <0.001
2 15 (12.5%) 0 (0.0%)
3 8 (6.7%) 1 (1.7%)
4 13 (10.8%) 9 (15.5%)
5 16 (13.3%) 38 (65.5%)

Other socioeconomic factors
Unemployment 40 (33.0%) 47 (81.0%) p<0.001
Sickness or Invalid’s Benefit receipt 16 (13.3%) 27 (46.6%) p<0.001

Self-rated health*
Poor or fair 19 (15.8%) 30 (51.7%) <0.001
Good 53 (44.2%) 21 (36.2%)
Very good or excellent 44 (36.7%) 7 (12.1%)

Presence of chronic health conditions
Heart 8 (6.7%) 2 (3.4%) 0.535
Lungs 24 (20.0%) 20 (34.5%) 0.008
Diabetes 10 (8.3%) 2 (3.4%) 0.335
Mental 20 (16.7%) 33 (56.9%) <0.001
Dental 12 (10.0%) 8 (13.8%) 0.283

Presence of unmet health need
Medical 38 (31.7%) 37 (63.8%) <0.001
Prescription 22 (18.4%) 35 (60.4%) <0.001
Dental 52 (43.3%) 47 (81.0%) <0.001

CSC  Community Services Card
* Missing data for some participants
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land Health Survey,24 and the Survey of Family, 
Income, and Employment (SoFIE).25 At the Tra-
ditional Clinic, nearly half the respondents had 
no deprivation characteristics and 13% had five or 
more deprivation characteristics. In contrast, 66% 
of the Free Clinic participants had five or more 
deprivation characteristics, and only 2% had no 
deprivation characteristics.  

Health status

Free Clinic respondents were significantly more 
likely than Traditional Clinic respondents to re-
port ‘poor’ or ‘fair’ self-rated health status (51.7% 
versus 15.8%; p<0.001) and significantly less 
likely to report ‘very good’ or ‘excellent’ health 
(12.1% versus 36.7%; p<0.001).

At the Free Clinic, 34.5% of participants reported 
having a diagnosis of asthma or chronic obstruc-
tive pulmonary disease (COPD), and 56.9% report-
ed a diagnosis of a mental disorder, compared with 
20.0% and 16.7% of participants at the Traditional 
Clinic (p=0.008 and p<0.001, respectively).

Health services utilisation

The mean GP consultation rate over 12 months 
was 4.8 (SD 3.8) for Traditional Clinic partici-
pants and 12.0 (SD 9.5) for Free Clinic partici-
pants (p<0.001). At the Traditional Clinic, 31.7% 
of participants reported deferring medical care 
because of cost. 

Free Clinic participants visited the Emergency 
Department more frequently (1105 visits/1000 
person-years) than Traditional Clinic participants 
(372 visits/1000 person-years, p<0.001).

Hypothesis 1

At the Free Clinic, 81.0% of participants were 
designated most deprived, compared with 24.1% 
of Traditional Clinic participants (p<0.001). At 
both clinics, most deprived participants were 
more likely to report worse health than least de-
prived and moderately deprived participants (odds 
ratio 19.0, p<0.001).

In the model of ‘worse health’ (combining ‘poor’ 
and ‘fair’ assessments) with the practice, unmet 

Figure 1. NZDep2006 profiles of respondents

Figure 2. NZiDep profiles of respondents versus New Zealand population
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health need and NZiDep as independent vari-
ables, both the least deprived and moderately 
deprived emerged as significantly and negatively 
related to worse health (p=0.003 and p=0.016 
respectively). This result supports the hypoth-
esis that more deprived participants report lower 
health status than less deprived respondents. 
Unmet health need did not significantly contrib-
ute to this model.

Hypothesis 2

In the model of consultation frequency as the de-
pendent variable, and NZiDep, self-rated health, 
and unmet health need as independent variables, 
NZiDep and self-rated health emerged as signifi-
cantly related to consultation rate (p=0.001 and 
p=0.026 respectively). This result supports the 
hypothesis that deprivation was associated with 
increased consultations.

Hypothesis 3

At the Traditional Clinic, 46.7% of partici-
pants received discounted consultation fees. 
Participants receiving at least one discounted 
GP consultation had higher consultation rates 
(mean 7.2, SD 3.8) and were more deprived (mean 
NZiDep 2.7, SD 1.6) than participants with no 
discounted visits (mean consultation rate 2.8, 
SD 2.2; p<0.001; mean NZiDep 1.9, SD 1.4, 
p=0.011).

Consultation rate was modelled as the depend-
ent variable, with unmet health need, self-rated 
health, discounting and NZiDep as independent 
variables, including only participants from the 
Traditional Clinic. Deprivation did not contrib-
ute significantly to consultation frequency when 
discounting was entered into the model. This 
failed to show that, in the Traditional Clinic, fee 
discounting allowed more deprived people (who 
were shown in the earlier analysis to be sicker) to 
consult more frequently. 

Discussion

This study compared patient characteristics and 
consultation patterns at two nearby primary care 
clinics that differed in their patients’ deprivation 
profiles and in their usual payment practices (fee-

for-service or free care). Patients were enrolled 
at the Free Clinic if they held a means-tested 
benefit (CSC), and were often referred from 
community agencies or by word of mouth. The 
age distribution of these patients (predominantly 
15–45 years) coincided with the age group most 
likely to report deferring health needs because 
of cost in the National Health Survey.1 The 
excess in female participants at both clinics is 
likely because of the higher utilisation rate of 
general practice services by women generally,26 
and the possible predisposition of reception staff 
towards approaching female patients. There was 
no significant difference between the clinics in 
the ratio of male to female participants, despite 
women being more likely than men to report 
deferring health care because of cost.27 

Differences between study clinics in participants’ 
deprivation profiles were more striking for indi-
vidual deprivation (NZiDep) than for residential 
area deprivation (NZDep2006). Our findings 
follow other research showing unmet health need 
to follow worsening NZiDep more closely than 
NZDep2006.27 As not all deprived individuals 
reside in deprived areas, residential area depriva-
tion is only weakly correlated with individual 
deprivation.28–30 This is especially relevant to pri-
mary care funding decisions because residential 
area deprivation is used as a proxy for health need 
and as a key instrument for health resource allo-
cation at a population level.31 However, its utility 
diminishes when applied at the individual level,11 
due to misclassification error between deprived 
individuals and deprived areas.32 Furthermore, 
individual deprivation is a better predictor than 
area deprivation of certain health outcomes, such 
as poorer mental health status,22 prevalent at the 
Free Clinic.

Discounting of doctors’ fees represents an impor-
tant method for targeting resources to higher-
need individuals, but even small co-payments 
pose significant access barriers to health care.33 In 
New Zealand, discounting operates on a discre-
tionary basis, and this study did not demonstrate 
that discounting increased consultation rates ac-
cording to the level of deprivation. Consultation 
rates are a salient but imperfect measure of health 
need. In general, the frequency of consulta-
tions increases with socioeconomic deprivation34 
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because of known associations with multi-
morbidity.35 However, deprived individuals may 
not be discounted at a rate commensurate with 
their needs. Traditional Clinic patients who could 
not afford to attend were not sampled, and this 
study may have been too small to detect whether 
discounting fully compensated for cost barriers at 
a rate related to individual deprivation. However, 
given the degree of unmet health need reported 
(31.7%) and the use of Emergency Department 
services (which are free) among Traditional Clinic 
participants, it is likely that discounting was 
insufficient to allow patients to access general 
practice care according to their health needs.

As neither area nor individual measures of dep-
rivation fully capture the relationship between 
socioeconomic position and health,36 additional 
mechanisms to identify individuals whose care is 
not fully covered by existing subsidy streams is 
needed. Some patients use the Work and Income 
Disability Allowance to offset medical costs, and 
some practices permit regular automatic bank 
payments in lieu of charging a fee for every 
consultation. However, these methods rely on 
budgetary discretion by patients, and many prac-
tices in high deprivation neighbourhoods do not 
offer automatic payment schemes because of high 
levels of unserviced debt.37,38 

Two Dunedin practices were studied, including 
one with the unusual operational foundation 
and patient demographic profile that allowed the 
study’s questions to be addressed. The findings 
offer particular insights into the demographic and 
consulting profile of patients seeking free and 
discounted primary care, but cannot necessarily 
be extrapolated to the New Zealand population. 
Perhaps because only patients who consulted 
were sampled in our study, in both study prac-
tices doctor consultations were higher than at 
metropolitan general practices generally (3.7 per 
year in New Zealand general practices, 4.8 in our 
Traditional practice and 12.0 in the Free Clinic).39 
Other New Zealand studies6,40 suggest that six or 
more GP consultations per year define a ‘frequent 
attender’. 

The non-random sampling used in our study may 
have resulted in selection biases that accentuated 
the differences between the clinics. In addition, 

since a written survey was used, only function-
ally literate patients could participate. Some 
recall bias inherent to the questionnaire’s frame 
of reference being the previous 12 months is also 
likely.

Overall, the study found that Free Clinic 
respondents were more likely than Traditional 
Clinic respondents to be younger, Māori, and 
more socioeconomically deprived, have more 
respiratory and mental illness, and have higher 
unmet health needs for medical, dental, and pre-
scription services. It remains for a further study 
to demonstrate that free primary care can assist 
in addressing these health disparities.
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APPENDIX

QUESTIONNAIRE

Patient’s age: ________ years Sex: Male / Female

Ethnicity: European Māori Pacific Asian Other

Health status

How would you rate your current state of health?

Excellent Very good Good Fair Poor

Health problems

Has a doctor diagnosed you with any of these conditions?

Heart trouble (angina, blocked arteries in your heart or heart failure) Yes / No

Asthma, COPD, or emphysema Yes / No

Diabetes  (whether or not you require medication for this) Yes / No

A mental health problem Yes / No

Tooth decay, gum disease, or a mouth infection—in the past 12 months Yes / No

Financial difficulties

In the last 12 months:

Employment status

Have you been out of paid work for more than one month? Yes / No

Being on social welfare benefit

Do you have a Community Services Card? Yes / No

Are you on the Sickness Benefit, or the Invalid’s Benefit? Yes / No

Getting community help

Have you received help in the form of clothes or money from a community organisation  
(such as the Salvation Army or Presbyterian Support)? Yes / No

Buying cheaper food

Have you been forced to buy cheaper food so you could save up for other things you needed? Yes / No

Help to get food

Have you needed to use special food grants or food banks? Yes / No

Doing without fresh fruit and vegetables

Have you gone without fresh fruit and vegetables often, so that you could pay for other things 
you needed? Yes / No

Feeling cold

Have you put up with feeling cold to save on heating costs? Yes / No

Wearing worn-out shoes

Have you worn shoes with holes because you could not afford new ones? Yes / No

Putting off health needs because of cost

In the past 12 months, have you put off: 

Seeing your doctor? Yes / No Seeing your dentist? Yes / No

Filling a prescription? Yes / No
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ABSTRACT

INTRODUCTION: Models of care are important therapeutic modalities for achieving the goals of health 
care teams, but they are seldom explicitly stated or investigated.

AIM: To describe the model of care at Dunedin’s free clinic, and assess whether this model catered to the 
particular needs of enrolled patients.

METHODS: A mixed methods study was conducted using case study methodology to construct the 
clinic’s model of care from multiple data sources, and to create a profile of patients’ needs. A nested 
case study of patients with diabetes examined patients’ social vulnerability characteristics. The pattern 
matching analytic technique was used to assess the degree of alignment between the model of care and 
patients’ needs.

RESULTS: Patients were not only high users of both primary and secondary health care, but also of 
justice and social welfare sector services. The care of patients with diabetes was complicated by coexist-
ing social vulnerability and medical comorbidities. Surveyed patients placed high value on interpersonal 
dimensions of care, the Christian ethos of the clinic, and the wider range of services available.

DISCUSSION: This study suggests a degree of ‘fit’ between the clinic’s model of care and the needs of 
enrolled patients. A model of care that caters to the needs of patients with complex needs is important for 
securing their engagement in health services.

KEYWORDS: Health services research; health status disparities; primary health care; qualitative  
research; vulnerable populations 

Introduction

Dunedin’s free clinic (‘Free Clinic’) provides 
primary health care services in the Dunedin city 
centre at no cost to patients. The way health ser-
vices are delivered may be as important in provid-
ing appropriate care as removing the cost barrier 
to access. Structural barriers, such as institutional 
characteristics, organisational processes, and the 
patient–provider interface indirectly contribute to 
adverse health outcomes by reducing the uptake 
of health services.1 These non-financial barriers, 
such as the acceptability of services, and whether 
these services accommodate the needs of pa-
tients,2 have a greater impact on Māori patients3,4 
and marginalised groups.5 

Models of care are multi-dimensional concepts 
describing the way health services are delivered,6 
and have special relevance to clinics serving vul-
nerable populations. Establishing a defined model 
of care facilitates the members of the health care 
team working towards common goals, and helps 
evaluate the extent to which such aspirations are 
met.6 Providers may re-orientate their services to-
wards more explicitly addressing health inequities 
in marginalised groups by incorporating strate-
gies into their model of care that attend to power 
differentials within relationships and that respond 
to the social contexts of patients’ lives.7 Person-
focused care implies that attention to the context 
of patients’ health problems is at least as important 
as appropriate care for the problems themselves.8 
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This study of the Free Clinic was conducted 
because the clinic’s operational framework had 
unique elements for general practice in New 
Zealand. A wide range of clinical services has 
been offered at the Free Clinic (general practice, 
nursing, counselling, and occupational therapy 
services), and all its clinicians are volunteers. The 
Free Clinic has an overtly Christian ethos, and 
its administrative services are funded in part by a 
Catholic charity. Activity groups are run in paral-
lel to traditional clinical services. The Free Clinic 
functions as a drop-in centre for its enrolled 
patients, who are frequently seen without an ap-
pointment. 

Case study methodology was selected to study 
the Free Clinic’s model of care for two reasons. 
Firstly, new free clinics are rare in New Zealand, 
limiting comparative analysis with similar clin-
ics. Secondly, if the provision of free primary 
health care is seen as the Free Clinic’s distinctive 
intervention, then the clinic’s model of care is the 
intervention’s context. Case studies provide an in-
depth investigation of a contemporary phenom-
enon within its natural context, and are particu-
larly useful when the boundaries between the 
phenomenon and its context are blurred.9 Case 
studies use a naturalistic rather than an experi-
mental approach, and individual cases are selected 
because of distinctiveness instead of representa-
tiveness.10 A process of triangulation is often 
used to improve the validity of any conclusions 
made,9 via corroboration through multiple sources 
of data, methods of analysis, or investigators. The 
convergence of separate lines of evidence but-
tresses the robustness of conclusions made. The 
ability to study evolving, complex phenomena 
within their contexts makes the case study ap-
proach useful for health services research.11  

The case study method has been previously 
used to study a network of third sector (non-
government, non-profit) clinics that arose in New 
Zealand in response to perceived failures of exist-
ing services in addressing the primary health care 
needs of vulnerable populations.12 The objective 
of the present case study is to describe the Free 
Clinic’s model of care, using quantitative and 
qualitative data sources. It is hypothesised that 
the Free Clinic’s model of care has been deter-
mined by the needs of enrolled patients. 

Methods

The University of Otago Human Ethics Commit-
tee (Health Ref. H13/088) and the Free Clinic’s 
Board of Trustees approved this study. LL worked 
as a general practitioner (GP) at the clinic from 
2010 to 2014, and JR was the practice manager 
from 2012 to 2014. As participant-researchers, 
they contributed to this research with first-hand 
reporting of the day-to-day issues of patients and 
validity testing to ensure this study’s findings 
resonated with their professional experiences. No 
identifying details for individuals were made for 
any observations recorded.

Model of care

The Free Clinic’s practice manager made journal 
entries of patient encounters during March 2013, 
focusing on events that captured the essence of 
the clinic’s model of care, but that did not typi-
cally enter the medical notes. These included 
waiting room encounters with patients presenting 
for help without a prior appointment. The journal 
built a profile of the psychosocial needs of Free 
Clinic patients; it revealed the clinic’s model of 
care, to which patients responded by feeling suf-
ficiently safe or supported to bring specific needs 
that would typically be challenging to address 
within a traditional 15-minute general practice 
appointment framework.  

Self-administered survey forms for this study 
were left in the waiting room (see Appendix 1 
in the online version of this paper), and used to 
solicit Free Clinic patients’ views on the clinic’s 
model of care. No identifying personal details 
were recorded on these forms. Responses were 
independently coded by the authors (LL, CJ), 
and themes extracted using a grounded theory ap-
proach. Computer software was not used to assist 
with coding. An externally prepared evaluation 
report13 of a local prisoner release programme 
provided additional information.

Patients’ needs

Cross-sector patient needs

Free Clinic patients’ use of services across 
government sectors was assessed using service 
utilisation as a proxy for need. The authors pos-
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WHAT GAP THIS FILLS

What we already know: Free health care at the point of use improves 
health outcomes. Socially vulnerable patients are high users of services both 
within and outside the health sector, and overseas research shows that clinics 
targeting these populations have adopted specific service delivery approach-
es to enhance their engagement in services. Locally relevant research on the 
service delivery context of free primary care is lacking. 

What this study adds: This study explores the ‘what else’ other than 
free health care that was being offered to the vulnerable patient population 
at Dunedin’s free clinic. Using case study methodology, the study describes 
the complex needs of patients attending the free clinic and the model of care 
used to cater to these needs.

ited Free Clinic patients as likely to have complex 
needs, both in relation to the ‘breadth’ (having 
multiple medical conditions, or requiring as-
sistance from different government departments) 
and the ‘depth’ (illness severity or the volume of 
service utilisation) of such needs. 

Primary and secondary care utilisation rates by 
Free Clinic patients in 2011 indicated the extent 
of their health needs. Free Clinic–enrolled 
patients’ rate of consultations with Free Clinic 
GPs was obtained from South Link Health. 
Hospital admission rates for Southern Primary 
Health Organisation (Southern PHO) patients 
were extracted from the National Minimum 
Dataset, which is maintained by the Ministry 
of Health. A one-sample t-test was used to 
compare the Free Clinic’s hospital admission 
rate with the mean rate for the other clinics in 
the Southern PHO. 

The volume of Ministry of Social Development 
(MSD) Sickness and Invalid’s Benefit medical 
certificates was used as a reflection of patients’ 
social services needs. The Free Clinic used Med-
tech32 practice management software (Medtech 
Ltd, Auckland). The Query Builder function of 
Medtech32 generated a list of enrolled patients 
with outbox documents with the subject field 
‘MSD medical certificate’ created between 
2011 and 2013. Cumulative benefit payments 
to Free Clinic patients for each year were 
calculated from weekly payment rates on the 
MSD website. Payment rates were NZ$187.52, 
NZ$190.84 and NZ$192.00 for 2011, 2012 and 
2013, respectively.

The Free Clinic receptionist collected clippings 
from the local newspaper (Otago Daily Times) of 
court proceedings involving Free Clinic patients 
from 2010 to 2013. Newspaper clippings outside 
2011–2012 were incomplete and so were excluded 
from this study. As an estimation of the jus-
tice sector involvement of Free Clinic patients, 
clippings were coded for the sentence imposed 
and associated duration. Missing or discrepant in-
formation was resolved by a search of the digital 
archive of the Otago Daily Times. The patient’s 
enrolment status, and whether comorbid mental 
illness or substance abuse were present was deter-
mined from the patient’s clinical notes. 

Nested case study: patients with diabetes

A nested case study of patients with diabetes 
was used to explore how the health problems of 
patients were situated within the context of their 
psychosocial factors and consulting behaviours. 
Patients with a diabetes diagnosis were identi-
fied using a Medtech32 Query Builder search of 
patients with a classification of diabetes (Read 
Codes C10.00 Diabetes Mellitus, - C10z), or 
a urine albumin:creatinine ratio (ACR) test in 
the inbox. Other test results, the presence of 
diabetes complications, and whether patients had 
any social vulnerability characteristics (Table 1) 
recorded were then determined from their medi-
cal notes. GP consultation rates were calculated 
from appointments attended that were recorded 
in Medtech32, and rates of hospital use were 
obtained from patient management software at 
Dunedin Public Hospital. 

Match between model of care 
and patients’ needs

Alignment between the Free Clinic’s model 
of care and patients’ needs was assessed us-
ing the pattern matching analytic technique.9 
If Free Clinic patients had needs that went 
substantially beyond those of patients at more 
traditional clinics, and if the model of care was 
a response to such needs, then it was expected 
that it would be apparent from the data that the 
model of care extended beyond more tradi-
tional models, and that the supply of services 
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was guided by the demand for such services, 
rather than the converse. If, however, indepen-
dently of patients’ needs, the development of 
the model of care was driven by the religious 
or clinical orientations of staff or by funding 
mechanisms, these rival explanations14 would 
better explain the model of care derived from 
the data. Furthermore, incongruities between 
the model of care and patients’ needs would be 
revealed as service gaps and patient dissatisfac-
tion, articulated in the patient survey.

Results

Patients’ needs

Health sector

Despite increased GP contact (10.2 visits per 
patient per year at the Free Clinic versus 6.3 
visits at other Southern PHO clinics in 2011), 
Free Clinic patients were admitted to hospital at 
a higher rate in 2011 than patients at the other 
90 Southern PHO clinics for which data were 
available (Figure 1, p<0.001).  

The nested case study identified 21 Free Clinic 
patients with diabetes (Table 1). Comorbidity was 
almost a universal characteristic; all bar one of 
these patients had a coexisting physical, psychiat-
ric or substance abuse diagnosis classified. Sixteen 
patients had a chronic physical condition, typically 
a respiratory or musculoskeletal disease. Sixteen 
patients were recorded as having a mental illness 
or substance abuse, which in many cases were 
diagnoses that would require psychiatrist input.

In this small sample, Free Clinic patients with 
diabetes had evidence of complications and 
complex needs (Table 1). In 2013, there were 1.5 
hospital admissions per patient, with an average 
of 10.8 bed-days per patient. An average of 10.1 
outpatient appointments was generated for Free 
Clinic patients with diabetes in 2013, who had a 
did-not-attend (DNA) rate of 8%.

In the 20 patients with diabetes for whom such 
data were available, all except one had at least one 
social vulnerability characteristic (Table 1). On 
average, these patients with diabetes had three 
vulnerability characteristics.

Figure 1. Hospital admission rates for Southern PHO patients in 2011, by clinic
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Social services sector

During the three-year period from 2011 to 2013, 
1383 MSD medical certificates were completed 
for 278 Free Clinic patients (see Appendix 2 in 
the online version of this paper). Assuming each 
certificate to have a 13-week tenure, Free Clinic 
patients incurred an average of $1.14 million of 
medical incapacity benefit payments per year.

Justice sector

Over the two-year period, 163 court appearances 
were reported for 80 enrolled patients, with 40 
patients receiving a jail sentence (see Appendix 2 
in the online version of this paper). For these 
80 enrolled patients, classification of mental ill-
ness or substance abuse was almost universally 
recorded in the medical notes (95.0%). With unit 
costs of $16.54 per day for community-based 
sentences and $266.00 per day in prison,15 Free 
Clinic patients cost the Corrections Department 
approximately $2.74 million per year. 

Model of care

Patient surveys

Twenty-seven patient surveys were received. The 
most prominent theme related not to the organi-
sational structure of the clinic, nor to the clinical 
aspects of the care patients received, but rather 
the interpersonal dimension of care. This was the 
focus for 21 respondents, who valued their care as 
being genuine, non-judgmental, personal, holistic, 
and addressing their non-medical needs (Table 2).

While four respondents commented on the lack 
of a cost barrier, an important theme emerged 
around aspects of health care access less common-
ly discussed in the literature. Twelve respondents 

Table 1. Data from nested case study of patients with diabetes (n=21)

Mean age 48.1 years

Males 9 (42.9%)

Mean HbA1c 69 mmol/mol

Mean blood pressure 144/85 mm Hg

Mean body mass index (BMI) 34.8 kg/m2

Mean low-density lipoprotein (LDL) level 2.5 mmol/L

Microvascular complications 11 of 19 patients (57.9%)

Microalbuminuria 9

Diabetic retinopathy 6

Diabetic neuropathy 1

Established coronary or cerebrovascular disease 6

Number of patients on insulin  
(mean age 45.7 years) 9

Social vulnerability characteristics Number of patients

Unemployment 15

Sickness or Invalid Beneficiary 14

Intellectual disability, illiteracy or  
non-English speaker 3

Unstable accommodation 2

Single parent household, or Child, Youth and 
Family Services custody of children 11

History of child abuse 5

History of domestic violence 4

History of imprisonment 3

History of self-harm 4

Current psychiatric compulsory treatment order 1

Table 2. Representative quotes from patient survey

A ‘…the patients here are treated as people… not just an NHI [National Health Index] number.’ (Respondent 19)

‘…at other doctors’ clinics if I have self-harmed, I am judged and criticised, whereas I am not [at the Free Clinic].’ 
(Respondent 18)  

B ‘…there is a religious side which is available if you choose to use it.’ (Respondent 24)

‘Being gay I’ve struggled with dealing with Christian organisations because I often get shunned, or made to feel 
like something is wrong with me…...I don’t believe Jesus would treat anyone like that and [the Free Clinic] reflects 
that by supporting me as I am and treating me with respect.’ (Respondent 14)

C ‘For me, it’s the groups and counselling which help me on my journey of sobriety.’ (Respondent 19)
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used the words ‘friendly’ or ‘friendliness’, and 
eight respondents highlighted how they were 
able to drop in to the clinic for ‘a coffee and chat’ 
without a prior appointment.

Eleven respondents described the Christian ethos 
of the clinic or spiritual care that was avail-
able. One such response drew a clear connection 
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between the interpersonal aspect of care and the 
Christian values of clinic staff (Table 2).

Ten respondents made reference to organisational 
aspects of the clinic, chiefly about the wider 
range of primary care services offered (Table 2).

Practice manager’s journal

Most recorded encounters involved patients 
‘dropping in’ to the clinic without an appoint-
ment, seeking support for problems relating to 
poverty. These were typically accommodation 
difficulties and food parcel requests, and involved 
the practice manager advocating for patients to 
governmental and non-governmental agencies. 
Support was also frequently given for relation-
ship problems and domestic violence, and in 
one occasion required the manager liaising with 
Women’s Refuge.

Providing support for psychological distress was 
another recurring theme. Although sometimes 
this presented as a sense of hopelessness arising 
from chronic financial stress, more commonly, 
patients struggled with diminished self-esteem. 
Examples from the patient manager’s journal in-
cluded: ‘identity crisis—hates self’, and ‘…doesn’t 
think she’s worth bothering about’.

Many patients indicated that they consumed 
alcohol as a means to cope. One patient who 
was receiving palliative chemotherapy was 
distressed about how his family would cope 
after his death. Pastoral and spiritual care needs 
were frequently articulated by patients, and 
sometimes patients specifically sought prayer. 

Patients were referred to church services or the 
hospital chaplaincy team, and in two encoun-
ters patients were referred to the Emergency 
Psychiatric Service.

External perspective

The evaluation report13 of a local prisoner release 
programme commented on the Free Clinic’s 
model of care (Table 3). At the Free Clinic, 55% 
of ex-prisoners were reported to attend follow-up 
visits, versus 39% of ex-prisoners at other clinics, 
and 16% were reported to be re-incarcerated at six 
months versus 23% at other clinics.13

Discussion

The Free Clinic’s model of care as constructed 
in this case study matches the needs of enrolled 
patients. Congruent with the complex social 
and medical needs of patients at Dunedin’s Free 
Clinic shown here, the patient surveys and the 
practice manager’s journal revealed patients ac-
cessing care at the clinic for their broader psycho-
social needs. The clustering of socioeconomic risk 
factors in association with unmet health needs 
is recognised in the literature,16 along with the 
phenomenon of immediate socioeconomic needs 
‘crowding out’ existing health needs.17 

Catering to patients with complex needs is 
challenging, not just because of the cost bar-
rier present at most general practices in New 
Zealand. Disease-focused clinical guidelines 
often do not adequately capture the totality of 
needs faced by patients with complex needs.18 
Although access to care, clinical effectiveness 
and the effectiveness of interpersonal care are 
all components of quality of care,19 in this 
case study, responses in the patient surveys 
clustered primarily around the last component 
of interpersonal care. Perhaps Free Clinic 
patients took the quality of the management 
of their health conditions between primary 
care and secondary care (vertically oriented 
care) as a given, placing special value instead 
on aspects of the delivery of care associated 
with integrating, prioritising and personalising 
care within their broader needs (horizontally 
oriented care).20 

Table 3. Extract from prisoner release programme report13

…[The Free Clinic] philosophy is inclusive and non-judgmental and their scope of 
practice wider than is the norm in most primary care settings. For example, they are 
available for patients to drop in for a coffee and a chat at any time during the day, and 
they take a more active role in facilitating the social needs outside of health, such as 
housing, welfare and spiritual needs. One of the goals [of the Free Clinic] is to provide 
a pathway for marginalized clients to reintegrate into society, including supporting 
them to move on to a mainstream general practice when they are able to. They [the 
Free Clinic] also commented that six of the clients were now attending church regularly, 
a positive marker for re-connection with the community and potentially protective 
against reoffending. (p.8)
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Free Clinic patients appreciated being able to 
obtain support that was sympathetic to their 
broader needs. Groups that met regularly and 
the fact that the clinic functioned as a drop-in 
centre fostered incremental, frequent encounters 
outside the consultation room that were likely to 
have been instrumental in establishing therapeu-
tic relationships with staff. The prominence of 
descriptors of the nature of the interpersonal rela-
tionship patients had with staff and the frequent 
use of ‘friend’ (friendly/friendliness) in survey 
responses pointed to the success of such relation-
ships. Also, the repeated encounters made on the 
basis of these relationships, as documented in the 
practice manager’s journal, suggested that patients 
believed their non-medical needs would be both 
given due credence and sensitively handled.

The Free Clinic’s model of care also accorded well 
with models of care described in the literature 
on marginalised and vulnerable patients. ‘Third 
sector’ (non-government, non-profit) clinics in 
New Zealand that target vulnerable populations 
are more likely than traditional, for-profit clinics 
to employ Māori and Pacific staff,21 and offer a 
wider than usual range of services.22 Reports of 
Australian primary health care facilities serving 
marginalised groups in urban settings emphasise 
providing a welcoming physical environment, 
which may include refreshments and adequate 
heating, and a non-judgmental approach focused 
on harm reduction.5,23 Providing counselling ser-
vices, recognising the impact of life circumstanc-
es on patients’ decision-making, keeping strong 
links with community agencies, and offering a 
flexible, drop-in appointment system were other 
features of the model of care at these facilities.5,23

Limitations

The ‘insider’ location of two of the authors (LL 
and JR) as participant-researchers within the Free 
Clinic conferred both advantages and disadvan-
tages. For instance, whereas an external researcher 
may have chosen to focus on the Free Clinic 
enrolling an at-risk population, the clinician-
researcher can clarify, using first-hand anecdotes, 
whether the model of care as construed in the case 
study aligns well with the lived experiences of 
vulnerable individuals enrolled there.24 However, 
cognisant of bias from a priori knowledge and pre-

conceptions, the Free Clinic’s model of care was 
constructed verbatim whenever possible from key 
informants and key documents, and a high level 
of reflexive bracketing was used. Reflexive brack-
eting involves being deliberately aware of one’s 
personal feelings and assumptions, so as to not im-
pose these on the processes of data collection and 
analysis.25 An ‘outsider’ researcher (CJ) also coded 
the patient survey for themes independently. The 
use of data triangulation gave additional support 
for the interpretation of data in the study.

Finally, it may be said that the results of this case 
study are not generalisable to other settings, since 
a clinic with many unique features is being stud-
ied. The authors’ response would be to highlight 
the relevant overarching aims of this study. This 
exploratory research aimed to uncover character-
istics of a distinct patient group attending a clinic 
that had been chosen for its exceptional character, 
rather than its representativeness. The research 
methods reflect a pragmatic balancing26 of the 
need to conduct epistemologically sound research 
with the imperative to extract socially valuable 
knowledge from a clinic that is both operationally 
unique for the New Zealand general practice con-
text and unusual, in that it specifically targets a 
group of patients about whom very little research 
is published in New Zealand.  

Final comments

The study hypothesis that the Free Clinic’s model 
of care has been determined by the needs of en-
rolled patients is supported by the concordance be-
tween the model of care at Dunedin’s Free Clinic 
and the particular needs of patients enrolled there. 
As the health needs of patients were embedded 
within their wider needs, a multifaceted, person-
focused approach was needed that involved attend-
ing to their health needs, along with their social 
and other needs. Further study is needed to assess 
the effect on health outcomes of providing free 
primary care access within this care context.
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APPENDIX 1: Patient survey questions

Patient survey questions

1. How do you think Servants Health Centre is different to other clinics?  
What makes the care you receive here different?

2. How is the care you receive here the same as other clinics?

3. What about Servants Health Centre has worked well for everyone who comes here?

4. What about Servants Health Centre has worked well for you, personally?

5. What changes would you like to see here, to meet your needs better?
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Table 2B. Demographic profile of Free Clinic patients in court proceedings (n=80)

Average age 29.2 years

Male 57 (71.3%)

Charges (in descending order of frequency)

Breach of community-based sentences or conditions 30%

Theft or burglary 23%

Assault 14%

Cumulative sentences (average per year)

Jail 337.1 months

Community work 2412.5 hours

Home or community detention 25.0 months

Supervision 61.0 months

Table 2A. Demographic profile of Free Clinic medical incapacity benefit claimants (n=278)

Average age 36.5 years

Male 166 (59.7%)

Residing in NZDep2006 quintile 5 areas* 100 (36.0%)

* New Zealand Deprivation Index 2006—quintile 5 is the most deprived in terms of small area deprivation as measured by nine 
Census-derived variables including household income
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ORIGINAL ARTICLE 
 

Why do patients attend Dunedin’s free clinic? An audit of 
general practice activity using the ICPC-2 classification 
system 
Lik Loh, Chrys Jaye, Susan Dovey 

Abstract 

Aim: To describe the reasons for socially vulnerable patients at Dunedin’s Free Clinic visiting their general 
practitioner, using the International Classification of Primary Care, Second Edition (ICPC-2). 

Method: An audit of electronic medical notes at Dunedin’s Free Clinic for a 13-week period, to profile the 
health needs of patients and associated general practice activity 

Results: There were 9.0 visits per patient over 12 months at the Free Clinic. An average of 1.2 presenting 
complaints or requests was made per visit. The most frequent “reasons for encounter” (RFE) at the Free Clinic 
were requests for prescriptions and Sickness Benefit medical certificates. An average of 1.9 diagnostic or 
therapeutic procedures was recorded per consultation at the Free Clinic. 

Conclusion: Patients at Dunedin’s Free Clinic had a high rate of prescription and Sickness Benefit medical 
certificate requests. However, they brought on average fewer RFEs and received fewer than expected 
“processes of care” than patients in the NatMedCa study. 

Dunedin’s Free Clinic opened in January 2010, and provides primary health care services free-of-
charge to around 550 high-needs, socially vulnerable enrolled patients. On average the clinic records 
around 49 general practitioner (GP) consultations per week. Eight GPs with an average experience of 
18 post-graduate years together volunteer to provide just under a 0.9 full-time equivalent (FTE) GP. 
The nurses and counsellors are also volunteers; only the practice manager and receptionist are paid 
employees. Capitation funding provides 45–50% of the clinic’s income, with Very Low Cost Access 
payments adding another 10%, and donations and grants making up another 10%. 

Cross-sectional primary care surveys such as the National Primary Medical Care (NatMedCa) Survey1 
and the Waikato Medical Care (WaiMedCa) Survey2 profile clinicians, their patients, and the content 
of consultations at representative general practices in New Zealand. However, family medicine 
philosophers such as McWhinney3 have suggested that rather than striving to make generalisations 
and abstractions as with the biomedical sciences, clinical medicine is fundamentally about ‘particulars’ 
and subjective experiences. The contexts of patients and their illnesses have central importance in 
general practice.3,4  

The particular contexts of vulnerable and marginalised patients greatly impact their health, so they 
may consult their GP for different reasons than typical general practice patients. For instance, asylum 
seekers in Australia present at a very high rate for psychological problems.5 Among young, 
socioeconomically deprived general practice patients in Ireland, the burden of multiple chronic 
conditions is high.6 While we know that the patient population at the Free Clinic has high levels of 
socioeconomic deprivation, physical and psychiatric multimorbidity,7 we do not yet know how these 
factors translate into patients’ use of general practice services and their reasons for doing so.  
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In this paper we report the results of an audit profiling the health needs of patients at Dunedin’s Free 
Clinic, with a view to determining in a subsequent study what extent the model of care at the clinic 
meets these needs. The focus of this exploratory study is the Free Clinic’s enrolled population, who 
are unusual with respect to New Zealand general practice patients. Although such patients are present 
at most general practice clinics, published research about marginalised and vulnerable patients is 
limited in New Zealand. This report therefore has the potential to inform service planning at the 
practice level, as well as primary health policy interventions that target “hard-to-reach” populations.  

Method 
We reviewed electronic medical notes at the Free Clinic for a 13-week period, to profile the health needs of 
patients and associated general practice activity. Read Codes are the most widely used clinical classification 
system in New Zealand general practice.8 However, an average of only 20–30% of GP consultations have a 
Read Code recorded.8,9  

We therefore examined patient records and re-coded the “reasons for encounter” using the International 
Classification of Primary Care, Second Edition (ICPC-2) classification system.10 This was completed by one of 
the authors (LL, also a clinic GP) between 1 March and 31 May 2013 for all GP consultations with enrolled 
patients.  

Although only 1.2% of New Zealand general practices use the ICPC classification system,11 one advantage is its 
acceptance of symptom definitions over disease diagnoses, better reflecting the diagnostic uncertainty faced in 
primary care, and better capturing the reasons surrounding a patient’s request for care.12,13 Also, the ICPC 
system includes not only health problems or disease diagnoses, but also Reasons for Encounter (RFEs) and 
associated interventions (“processes of care”).  

Another reason for choosing the ICPC system over Read Codes was the anticipation that RFEs will better 
capture the diverse social needs and ill-defined health concerns vulnerable patients typically bring to 
consultations. 

RFEs are statements of the concerns and expectations that patients bring to their GPs, and reflects patients’ 
demands for care.14 This is in contrast to health problems or diagnoses, which are statements of health providers’ 
understanding of problems presented by patients.14 Coded RFEs should be as close as possible to the original 
description given by the patient, and involve as little interpretation as possible by the clinician.15  

ICPC codes are bi-axial, comprising an alphabetic prefix from 17 chapters based on body systems, and a two-
digit numeric suffix to denote concerns or problems associated with that particular body system.15 The Family 
Medicine Research Centre, University of Sydney, extended these codes to six characters, forming the ICPC-2 
PLUS classification system. 

For the 13-week study period, the appointment books of the Free Clinic GPs were accessed via the clinic’s 
practice management system (PMS) software, Medtech. Whether a patient had attended their appointment or 
cancelled, was recorded. For patients who consulted, an RFE was coded for each discrete “New Consultation 
Note” created by the GP. This information was usually contained in the opening line of the consultation record. 
Investigations or interventions such as prescriptions, Sickness Benefit medical certificates or referrals were also 
coded using ICPC-2 PLUS.  

Read Codes for disease diagnoses, illnesses or injuries were transcribed from consultation records. Where this 
was absent, the appropriate Read Code was taken to be the primary diagnosis on the Sickness Benefit medical 
certificate, or the “assessment” field if GPs recorded consultations using the “Subjective-Objective-Assessment-
Plan” format. In some cases, the Read Code diagnosis was extrapolated from the medicines prescribed.  
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Results 
Demographic profile—During the 13-week study period, 298 patients made 827 appointments at the 
Free Clinic. The mean age of Free Clinic patients as determined from the clinic’s age-sex register was 
33.9 years, and 24.9% had their ethnicity coded as Māori. Of the appointments made at the Free 
Clinic, 636 were attended by 283 unique patients (Figure 1), translating to 9.0 consultations per year 
for patients who had attended at least once. Seventy-three appointments were cancelled, producing a 
“did not attend” (DNA) rate of 16% for appointments that were not cancelled in advance.  

 

Figure 1. Frequency of consultations with Free Clinic GPs 

 

 

Reasons for encounter (RFE)—For the 636 patient visits to a GP, a total of 784 RFEs were recorded.  

The distribution of RFEs by ICPC chapter is shown in Figure 2. Free Clinic patients’ RFEs were 
dominated by general and administrative requests (which included requests for medications and repeat 
prescriptions, and miscellaneous documents such as applications for the Work and Income Disability 
Allowance), and RFEs in the psychological and social problems ICPC chapters (which included 
requests for the Sickness Benefit medical certificate). The RFE in 9 consultations (1.4%) was self-
harm, suicidal ideation or a suicide attempt.  

 

  



 

  

 
 
http://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2015/vol-128-no-1410/6458 
 

 

NZMJ 13 March 2015, Vol 128 No 1410; ISSN 1175-8716 Page 43 
Subscribe to the NZMJ: http://www.nzma.org.nz/journal/subscribe © NZMA 
 

 

 

NEW ZEALAND MEDICAL JOURNAL 

Figure 2. Distribution of RFE by ICPC-2 chapter 

 

 

The top 10 RFEs in this audit are shown in Table 1. A prescription request was the top RFE among 
Free Clinic patients in this study. When a prescription was requested, a READ Code diagnosis was 
recorded for a psychiatric condition or substance abuse in 29.7% of cases, a respiratory condition in 
17.2% of cases, and a musculoskeletal condition in 14.8% of cases.  
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Table 1. Top 10 RFE, rate per 100 encounters 

Rank Dunedin’s Free Clinic 
1 Prescription(s) 20.1 
2 Certificate(s);social* 15.3 
3 Rash 3.5 
4 Cough 3.5 
5 Admin; document 3.3 
6 Stress 2.5 
7 Pain; abdominal 2.2 
8 Advice/education; smoking 2.2 
9 Headache 1.9 
10 Removal; tattoo 1.6 

*Sickness Benefit medical certificate. 

 

Processes of care—For the 636 consultations, 1202 discrete diagnostic or therapeutic procedures 
(“processes of care”) were recorded, giving an average of 1.9 “processes” per consultation. The rates 
of specific types are shown in Table 2. 

 

Table 2. “Processes of care”, rate per 100 encounters 

Process of care (number) Dunedin’s Free Clinic (rate per 100 encounters) 
New or repeat prescriptions (439) 69.0 
Laboratory test requests (107) 16.8 
Radiology requests (15) 2.4 
All referrals (78) 11.9 

 

A Sickness Benefit medical certificate was supplied in 118 consultations (18.6%). The Read Code for 
the top primary diagnoses recorded is shown in Table 3, along with the equivalent figures for Sickness 
Benefit recipients in New Zealand in general.16,17 The top three categories accounted for 85% of all 
Sickness Benefits claimed by Free Clinic patients in this audit.  

 

Table 3. Top Sickness Benefit medical certificate primary diagnoses 

Rank Dunedin’s Free Clinic Ministry of Social Development data 

1 Psychological, addiction 65.3% Psychological, addiction 48.4% 
2 Musculoskeletal 11.0% Musculoskeletal 14.5% 

3 Neurological 8.5%  

 

Discussion 
The nature of general practice activity at the Free Clinic—Our study profiles the 
demographic characteristics and consulting behaviour of patients that are likely to be atypical for New 
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Zealand general practice patients. We found that Free Clinic patients had 1.2 RFEs per consultation. 
Prescription requests were the top RFE, usually in the setting of a psychiatric condition or substance 
abuse. The next most frequent RFE was a Sickness Benefit medical certificate request. A psychiatric 
or substance abuse diagnosis was listed as the primary diagnosis in about two-thirds of these 
certificates. More Sickness Benefits at the Free Clinic were claimed for psychological conditions and 
substance abuse than was the case nationally (65.3% versus 48.4%). 

This is a descriptive study; appropriate comparator data would facilitate interpreting this study’s 
findings, but are lacking. The Bettering the Evaluation of Care and Health (BEACH) primary care 
study in Australia uses the ICPC classification system, and is an ongoing study involving a rolling 
sample of Australian GPs.14 However, differences between the Australian and New Zealand general 
practice contexts, such as health policy and institutional process, make direct comparison difficult.  

The most recent New Zealand study producing comparable data was the 2001–02 cross-sectional 
National Primary Medical Care Survey (NatMedCa), but this used Read Codes rather than the ICPC 
system.1 NatMedCa took a nationally representative, stratified sample of randomly selected GPs from 
a variety of settings, who provided data on their practices and themselves, as well as a 25% sample of 
patients in 2-week-long periods separated by 6 months.18  

An advantage of using NatMedCa was its report on a subgroup of community-governed, non-profit 
clinics, who like the Free Clinic served a mainly young, non-European (19% Māori, 34% Pacific), and 
socioeconomically deprived patient population.1 Reasons for encounter were recorded in the 
WaiMedCa study (1991–92) at a rate of 138 RFEs per 100 consultations, but were classified using a 
(United States) National Ambulatory Medical Care Survey instrument, rather than the ICPC system.2 

At the Free Clinic, there was an excess of consultations involving RFEs in the “General and 
Unspecified” (administrative), “Social Problems” and “Psychological” ICPC-2 chapters, most likely 
at the expense of preventive care uptake or the management of chronic conditions, as follows. First, 
for a patient population with high levels of comorbidity (prevalent conditions) and medical 
complexity as suggested by classifications in the PMS, fewer than expected RFEs (incident 
complaints) were brought to GP consultations at the Free Clinic.  

In the NatMedCa study, there were 1.8 and 1.4 “reasons-for-visit” per GP consultation for non-profit 
and all clinics respectively,1,18 whereas at the Free Clinic there were 1.2 RFEs per consultation. 

Second, whereas only 3.0% of all reasons-for-visit by patients at the NatMedCa non-profit clinics 
were for administrative procedures,1 15.3% of all GP consultations by Free Clinic patients were for 
Sickness Benefit medical certificates. Despite entering the top 10 most frequent RFEs at the Free 
Clinic, that smoking cessation advice was sought in 2.2% of consultations actually reflects a gross 
underutilisation of services, given the smoking prevalence of 67% among the most socioeconomically 
deprived individuals in New Zealand.19  

Third, despite Free Clinic patients likely being “sicker” than the NatMedCa cohort by disease 
frequency and severity, in general NatMedCa patients received more laboratory (17.2%) and 
radiological (4.1%) investigations, and a broadly similar rate of prescriptions per 100 visits (66.2%).18  

Reduced continuity of care at the Free Clinic consequent to the large number of volunteer GPs 
collectively contributing a 0.9 FTE GP cover and the high DNA rate may contribute to this result. 
This DNA rate was similar to the 15% rate from an earlier audit at the Free Clinic in June–August 
2010.20 These rates are higher than the 7% figure for a typical general practice clinic in the United 
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Kingdom,21 but compared favourably with the DNA rates at psychiatric outpatient clinics (20%),22 
and the DNA rate for males aged 16–35 years at hospital outpatient clinics in general (21%).23 

Free Clinic patients were more likely to consult to obtain prescriptions and specific documents from 
their doctor, than NatMedCa patients who were more likely to explore symptoms and other health 
concerns. Most of the reasons-for-visit for NatMedCa patients fell outside the “Actions” (including 
therapeutic and administrative procedures) category (74.2% of all visits).18  

In contrast, the majority of RFEs for Free Clinic patients were in the “General and Unspecified” 
(ICPC “A…” code) or “Social Problems” (“Z…” code) chapters. To illustrate, typical Free Clinic 
consultations tended to not involve RFEs for complaints such as “I am worried about my anxiety” 
(“Psychological” chapter / “P…” code) or “My asthma is still bothering me” (“Respiratory” chapter / 
“R…” code). Rather, Free Clinic patients were more likely to say that because of their anxiety or 
asthma, they needed to stay on the Sickness Benefit (“Z…” code), were unable to carry out their 
community work sentence (“Z…” code), or that they needed a further benzodiazepine prescription 
(“A…” code).  

These entrenched consulting behaviours were probably driven by conflicting factors. The daily 
experience of hardship makes marginalised groups likely to normalise ill-health as part of ordinary 
life. Socioeconomic deprivation is also associated with a greater likelihood of believing that health is 
outside one’s locus of control, and of curtailed expectations about future health. These factors 
predispose Free Clinic patients to ignoring minor symptoms, especially since before their enrolment at 
the Free Clinic consulting about these symptoms would have incurred financial costs.  

On the other hand, when Free Clinic patients did consult about specific symptoms, “stress”, 
“abdominal pain” and “headache” were frequent RFEs (Table 1). It is plausible that with limited 
available coping resources, socioeconomically deprived patients are more likely to experience 
functional pain syndromes,24 and to report greater functional disability from their symptoms.25 This is 
consistent with the high rate of Free Clinic patients consulting about their Sickness Benefit.26 These 
were in effect requests for sick role legitimation, which are more common among more disempowered 
individuals.27 

Limitations—Although this study explores Free Clinic general practice activity as determined by 
patients’ consulting behaviour, the individual behaviour of clinicians and the clinic’s ethos could have 
contributed to the study’s findings. One of the researchers having an “insider” role as clinic GP is 
another potential source of bias.  

Free Clinic GPs’ clinical notes were reinterpreted to generate ICPC RFE codes. This process might 
have been influenced by the pre-existing conceptual framework and beliefs on the part of the 
researcher with dual roles, such as about why Free Clinic patients visit their GP. It would have been 
desirable for another member of the research team to crosscheck ICPC codes, but permission would 
be required from the clinic’s governance board for an external researcher to access de-identified 
clinical notes.  

Because RFEs were manually coded retrospectively, the study period was necessarily short. Also, 
data were collected only for patients who attended the clinic. As with NatMedCa, this may have 
resulted in oversampling sicker patients, as consultation intensity usually clusters around an illness 
exacerbation. The patients in this audit may thus be composed of Free Clinic patients exhibiting 
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“outlier” consulting behaviour, as they are already outliers with respect to general practice patients in 
general.  

The group whose consulting behaviour was closest to that of Free Clinic patients was the ex-prisoners 
in a Belgian primary care study, who like Free Clinic patients had an average of 1.2 RFEs per 
encounter, and who also tended to consult for administrative and psychological RFEs, or specifically 
with prescription requests.28 

This study did not permit us to establish whether the consulting behaviour observed reflected the 
characteristics of all Free Clinic patients, or was a result of the measurement method and wider 
context of care. Institutional factors may explain the lower intervention rate there than in the 
NatMedCa study.  

An existing New Zealand study using the ICPC classification system would have been helpful to 
standardise the coding procedure used in this audit. We could find only one published study mapping 
Read Codes used in primary care in New Zealand with ICPC-2 Codes used in Australia.29 However, 
this study excluded consultations with only administrative, process or preventive care codes, all of 
central interest here. Socioeconomically deprived patients use preventive care services at low rates 
even when access is free-of-charge.30  

Conclusions and Implications 
This study suggests that most Free Clinic patients have a tendency towards episodic care involving 
administrative tasks, rather than actively engaging in anticipatory care. Sickness Benefit medical 
certificate and prescription renewals were the most frequent triggers for GP contact. Such patterns of 
consulting are of concern because the “triple whammy” of physical multimorbidity, mental illness and 
socioeconomic deprivation prevalent in the enrolled population at the Free Clinic are important 
determinants for adverse health outcomes such as unplanned hospital admissions.  

A challenge for Free Clinic volunteers will be to shift clinical contact towards increased uptake of 
anticipatory care in a way that is acceptable to the particular group of patients at the Free Clinic. A 
mismatch between the values and goals of patients and doctors is likely to lead to poor uptake of 
services or poor adherence to recommended treatments.  

While an element of outreach is required to enhance engagement in preventive services, a stand-alone 
clinic-based service is likely to have only limited success with “hard-to-reach” patients, for whom 
greater healthcare engagement might be gained by integrating these efforts across multiple episodes of 
care over a sustained period of time. In order to maximise the impact, such an approach would not 
only entail clinicians deliberately and incrementally modifying consulting behaviour at the coalface 
(“nudging”), but doing so within a policy and service delivery environment that facilitated and 
cemented behaviour change (“sliding”).  
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The case for a systematic 
policy approach to free 
primary health care for 

vulnerable groups in New 
Zealand

Lik Loh, Siobhan Trevallyan, Steve Main, Leo Revell, Vivienne Patton, 
Akindele Ojo

ABSTRACT
Unmet health care needs and health inequities are prevalent in New Zealand. Throughout New Zealand’s 
history, the power dynamic between general practitioners, as a professional group, and the government 
has contributed to policies directed at primary-care access barriers not being fully realised. This has given 
‘third sector’ (non-government, non-profit) clinics a continuing role in delivering primary care services to 
vulnerable populations. The viability of free clinics, 18 of which were identified in our survey, is threatened 
by their funding and staffing structures. We contend that general practitioners have a stake in reducing 
health inequities and that there is a strong case for a more systematic policy approach to primary health 
care provision for vulnerable populations in New Zealand.

Primary health care services, free at the 
point-of-use, are being rolled out na-
tionwide to children under 13 years. 

Is there also a case for a systematic policy 
approach to the provision of free primary 
care access that does not discriminate by 
age? This is a call-to-action paper by a group 
of general practitioners, past and present, at 
free clinics across the country. Free clinics 
are a rarity in New Zealand and comprise a 
special subgroup of ‘third sector’ (non-gov-
ernment, non-profit) clinics. In an email 
and telephone survey of Primary Health 
Organisations (PHOs) and primary care gov-
ernance teams in regions without a PHO, 
we found 18 primary care clinics currently 
offering free general practitioner consulta-
tions for patients of all ages (Figure 1). We 
advocate for a more systematic approach 
to delivering free primary care services 
for populations with the poorest access to, 
but the most need for, these services. We 
are writing to policymakers, clinicians in 
governance roles, and general practitioners 
who wish to improve primary care access 
for vulnerable populations.

First, we describe the target population of 
free clinics as those patients most disadvan-
taged towards health care access and health 
outcomes in New Zealand. We then give 
examples of how the collective power of 
general practitioners greatly influences the 
effectiveness of primary health care policy 
targeting vulnerable patients. Finally, we 
discuss non-profit clinics serving vulnerable 
patients, the limitations of these clinics, and 
the role free clinics might play as a special 
subgroup of ‘third sector’ clinics.

Free clinics serve 
a particular target 

population
Fifteen percent of adults, and 6 percent 

of children in the most recent New Zealand 
Health Survey reported not visiting their 
general practitioner because of cost in the 
previous 12 months.1 These figures were 
higher for Māori adults (25%), Pacific adults 
(21%), and adults living in neighbour-
hoods with the most deprived NZDep2006 
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Figure 1: Locations of free clinics in New Zealand

quintile (22%).1 Groups disadvantaged with 

respect to primary care access—socioeco-

nomically-deprived individuals, and Māori 
and Pacific people—have higher primary 
care-preventable hospitalisation rates than 

other demographic groups in New Zealand.2 

While patients with the above socioeco-

nomic characteristics are overrepresented 

at free clinics, these characteristics do not 

adequately identify the target population 

of free clinics—who in our experience are 

typically the “worst-off of the worst-off”.

Low-income status is by itself an insuffi-

cient descriptor of our target population. 

Rather than poverty per se, it is the depriva-

tions in living conditions relative to wider 

society that matter for health and well-being. 

However, our patients are not just socioeco-

nomically deprived, but also marginalised, 

vulnerable and ‘high-needs’, with whom 

complex consultations are common, and for 

whom poorer health outcomes as well as 

health inequities are the norm. Vulnerability 

describes the co-occurrence of a person’s 

exposure to risks and adverse events, and 

their susceptibility to harm arising from 

a limited capacity to adapt to these chal-

lenges.3 Vulnerability is both chronic and 

cumulative across the life trajectory of 

individuals. In families, vulnerability traits 

are transmitted between successive gener-

ations. Unstable accommodation, teenage 

parenthood, a history of childhood trauma, 
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health-damaging ‘risk behaviours’, and 
comorbid mental illness and substance 
abuse are examples of vulnerability factors 
prominent in our patient populations.

At the surface, our patients have high rates 
of use and non-use of health services. The 
labels ‘high-needs patients’ and ‘high users’ 
are often used interchangeably. While the 
literature does not contain a robust defi-
nition for the term, we recognise our patients 
as ‘high-needs’ by the complex mixture of 
ill-health and social problems they struggle to 
cope with. Consultations with this heteroge-
neous group of patients are usually complex 
and challenging. Complexity in the health care 
context refers to “the patient-specific factors 
that interfere with the delivery of usual care 
and decision-making for whatever conditions 
the patient has”,4 a concept having dimen-
sions of depth (severity of need) and breadth 
(range of needs).5 Complexity predisposes 
to a mismatch between the patient’s needs 
and the capacity of health services to support 
those needs.6 

The above factors are associated with a 
range of negative health outcomes in our 
target population. Multimorbidity, the coex-
istence of two or more conditions without a 
specific disease being the index condition,7 
is prevalent among our patients, especially 
concomitant physical and mental disorders. 
Multimorbidity also develops at a younger 
age for our patients. These factors result 
in our patients bearing a disproportionate 
share of mortality and health care events 
compared with patients at other clinics. 
Because these health inequalities stem 
from social stratification and health care 
access barriers that are both avoidable and 
unfair, they are deemed health inequities.8 
In the rest of this paper, we consider how 
the interactions between government and 
general practice have contributed to health 
inequities for our target population, and 
how this may be redressed.

The target 
populations of 
free clinics are 
underserved by 

the health system
We believe that the health care needs of 

the target population of free clinics have 

been inadequately catered for throughout 
New Zealand’s recent history, largely 
because of the primary care cost barrier. 
Our main concern is that nationally, general 
practitioners and government have been 
unsuccessful in collaborating to remove 
this barrier for our target population. Our 
subsidiary concern is that existing mech-
anisms to reduce the cost barrier – the 
Community Services Card scheme, Very 
Low Cost Access funding, and discretionary 
discounting of general practitioners’ fees – 
have been inadequate in securing primary 
are access for those most likely to expe-
rience unmet health care needs.

Free competition usually unattainable 
in the health care market, and the target 
populations of free clinics do not as a 
general rule participate effectively in such 
a market. Income poverty and reduced 
health literacy prevent such patients from 
obtaining services commensurate to their 
health needs in an open market. Discre-
tionary discounting by general practitioners 
of their fees, while important for offsetting 
these disadvantages for vulnerable patients, 
has become less frequent over time,9,10 and 
is concentrated in paediatric and older 
persons.11 Discounting operates on an ad 
hoc basis, and financial and other consid-
erations may prevent this practice from 
becoming more widespread.

The extent of ‘market failure’ in health is 
a strong argument for the state playing a 
leading role in the regulation and provision 
of health services.12 This applies especially 
to segments of the population for whom 
health services are undersupplied privately. 
Existing policy interventions to redress 
‘market failure’ have been only partially 
successful. Targeted funding through the 
Community Services Card (CSC) scheme 
does not fully compensate for the effect 
of socioeconomic factors, so low-income 
status and Māori/Pacific ethnicity are not 
associated with increased primary care 
utilisation commensurate to health status.13 
Uptake of CSCs is incomplete among the 
eligible population,14 and even among CSC 
holders unmet health need is prevalent 
because of cost.15 The aim of the 2006 Very 
Low Cost Access (VLCA) scheme was to 
ensure low patient fees at participating 
general practices, whose enrolled popula-
tions were stipulated to consist of at least 
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fifty percent “high needs” patients (Māori 
and Pacific patients, and those living in 
NZDep quintile 5 areas). However, a large 
proportion of patients who typically have 
lesser health needs benefit from capped 
fees at such clinics, and since the early 
years many clinics receiving VLCA funding 
did not have the required proportion of 
high needs patients.16 Serving patients who 
by definition have complex clinical needs 
but limited ability to pay also threatens the 
financial viability of VLCA clinics, especially 
since VLCA funding typically does not fully 
meet operating costs.16 

Government policy is constrained by 
political processes,17 since policy is promul-
gated mindful of the government’s popular 
mandate. Government services cater to the 
demands of the median voter; poverty is 
also associated with reduced political partic-
ipation. So, even in the presence of demand 
from large minority groups for specific 
services, there may be little public provision 
of those services. Government failure thus 
occurs when demand for particular goods 
and services is not adequately met by the 
state or the public sector. The fractious rela-
tionship between general practitioners and 
government has at times in New Zealand’s 
history limited the effectiveness of health 
policy aimed at reducing patient copay-
ments and improving primary care access 
for socioeconomically deprived patients.

In the mid-1930s, only 25% percent of 
general practitioners18 entered government 
contracts as part of the First Labour govern-
ment’s proposed national health insurance 
scheme that would provide general prac-
titioner services free-of-charge to all 
patients.19 The government was forced to 
rescind their prohibition of general prac-
titioners charging their patients fees,18 
allowing a fee-for-service scheme to operate 
in parallel with the capitation scheme. In 
the 1990s, rather than stimulating compe-
tition within the primary health care sector, 
the neoliberal health reforms catalysed 
the formation of Independent Practitioner 
Associations as a means of aggregating the 
negotiating power of general practitioners 
to secure funding contracts in the new 
health marketplace. In the implementation 
of the Primary Health Care Strategy (PHCS) 
in the 2000s, the government eschewed 
statutory regulation of fees charged to 

patients.20 In the post-2008 era, the long-
standing distrust between government and 
general practice21 as well as the mismatch 
between policy initiatives and the economic 
realities of operating general practice 
clinics as private businesses22 prevented 
the abolition of user fees in primary care 
and many policy aspirations from being 
fully realised. 

The implementation of government 
primary care policies for children clearly 
illustrates the power dynamic between 
general practitioners and government. The 
government initiative in 1985 to substan-
tially subsidise primary care visits for all 
children was successfully blocked by the 
New Zealand Medical Association, who 
opposed the proposed patient copayment 
ceiling accompanying the scheme. A 
decade later, after intense lobbying by 
general practitioners, the 1996 free child 
health care scheme did not restrict the fees 
charged by general practitioners. Although 
the “Zero Fees For Under Sixes” package 
in 2007 did not guarantee universally free 
primary care for children less than six 
years during normal working hours, it 
achieved nearly complete uptake among 
general practices.  Participation by general 
practitioners was similarly voluntary in the 
scheme’s expansion to provide free after-
hours primary care services for children 
under six years in 2011, and free primary 
care services during normal working hours 
for children under thirteen years more 
recently. Whether increased subsidies 
with these policy initiatives fully cover 
consultation costs is likely to be a key deter-
minant for general practices committing to 
providing free services to children.

Third sector clinics 
are not a viable 
solution for the 

primary health care 
needs of vulnerable 

populations
Given the combination of ‘market failure’ 

and ‘government failure’ as above, the need 
for ‘third sector’ clinics has continuously 
existed in New Zealand. Crampton defines 
the ‘third sector’ as non-government and 
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non-profit.23 He locates third sector agencies 
within the gap between the state and 
private sectors, this gap arising because of 
market failures and deficiencies in existing 
government-funded services.23 Since unlike 
for-profit private entities they need not 
cater to the business interests of their 
proprietors or shareholders, third sector 
agencies are better able to provide public 
goods that benefit populations rather than 
individuals, and respond to the interests 
of minority groups.12,24 Unlike government 
organisations, third sector agencies are able 
to develop service delivery innovations, 
unfettered by strict democratic and political 
accountability structures.12

Trade union-sponsored health centres 
were established in the 1980s, and ‘by Māori, 
for Māori’ clinics in the 1990s. Health Care 
Aotearoa (HCA) formed in 1994, and is a 
network of third sector clinics sharing as 
their explicit goals a commitment to the 
unmet primary care needs of Māori and 
vulnerable populations.25 Enrolled patients 
at HCA-affiliated clinics are uncharacteristic 
of the New Zealand general population in 
being younger, containing higher propor-
tions of people from ethnic minority groups 
(36% Māori, 23% Pacific Islander), and being 
more socioeconomically deprived (55% 
residing in the most deprived NZDep96 
quintile areas).23 Most HCA clinics are 
located close to their target population, 
situated either in urban areas with high 
levels of socioeconomic deprivation, or in 
medically underserviced, mainly Māori rural 
areas.23 These clinics offer lower patient 
fees,24 and are also more likely to provide 
population-focused preventive care services, 
as they are capitation funded, which gives 
financial incentives and the epidemiological 
tools to deliver these services.26 

The heavy reliance of third sector 
clinics on government funding makes the 
government a key stakeholder for primary 
care in the third sector.23 Increased account-
ability to government and pressure to 
attain those outcomes on which funding 
is contingent force third sector organisa-
tions to reorient their operations towards 
measurable outcomes and clients for 
whom funding is available. Where external 
funding is reduced, services at third sector 
clinics risk being withdrawn. Also, because 
funding streams have traditionally been 

linked to general practitioner services, 
the loss of general practitioners from 
third sector clinics is often accompanied 
by drastic reductions in funding, which 
may threaten the financial viability of the 
service. Finally, because on average roughly 
sixty percent of general practice income 
is typically drawn from patient copay-
ments,27 third sector clinics that depend 
mainly on capitation funding may find it 
insufficient to meet running costs. Serving 
1,700 high-needs patients, the Calder 
Centre is affiliated with the Auckland City 
Mission and operated at an annual deficit 
of $300,000 in 2014, preventing them from 
offering free general practitioner services 
to their patients (Dimitri Germanov, Calder 
Centre, personal communication, 18 
November 2014).

Free clinics are a special subgroup 
within third sector clinics, and are rare 
in New Zealand. Of the 1,058 general 
practice clinics currently in New Zealand 
(Joyce Brown, RNZCGP, personal commu-
nication, 29 October 2014), 296 receive 
VLCA funding,16 but in our survey only 
18 clinics offer general practice services 
free-of-charge to all age groups. Half of 
these clinics are located in Special Medical 
Areas, originally established in 1941 by the 
government to attract general practitioners 
to rural and remote geographic areas, 
under a framework in which the doctors 
were salaried employees providing services 
free-of-charge to patients. The resident 
populations in the Special Medical Areas 
containing free clinics in our survey—
Hokianga and Whangaroa in Northland, 
Opotiki District in the Bay of Plenty, and 
the East Coast of the North Island—are 
greater than fifty percent Māori, and have 
high levels of socioeconomic deprivation. 
Waiheke Island’s free clinic and the four 
free clinics in South Auckland are all 
located on marae, and the free clinic in 
Hamilton was formed through merger with 
a Pacific people’s trust. 

The future of free clinics in New Zealand 
is endangered, due to their funding and 
staffing structures. The free clinics run by 
Ngāti Porou Hauora, an East Coast Māori 
health provider, have run at a financial 
deficit since 2011 because capitation 
funding does not cover operating costs.28 
The free clinic in Dunedin is staffed by 
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volunteer clinicians, but likewise operates 
at a loss.29 Because as discussed above the 
primary care funding paradigm has consis-
tently been based on patient copayments 
supplemented by government subsidies, 
not charging copayments threatens the 
financial sustainability of clinics whose 
target populations are vulnerable patients. 
Clinics providing free services are liable 
to either close down (Wellington People’s 
Centre) or introduce doctors’ fees for 
consultations (the Kingdom Clinic in 
Christchurch). 

Conclusion
At a national level, the goodwill of local 

groups makes for a haphazard solution to 
the unmet primary care needs of vulnerable 
populations. Across New Zealand’s history, 
without sufficiently widespread support 
from general practitioners, the effectiveness 
of top-down government initiatives is 
limited. What is the way forward? 

1. In our opinion, the general prac-
titioner community is a major 
stakeholder in the effort to reduce 
health inequities. This is because 
primary care is the linchpin of popu-
lation health and health systems, and 
health care itself can, unless it is equi-
tably distributed, contribute to health 
inequities. We recognise, however, 
that the prevailing for-profit small 
business model of general practice 
in New Zealand is not conducive 
to removing the primary care cost 
barrier for vulnerable populations. 
Our message is therefore targeted 
at those general practitioners who 
are interested in expanding primary 
care for vulnerable groups, and who 
are willing to adopt new models of 
funding and delivering primary care 
services. Collectively, these general 
practitioners could lead the health 
system’s approach to vulnerable 
patients, and provide mutual support 
in what is typically a challenging 
area to work. It is also this group of 
general practitioners with whom 
partnership in policy development is 
likely to be productive. There is prec-
edent in Scotland, where “General 
Practitioners at the Deep End” serving 

the most severely deprived areas 
have banded together to achieve 
shared goals.30

2. Primary health care access for 
vulnerable populations should 
occupy a more central position in 
health policy development. Whether 
New Zealand can afford universally 
free primary health care services is 
contentious, although we note that 
one of the reasons for withdrawing 
hospital user charges in the early 
1990s was that administering these 
charges was costing the government 
more than simply providing free 
hospital services.31 Proportional 
universalism as advocated by the 
Royal New Zealand College of General 
Practitioners,32 represents a middle 
ground between universalism and a 
fully targeted approach, and involves 
distributing resources across the 
whole population progressively 
according to health need and socio-
economic disadvantage. Low-income 
households are more likely to 
require after-hours services than 
their affluent counterparts,33 but the 
average cost of an after-hours visit 
(for example, $44 in 2013 for children 
over six years)34 is prohibitively 
expensive for the target population 
of free clinics. Cost barriers outside 
general practice (such as prescription 
charges and dental fees) also require 
attention, and a solution necessarily 
involves the social welfare and other 
sectors. 

3. New Zealand needs a network of 
‘safety-net’ primary care clinics. 
The precise policy solutions should 
be tailored to local circumstances, 
but will usually involve blending 
government funding with service 
delivery by third sector providers. 
Even where general practitioners are 
salaried employees, the level of public 
funding currently available makes 
the running of third sector clinics 
financially unsustainable. Regionally, 
it has been mooted that at least one 
PHO be given specific mandate for 
primary care services to high-needs 
groups, and this function be dele-
gated to District Health Boards where 
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this is not possible.35 Workforce 
development, such as through the use 
of nurse practitioners, may enable 
third sector clinics to better serve 
vulnerable populations.36 Finally, the 
shortcomings of safety-net clinics in 
the United States are instructive in 
our development of a solution in New 
Zealand. The majority of such clinics 
are Community Health Centres, which 
receive federal government funding, 
but serve only small numbers of 
medically uninsured patients, and 
charge fees on a sliding scale. Free 
clinics in the United States are fewer 
in number, and rely on philanthropic 
funding sources and volunteer clini-
cians. While United States free clinics 
see greater proportions of uninsured 
patients, they tend to be open for 

limited hours, offer a limited range of 
services, and their patients are more 
likely to experience poorer continuity 
of care. Transferring these lessons 
to New Zealand, we believe that free 
clinics make a distinct contribution to 
that by third sector clinics generally, 
as free clinics serve vulnerable 
patients with more extreme levels 
of need. Even small copayments 
would result in unmet needs in 
these groups. Like their American 
counterparts, free clinics here are 
under-resourced relative to their 
task. We assert that funding primary 
health services for vulnerable 
populations is a core responsibility 
of government, and should not be 
devolved entirely to philanthropic or 
volunteer-based organisations.
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Abstract: Enrolled patients at the free clinic in Dunedin, New Zealand were not just financially 

poor, but also vulnerable. Large social inequalities are present in the United States and New 

Zealand. The literature on vulnerability originates predominantly from sociology and public 

health. This commentary discusses the concept of vulnerability within clinical practice, and 

makes a case for the improved recognition of patient vulnerability. Vulnerability arises from an 

individual’s susceptibility to harm and their exposure to risks and negative events. Biographical 

factors commonly regarded as social vulnerability characteristics such as homelessness, teenage 

parenthood, and childhood abuse do not necessarily lead to negative health and other 

outcomes because of a direct, causal effect, but because they are indicative of more upstream 

adversities. Health professionals should address vulnerability not just during clinical encounters, 

but also at an institutional and policy level. 

 

Key words: Vulnerable populations, primary health care, health policy, sociology, social 

determinants of health.
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Background 

This paper arises from my experiences as a family physician volunteering at a free clinic in 

Dunedin, New Zealand, serving a socioeconomically deprived, urban patient population. In the 

same month that I left the free clinic to work full-time on my PhD, an adolescent patient who 

had been orphaned, abused in foster care, and become embroiled in criminal gangs and drug 

abuse committed suicide. My first reactions were, “How were we blindsided by this?” and “How 

can we stop this from happening again?” This brutal narrative was also a reminder that we 

were not just providing free primary care services to patients who were merely poor. Low-

income status is by itself an insufficient identifier of the free clinic’s target population, 

suggesting that a broader perspective on poverty should be used. Relative differences in 

income rather than absolute income levels predict inequalities in health and social outcomes,1 

and income levels are significant because they can locate a person within social hierarchies2 and 

signal the exposure of individuals to the forces that social stratification imposes on health and 

well-being.3 It is deprivations in living conditions relative to wider society due to such social 

stratification that matter.4 A broader conception of poverty in relation to health also recognizes 

the impact of poverty in excluding individuals from social participation to the extent that is 

defined by social norms.2 

Most of the existing literature on vulnerability falls within the disciplines of sociology and 

public health. In clinical medicine, a prominent discourse within the literature labels certain 

patients as “heartsink”,5 “difficult”,6, 7 or even “hateful”,8 and encounters with them are 

accorded similarly pejorative descriptors. Consultations with complex patients were the norm at 

the free clinic, and in my experience patient-related factors that made consultations and the 

relationship with these patients strenuous were the very factors that identified them as 

vulnerable individuals. In this paper, I outline the concept of social vulnerability and some of 
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the vulnerability characteristics commonly encountered in family medicine. Social vulnerability 

traditionally occupies a minor part in the curriculum during the training of health professionals, 

if the issue is raised at all. This omission is likely to affect clinical care. Practitioners who are 

able to recognize and respond appropriately to patient vulnerability during clinical encounters 

are better equipped to provide empathetic care.9  A clinician-patient relationship that is 

consequently more mutually satisfying can also be expected to militate against clinician stress 

levels and burnout.10 

 

Vulnerability 

At Dunedin’s free clinic, the predominant reasons for consulting with family physicians were 

social welfare medical certificate requests, and social and psychiatric issues.11 Help was 

frequently sought for difficulties obtaining food and accommodation; support was commonly 

needed for domestic violence and other relationship problems.12 Other prominent vulnerability 

characteristics among enrolled patients at Dunedin’s free clinic were single parenthood, a 

history child abuse, and previous involvement with the criminal justice sector.12  

 

The environmental science literature provides a two-part framework for social vulnerability. 

Factors such as age, ethnicity, employment status, household income, and housing conditions 

determine an individual’s susceptibility to harm,13 because these factors are indicators of the 

person’s capacity to adapt to challenges and environmental changes without sustaining serious 

consequences.14 The individual’s exposure to risks and negative events14 then transforms the 

person’s susceptibility into actual harm. As a construct, vulnerability involves the clustering of 

multiple, mutually reinforcing risk factors arising from a lack of material and social resources 

essential to well-being, the presence of risky behaviors, and the influence of environmental 
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factors.15 Vulnerability is both chronic and cumulative across the life trajectory of individuals, 

and in families vulnerability traits are transmitted between successive generations.16 Resilience, 

the antonym to vulnerability, involves successfully adapting to stressful or traumatic life events 

and so avoiding pathological outcomes.17 

  

Housing and neighborhoods. The place where one resides matters for health, over and 

above the effect of socioeconomic status. This effect on well-being is probably mediated by 

social structures within neighborhoods rather than the built resources or access to material 

goods.18 Social fragmentation within neighborhoods19 and adverse social interactions between 

residents from socioeconomically unequal neighborhoods20 are associated with poorer mental 

health. Also, while contrary to expectation access to health care facilities and other 

infrastructure is usually better in more socioeconomically disadvantaged neighborhoods in New 

Zealand21 and Scotland,22 the converse appears to be the case in many parts of the United 

States.22, 23 

Having unstable or inadequate accommodation is a powerful marker for other adverse 

characteristics both within and outside the health arena. Family instability, domestic violence, 

parental addiction to drugs or alcohol, childhood abuse, and institutional care are leitmotifs in 

the pathway to homelessness.24 These factors foster the development of mental illness and 

substance abuse which perpetuate homelessness.24 A chaotic lifestyle and frequent intoxication 

limit engagement in formal treatment programs, while a focus on day-to-day survival inherent 

to living on the streets often leads to delayed presentations for medical care. 

Teenage parenthood. New Zealand and the United States have the highest teenage 

pregnancy rates among developed countries.25 Curtailed expectations by disadvantaged young 

women about their future can be self-reinforcing. For instance, believing that poor educational 
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attainment and low-waged employment are “as good as it gets” may amplify the attractiveness 

of early childbearing. Early motherhood becomes a viable alternative “vocation” to entering the 

workforce or pursuing further education.26 Teenage pregnancy flows out of the discouragement 

and disadvantage of teenagers, who in the face of poor future prospects and current family 

hardship, have omitted to postpone childbearing in ways their more privileged peers might 

deliberately strive to.27 An adolescent may also view having a baby as a pathway out of bleak 

circumstances.26 However, the influence of negative expectations thrust on adolescent mothers 

by society can be more pervasive than these intrinsic beliefs. Delayed childbearing in favor of 

labor market participation is increasingly normalized, whereas teenage motherhood is 

problematized and constructed as indicative of individual failures.28 

Teenage parenthood is popularly positioned as directly in the causal pathway of 

socioeconomic disadvantage perpetuated between generations.28 A more nuanced explanation 

is that rather than teenage parenthood being the root cause, contextual social factors 

“upstream” to becoming a teenage parent are the major determinants of adverse outcomes 

such as poor scholastic achievement, low income, and criminal offending in young mothers, 29 

and similar problems in their children.30 In particular, teenage pregnancy is frequently preceded 

by a litany of noxious family and childhood factors such as parental separation, child sexual 

abuse, and domestic violence.26 

Adverse childhood events and negative outcomes over the life course. Biological and 

social risk factors cluster during critical periods of development both in utero and early in the 

lives of younger patients, affecting outcomes later in the life course.31 Adverse childhood 

experiences that prejudice future well-being are prevalent in New Zealand and the United 

States. Experiences of child sexual abuse were reported by approximately 15% of the birth 

cohorts of longitudinal studies in Christchurch32 and Dunedin,33 New Zealand. High rates of 
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physical, sexual, and psychological abuse were similarly reported in prospective studies in the 

United States.34 As with teenage parenthood discussed above, child sexual abuse signals the 

extent of adversities simultaneously present in the abused child’s family context that jointly 

contribute to the negative outcomes.35 For example, having an absent or incarcerated biological 

father greatly increases the chances of being a victim of child sexual abuse,36 but rather than 

child sexual abuse per se being the major determinant of future criminality, it is having a father 

in jail that is the factor that strongly predicts future criminal behavior.37  

Health behaviors. A conspicuous message from the literature on vulnerable populations is 

that patients from socioeconomically disadvantaged family circumstances and neighborhoods 

are predisposed to health-damaging “risk behaviors”.16 For example, there is more than a 

threefold difference in cigarette smoking rates between residents from the least and most 

deprived neighborhoods in New Zealand,38 and between individuals with five versus zero 

individual deprivation characteristics.4 These observations provide fodder to the notion of poor 

“lifestyle choices” leading to “lifestyle diseases.” However, alternative explanations offered for 

the socioeconomic distribution in health behaviors take into account the effect of socioeconomic 

position on the incentives, motivations, and available resources to implement healthy behaviors 

and desist from unhealthy behaviors.39 Frustrated life prospects decreases the odds of health-

promoting behaviors such as regular exercise while at the same time increasing behaviors 

directed at short-term goals such as high-risk sexual activity and substance abuse.40 

Demoralization thus precipitates a breakdown in goal-directed coping with life adversities.41 

Alcohol and drug use is also associated with the social alienation arising through having little 

investment or control in one’s education, employment, and wider community.42 In this way, 

people trapped in the lowest social strata and who are “going nowhere” may operationalize 
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their pessimism about the future through risk behaviors, and ultimately such expectations are 

self-fulfilling.43 

The behavioral economics concept of temporal discounting is one potential explanation 

for the cognitive processes that underlie risk behaviors in vulnerable patients. Temporal 

discounting involves disproportionately preferring sooner albeit smaller rewards, while devaluing 

larger rewards where these are delayed.44 This explains the phenomenon of impulsivity, 

whereby short-term gratification is favored at the expense of longer-term goals, however 

irrational or self-defeating this may seem in retrospect.44 It also accounts for the propensity for 

individuals to engage in risky sexual activity,45 to smoke cigarettes or abuse drugs,44 and to not 

uptake preventive medical care46 despite the long-term consequences of these actions. Health 

behaviors tend to be a function of patients’ locus of control, that is, their beliefs about the 

extent to which their health depends on chance, luck, or other external factors, rather than 

being within their sphere of influence. Individuals with an external locus of control are more 

likely to be smokers,47 and to use cigarette smoking to manage negative emotions.48 

Mental illness. Mental illness and substance abuse are quintessential social vulnerability 

characteristics. Mental illness fundamentally affects one’s capacity for self-determination and 

one’s ability to participate in civil society, yet disproportionately affects population groups that 

are already most disadvantaged with regards to realizing these basic rights, such as ethnic 

minority groups49, 50 and socioeconomically deprived individuals.51 Despite extensive campaigns 

to alter public attitudes towards mental illness in New Zealand,52 social exclusion manifest 

through high unemployment rates is a hallmark of mental illness,53 and the stigmatization of 

mentally ill people remains rampant.54 Mental illness is also associated with vulnerability to 

becoming victims of abuse55 and violence56 during adulthood. Another source of vulnerability 

arises from the interface between mentally ill patients and the health sector. People with a 
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mental illness may not recognize a need for professional help. Embarrassment and perceived 

stigma deter help seeking by these patients, accentuating the effect of prior negative 

experiences vulnerable patients often have with mental health services. These factors 

contribute to delays in seeking appropriate treatment among people with mental illness,57 and 

to low levels of mental health service use relative to need among ethnic minority groups.58  

 

Discussion: The health system’s response to vulnerable patients 

The impetus for this paper was my experiences as a family physician at a free clinic in New 

Zealand, and many New Zealand studies were cited in this paper. However, because of major 

similarities between the health care contexts of the United States and New Zealand, the 

dimensions of vulnerability discussed above are generalizable to the United States. In New 

Zealand and the United States, wide inequalities are present in health outcomes between ethnic 

groups59 and in income levels between the richest and poorest segments of society.60 In both 

countries, cost is an access barrier to medical care for large parts of the population.61 Safety-net 

clinics have arisen in both countries to cater to patients whose health needs have been unmet 

by existing government and private services. Studies directly comparing the target populations 

of safety-net clinics in New Zealand and the United States are lacking, but it is likely that these 

clinics target very similar population groups. Like enrolled patients at Dunedin’s free clinic,12, 62 

patients attending safety-net clinics in the United States tend to comprise youth, individuals 

from ethnic minority groups, the working poor, and medically uninsured patients.63-65 

It is imperative that health professionals address social vulnerability more decisively in 

policy and resource allocation (macro level), how their institution delivers health services (meso 

level), and during clinical encounters with individual patients (micro level). Regarding the way 

clinicians practice and institutions interface with vulnerable patients, the impact of vulnerability 
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on clinical encounters should be recognized and taken into account. Vulnerable patients often 

describe unsatisfactory encounters with health care providers as the status quo, and ascribe 

great value to the interpersonal aspects of health care consultations.66 Effectively caring for 

vulnerable patients requires a pragmatic, socially competent health care team, who are 

prepared to moderate their expectations and shift their focus towards empowering the patient 

and achieving incremental gains through serial encounters over a long period of time.67, 68 Not 

only must health services be accessible to patients, these services should also be appropriate to 

the particular needs of the target population, taking into account the realities and hardships 

faced by vulnerable patients, which often compete with their health needs for attention.69 

Usually, such a model of care integrates health care and social services.70 

In order to definitely address social vulnerability at the clinical coalface, health 

professionals should simultaneously play an active leadership role in policy. While health care 

access can itself be a social determinant of health inequalities,71 an overemphasis on health 

care access distracts policymaking from the socioeconomic factors that are in fact the 

fundamental drivers of health disparities.72 Health behaviors are also an important determinant 

of health disparities, but they explain only a small amount of socioeconomic disparities in 

health.39 Attempting to modify risk behaviors at the individual level should not undermine a 

global approach to rectifying the negative effects social structures and the family context have 

on health.73 
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Appendix D: Components of the NZiDep individual index of socioeconomic 

deprivation 

 
Using food grants/banks 

Buying cheap food to make ends meet 

Feeling cold to save heating costs 

Being out of work for more than one month 

Having to wear shoes with holes 

On a means tested benefit 

Going without fresh fruit and vegetables 

Needing help from a community organisation 

 

Source: Salmond C, Crampton P, King P, Waldegrave C. NZiDep: A New Zealand index of 

socioeconomic deprivation for individuals. Soc Sci Med. 2006 Mar;62(6):1474-85 
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Appendix E: Stata 14 code used to prepare Chronic Disease Score 

//Generate Chronic Disease Scores (CDS) 
//Following Kuo RN, Dong YH, Liu JP, Chang CH, Shau WY, Lai MS. Predicting healthcare utilization 
using a pharmacy-based metric with the WHO's anatomic therapeutic chemical algorithm. Med Care. 
2011;49(11):1031-9 
 
 
//DATASET 
//Prepare the dataset: 
use "/Users/Pharms_ Trimmed.dta" 
count 
//Delete non-unique words that might also be present in ATC look-up table: 
//First, split CHEMICAL_NAME into component words, generating CHEMSTR stub: 
split CHEMICAL_NAME, gen(CHEMSTR) 
//Create a macro storing the number of variables there are in varlist CHEMSTR*, which can be 
plugged into the loops below: 
ds CHEMSTR* 
global w wordcount("`r(varlist)'") 
//Delete using inlist:`=$w' 
forval i=1/`=$w' { 
foreach c of varlist CHEMSTR`i' { 
//Make lower case (for consistency): 
gen temp=lower(`c') 
drop `c' 
rename temp `c' 
//Note the maximum number of string arguments for inlist is 10 
qui replace `c'="" if inlist(`c', "and", "combination", "combinations", "sodium", "potassium", "aluminium", 
"hydrochloride", "bromide") 
qui replace `c'="" if inlist(`c', "inhibitor", "inhibitors", "carbonate", "alfa", "alpha", "beta", "butyrate", 
"propionate", "valerate") 
qui replace `c'="" if inlist(`c', "monohydrate", "acid", "fumarate", "tartrate", "with", "caproate", "maleate", 
"fumarate", "citrate") 
qui replace `c'="" if inlist(`c', "of", "methyl", "ethyl", "oxide", "hydroxide", "choline", "calcium", "acetate", 
"nitrate") 
//Add a line to later allow pick up of "Buprenorphine with NALOXONE", "Glyceryl TRINITRATE", 
"Pegylated INTERFERON alpha" respectively 
qui replace `c'="" if inlist(`c', "buprenorphine", "glyceryl", "pegylated") 
} 
} 
//Remove periods and commas: 
forval i=1/`=$w' { 
foreach c of varlist CHEMSTR`i' { 
qui replace CHEMSTR`i'=subinstr(CHEMSTR`i', ",", "", .) 
qui replace CHEMSTR`i'=subinstr(CHEMSTR`i', ".", "", .) 
} 
} 
//Shift values left if CHEMSTR1 is blank 
qui replace CHEMSTR1=CHEMSTR2 if CHEMSTR1=="" 
//Useful information about drug name is in CHEMSTR1 so drop the rest: 
keep Serv_Pat patient_id AGE_AT_DISPENSING CHEMICAL_NAME CHEMSTR1 
DATE_DISPENSED DIM_FORM_PACK_SUBSIDY_KEY 
save "/Users/Pharms_CDS.dta" 
 
*********************************************************** 
 
 
//LOOK-UP TABLE 
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//Prepare the look-up table 
import excel "/Users/CDS_ATCCodes.xlsx", sheet("Sheet1") firstrow 
keep CHEMICAL_NAME INTERNAL* CDS_WEIGHT 
save "/Users/CDS_Look_Up.dta" 
//Do the same as above 
//First, split CHEMICAL_NAME into component words, generating LOOKUP stub: 
split CHEMICAL_NAME, gen(LOOKUP) 
//Create a macro storing the number of variables there are in varlist LOOKUP*, which can be plugged 
into the loops below: 
ds LOOKUP* 
global v wordcount("`r(varlist)'") 
//Delete using inlist: 
forval j=1/`=$v' { 
foreach d of varlist LOOKUP`j' { 
//Note the maximum number of string arguments for inlist is 10 
qui replace `d'="" if inlist(`d', "and", "combination", "combinations", "sodium", "potassium", 
"aluminium", "hydrochloride", "bromide") 
qui replace `d'="" if inlist(`d', "inhibitor", "inhibitors", "carbonate", "alfa", "alpha", "beta", "butyrate", 
"propionate", "valerate") 
qui replace `d'="" if inlist(`d', "monohydrate", "acid", "fumarate", "tartrate", "with", "caproate", 
"maleate", "fumarate", "citrate") 
qui replace `d'="" if inlist(`d', "of", "methyl", "ethyl", "oxide", "hydroxide", "choline", "calcium", "acetate", 
"nitrate") 
//Add a line to later allow pick up of "Buprenorphine with NALOXONE", "Glyceryl TRINITRATE", 
"Pegylated INTERFERON alpha" respectively 
qui replace `d'="" if inlist(`d', "buprenorphine", "glyceryl", "pegylated") 
 
} 
} 
//Remove periods and commas: 
forval j=1/`=$v' { 
foreach c of varlist LOOKUP`j' { 
qui replace LOOKUP`j'=subinstr(LOOKUP`j', ",", "", .) 
qui replace LOOKUP`j'=subinstr(LOOKUP`j', ".", "", .) 
} 
} 
//Shift values left if LOOKUP1 is blank 
qui replace LOOKUP1=LOOKUP2 if LOOKUP1=="" 
//Useful information about drug name is in LOOKUP1 so drop the rest: 
keep CHEMICAL_NAME INTERNAL* CDS_WEIGHT LOOKUP1 
//Tidy up: 
qui drop if LOOKUP1=="" 
recast strL LOOKUP1 
save "/Users/CDS_Look_Up.dta", replace 
 
//Create drug lists for each medication class: 
levelsof INTERNAL_CLASS, local(classes) 
foreach class of local classes { 
qui gen strL a`class'="" 
qui replace a`class'=LOOKUP1 if INTERNAL_CLASS==`class' 
} 
save "/Users/CDS_Look_Up.dta", replace 
 
//Create medication lists for merger with dataset: 
//Add weights to each medication class 
//Create a macro storing the number of variables there are in varlist a*, which can be plugged into the 
loops below: 
clear 
use "/Users/CDS_Look_Up.dta" 
ds a* 
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global y wordcount("`r(varlist)'") 
forval l=1/`=$y' { 
use "/Users/CDS_Look_Up.dta" 
foreach c of varlist a`l' { 
//Create variables storing medication class weights: 
qui gen WEIGHT`l'=CDS_WEIGHT if !missing(`c') 
qui keep `c' WEIGHT`l' 
qui drop if WEIGHT`l'==. 
//Tidy up" 
rename a`l' CHEMSTR1 
qui compress CHEMSTR1 
qui duplicates drop CHEMSTR1, force 
qui save "/Users/CDS_a`l'.dta" 
clear 
} 
} 
*********************************************************** 
//Troubleshoot and identify duplicate entries for drug classes: 
//Create a list of all unique "LOOKUP1" and "CHEMSTR1" 
use "/Users/CDS_Look_Up.dta" 
duplicates report LOOKUP1 
duplicates tag LOOKUP1, gen(_dup) 
keep if _dup>0 
//These drugs appear in more than one medication class: betamethasone carteolol clonidine 
epinephrine everolimus fenspiride fluticasone formoterol guanethidine lamivudine methyldopa 
metipranolol moxonidine prazosin reproterol reserpine salbutamol salmeterol triamcinolone 
use "/Users/CDS_Look_Up.dta" 
keep CHEMICAL_NAME LOOKUP1 
rename LOOKUP1 CHEMSTR1 
qui compress CHEMSTR1 
save "/Users/Pharms_CDS_Duplicates.dta" 
forval l=1/32 { 
qui merge m:1 CHEMSTR1 using "/Users/CDS_a`l'.dta" 
//Drop the "using only" data (unpaired with dataset): 
qui drop if _merge==2 
//Note that the "WEIGHT" variable marks the intersection of the merge, as demonstrated by count if 
_merge==3 & !(WEIGHT`l'==2) returning zero 
//So can safely drop _merge 
qui drop _merge 
qui save "/Users/Pharms_CDS_Duplicates.dta", replace 
} 
gen OBS_NUMB=_n 
duplicates drop CHEMSTR1, force 
reshape long WEIGHT, i(OBS_NUMB) 
gen MISS_WEIGHT=1 if WEIGHT==. 
by OBS_NUMB: egen MISS_WT_TOTAL=total(MISS_WEIGHT) 
duplicates drop OBS_NUMB, force 
keep if MISS_WT_TOTAL<31 
//These drugs appear in more than one medication class: lamivudine, prazosin, timolol, fluticasone, 
betaxolol, methyldopa, betamethasone, triamcinolone, salmeterol, salbutamol, clonidine, carteolol, 
epinephrine, everolimus, fenspiride, formoterol, guanethidine, metipranolol, moxonidine, reproterol, 
reserpine 
clear 
//Fix the above and repeat preparation procedures for look-up table: 
import excel "/Users/CDS_ATCCodes.xlsx", sheet("Sheet1") firstrow 
keep CHEMICAL_NAME INTERNAL* CDS_WEIGHT 
save "/Users/CDS_Look_Up.dta", replace 
//Do the same as above 
//First, split CHEMICAL_NAME into component words, generating LOOKUP stub: 
split CHEMICAL_NAME, gen(LOOKUP) 
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//Create a macro storing the number of variables there are in varlist CHEMSTR*, which can be 
plugged into the loops below: 
ds LOOKUP* 
global v wordcount("`r(varlist)'") 
//Delete using inlist: 
forval j=1/`=$v' { 
foreach d of varlist LOOKUP`j' { 
//Note as before the maximum number of string arguments for inlist is 10 
qui replace `d'="" if inlist(`d', "and", "combination", "combinations", "sodium", "potassium", 
"aluminium", "hydrochloride", "bromide") 
qui replace `d'="" if inlist(`d', "inhibitor", "inhibitors", "carbonate", "alfa", "alpha", "beta", "butyrate", 
"propionate", "valerate") 
qui replace `d'="" if inlist(`d', "monohydrate", "acid", "fumarate", "tartrate", "with", "caproate", 
"maleate", "fumarate", "citrate") 
qui replace `d'="" if inlist(`d', "of", "methyl", "ethyl", "oxide", "hydroxide", "choline", "calcium", "acetate", 
"nitrate") 
//Add a line to later allow pick up of "Buprenorphine with NALOXONE", "Glyceryl TRINITRATE", 
"Pegylated INTERFERON alpha" respectively 
qui replace `d'="" if inlist(`d', "buprenorphine", "glyceryl", "pegylated") 
 
} 
} 
//Remove periods and commas: 
forval j=1/`=$v' { 
foreach c of varlist LOOKUP`j' { 
qui replace LOOKUP`j'=subinstr(LOOKUP`j', ",", "", .) 
qui replace LOOKUP`j'=subinstr(LOOKUP`j', ".", "", .) 
} 
} 
//Shift values left if LOOKUP1 is blank 
qui replace LOOKUP1=LOOKUP2 if LOOKUP1=="" 
//Useful information about drug name is in LOOKUP1 so drop the rest: 
keep CHEMICAL_NAME INTERNAL* CDS_WEIGHT LOOKUP1 
//Tidy up: 
qui drop if LOOKUP1=="" 
recast strL LOOKUP1 
save "/Users/CDS_Look_Up.dta", replace 
//Create drug lists for each medication class: 
levelsof INTERNAL_CLASS, local(classes) 
foreach class of local classes { 
qui gen strL a`class'="" 
qui replace a`class'=LOOKUP1 if INTERNAL_CLASS==`class' 
} 
save "/Users/CDS_Look_Up.dta", replace 
//Create medication lists for merger with dataset: 
//Add weights to each medication class 
//Create a macro storing the number of variables there are in varlist a*, which can be plugged into the 
loops below: 
use "/Users/CDS_Look_Up.dta" 
ds a* 
global y wordcount("`r(varlist)'") 
forval l=1/`=$y' { 
use "/Users/CDS_Look_Up.dta" 
foreach c of varlist a`l' { 
//Create variables storing medication class weights: 
qui gen WEIGHT`l'=CDS_WEIGHT if !missing(`c') 
qui keep `c' WEIGHT`l' 
qui drop if WEIGHT`l'==. 
//Tidy up" 
rename a`l' CHEMSTR1 
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qui compress CHEMSTR1 
qui duplicates drop CHEMSTR1, force 
qui save "/Users/CDS_a`l'.dta", replace 
clear 
} 
} 
*********************************************************** 
 
//GRAND MERGER 
//Now merge dataset with each medication class' look-up table: 
use "/Users/CDS_Look_Up.dta" 
ds a* 
global y wordcount("`r(varlist)'") 
 
use "/Users/Pharms_CDS.dta" 
save "/Users/Pharms_CDS_Merged.dta" 
forval l=1/`=$y' { 
qui merge m:1 CHEMSTR1 using "/Users/CDS_a`l'.dta" 
//Drop the "using only" data (unpaired with dataset): 
qui drop if _merge==2 
//Note that the "WEIGHT" variable marks the intersection of the merge, as demonstrated by count if 
_merge==3 & !(WEIGHT`l'==2) returning zero 
//So can drop _merge 
qui drop _merge 
qui save "/Users/Pharms_CDS_Merged.dta", replace 
} 
 
//FILTER TO TWO SCRIPTS FOR MEDICATION IN SEPARATE YEARS + AGE>=18: 
gen DATE_DISPENSED1=date(DATE_DISPENSED, "DMY") 
gen YEAR_DISPENSED=yofd(DATE_DISPENSED1) 
format %td DATE_DISPENSED1 
save "/Users/Pharms_CDS_Merged.dta", replace 
sort patient_id CHEMSTR1 YEAR_DISPENSED AGE_AT_DISPENSING 
//Create dummy variable tagging dispensed items for scripts in two separate years (ensuring the most 
recent year -when the patient is oldest- is tagged): 
bysort patient_id: gen REPEAT=1 if ((CHEMSTR1[_n]==CHEMSTR1[_n-1]) & 
!(YEAR_DISPENSED[_n]==YEAR_DISPENSED[_n-1])) 
save "/Users/Pharms_CDS_Merged1.dta" 
//Spread the weights to other cells if REPEAT==1 and AGE>/=18: 
ds WEIGHT* 
global z wordcount("`r(varlist)'") 
forval q=1/`=$z' { 
qui gen WEIGHT_RPT`q'=WEIGHT`q' if (REPEAT==1 & AGE_AT_DISPENSING>=18) 
qui bysort patient_id (WEIGHT_RPT`q'): replace WEIGHT_RPT`q'=WEIGHT_RPT`q'[1] 
} 
sort patient_id CHEMSTR1 YEAR_DISPENSED AGE_AT_DISPENSING 
save "/Users/Pharms_CDS_Merged2.dta" 
 
//ADD WEIGHTS TO PRODUCE CDS EXTENDED FROM von Korff M, Wagner EH, Saunders K. A 
chronic disease score from automated pharmacy data. J Clin Epidemiol. 1992;45(2):197-203: 
sort patient_id CHEMSTR1 YEAR_DISPENSED AGE_AT_DISPENSING 
//For heart disease: 
//As a general rule, computations involving missing values yield missing values, whereas the rowtotal 
function treats missing values as zero values: 
qui egen WEIGHT_HT_INT1=rowtotal(WEIGHT_RPT1 WEIGHT_RPT2 WEIGHT_RPT3) 
//The following reintroduces the missing values as appropriate: 
qui gen WEIGHT_HT_INT2=. 
qui replace WEIGHT_HT_INT2=3 if WEIGHT_HT_INT1==1 
qui replace WEIGHT_HT_INT2=4 if WEIGHT_HT_INT1==2 
qui replace WEIGHT_HT_INT2=5 if WEIGHT_HT_INT1==3 
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//For respiratory illness: 
qui egen WEIGHT_RESP_INT1=rowtotal(WEIGHT_RPT4 WEIGHT_RPT5 WEIGHT_RPT6) 
qui gen WEIGHT_RESP_INT2=. 
qui replace WEIGHT_RESP_INT2=2 if WEIGHT_RESP_INT1==1 
qui replace WEIGHT_RESP_INT2=3 if WEIGHT_RESP_INT1>=2 
//For hypertension: 
qui gen WEIGHT_BP_INT1=. 
qui replace WEIGHT_BP_INT1=2 if (WEIGHT_RPT10==2) 
qui replace WEIGHT_BP_INT1=1 if (WEIGHT_RPT11==1 & !(WEIGHT_RPT10==2)) 
//Now sum up to generate CDS: 
qui egen TEMP_TOTAL=rowtotal(WEIGHT_RPT12-WEIGHT_RPT32) if AGE_AT_DISPENSING>=18 
qui egen CDS=rowtotal(WEIGHT_HT_INT2 WEIGHT_RESP_INT2 WEIGHT_RPT7 WEIGHT_RPT8 
WEIGHT_RPT9 WEIGHT_BP_INT1 TEMP_TOTAL) if AGE_AT_DISPENSING>=18 
//Create a variable indicating the presence of a psychiatric or substance abuse diagnosis 
qui gen PSYCH_SUBST=1 if (WEIGHT_RPT27==2 | WEIGHT_RPT28==3 | WEIGHT_RPT29==2 | 
WEIGHT_RPT30==2 | WEIGHT_RPT32==3) 
qui replace PSYCH_SUBST=0 if PSYCH_SUBST==. 
//Prepare a look-up table for patient_id and CDS that we can merge with PHO dataset: 
keep Serv_Pat patient_id AGE_AT_DISPENSING CDS PSYCH_SUBST  
//Capture patients who acquired a CDS as they aged past 18 years during the study period: 
//Missing values are stored as largest arbitrary value, so this sort will shift any CDS to the top: 
sort Serv_Pat patient_id CDS AGE_AT_DISPENSING 
 
*********************************************************** 
save "/Users/Pharms_CDS_Merged3.dta" 
 
*********************************************************** 
//"Duplicates drop" drops all but the first occurrence of each group of duplicated observations: 
gsort -Serv_Pat patient_id CDS AGE_AT_DISPENSING 
duplicates drop patient_id, force 
save "/Users/Pharms_CDS_ForExport.dta", replace 
 
//Basic diagnostics: 
duplicates report patient_id 
tab CDS, missing 
count if AGE_AT_DISPENSING>=18 & CDS==. 
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