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Abstract
Background
New Zealand’s District Health Board reform (2000–2022) was underpinned by the goal of reducing inequities in health outcomes between population groups and improving health overall. A key policy vehicle for achieving the goal was a system-wide shift to population health with increased strategic focus on and investment in primary health care.

Methods
This research explored shifts in power and resource to understand how equity as a policy goal for primary health care fared over the District Health Board era, and examined how the distribution of power and resources in the health sector changed for PHC over the period 2000–2020. The study used an exploratory case study methodology based on insights from key informant interviews.

Results
The study found that despite policy intent, actors holding political power shaped health outcomes under the reforms, curtailing the mechanisms that could have made a significant impact on equitable health outcomes between population groups.

Conclusion
It concludes that exploring power and resource shifts sheds light on power dynamics within a reform. Since power shapes how resources are deployed, attention to power and resource complements technical elements of health system reform, by helping to understand where and how to intervene so that reforms achieve their desired goals.
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Background
The World Health Organisation (WHO) recommends a primary health care (PHC) oriented health system to achieve [1, 2] better and more equitable health outcomes [2]. PHC-oriented systems enable efficient use of health resources [3] yielding good value for investment through early prevention, timely treatment and appropriate referral to secondary services [4].

                        Aotearoa New Zealand (NZ) has followed this WHO advice, maintaining its 88 year-old PHC-oriented system so at face value it functions well relative to similar countries [5–7]. However, good overall performance masks deficiencies. To date, health gains have not flowed to those most in need [6]. Similar to other high income countries with minority Indigenous populations (e.g. 8) ethnic inequity in health outcomes persist, with Indigenous Māori experiencing multiple barriers to PHC [9]. The stark 7 year life expectancy gap [10], alongside age-standardised rates of amenable mortality more than double that of New Zealand Europeans [11], reflect unmet need for PHC [12, 13]. This situation persists more than 20 years after PHC reforms with explicit policy goals and associated financial investment to reduce inequities (differences in health outcomes that are avoidable, unfair and unjust) [14, 16].
Since 2022 NZ’s health system has been moving through the Pae Ora reforms [15], which aim to make the system more accessible, more sustainable and more equitable, the latter a goal of the previous reforms in 2000. This article explores the power and resource shifts around the PHC reform goal of equity in the ‘District Health Board’ (DHB) era (2001–2022), to help understand what needs to be different in order to achieve the equity goal in PHC [16] in the current (Pae Ora) reform.
The importance of power and resource to achieving the policy goal of equity in PHC reform
This article explores how the health system value of equity fared over the DHB era, using an interpretation of power and resource shifts within a wider political economy. Here Brett Christophers’ articulation of the political economy frames the discussion [17–19] alongside recent work on law-and-political economy [20]. This framing describes ‘the economy’ in a particular way when analysing health system reforms, not as a field external to politics, but rather as a field that is deeply political. A ‘political economy’ lens accepts that ‘the economy’ is always interwoven with politics, and that political decisions structure the economy, including its boundaries. (For example, a ban on child labour is a political act that sets the limits of the labour market: this ban affects what is in ‘the economy’.) Hence, in the political economy lens adopted here, ‘the economy’ is not independent from politics; rather, ‘the political’ and ‘the economic’ are co-constitutive. A ‘political economy’ analysis of political and/or policy decisions pays particular attention to the role of power and resources. Individuals or groups who hold power may shape policies or political developments. Conversely, their power can be entrenched or reconfigured by these same developments. A political economy approach also considers how the control and distribution of resources is reflected in, and affected by, political and policy decisions. ‘Following the money’ may be an important tool of analysis [19]. Because power operates through class, race, gender, and other forces, a political economy approach “requires attentiveness to the ways in which economic and political power are inextricably intertwined with racialized and gendered inequity and subordination” [20]. In NZ’s context exploring shifts in power and resource also means paying particularly close attention to power and resources that continue to be influenced by colonisation [13, 21, 22]. Shifts in power and resource in the health system occur within a wider political economy. In the publicly funded health system context that is the focus of the analysis that follows, a political economy approach requires careful consideration of the way that health system developments are affected by– and themselves affect– broader political, economic, and social trends. Health system activity is not understood as a field of technocratic activity, immune from broader social forces; instead it is understood as an area of activity deeply marked by (and capable of shaping) class, race, and other inequalities [23]. It is also necessary as a means to understand changes in power and resource distribution over time to historicise health system developments: to understand how longstanding historical developments have shaped the present structure of PHC, and to emphasise that certain outcomes have not been timeless but have been the result of particular historical moments. Therefore we explore the shifts in equity with references to the wider context.
Some argue that health systems reforms generally [24] and PHC reforms in particular [25] cannot be sensibly undertaken without some analysis of the power and resource shifts within the political economy and management of risks and opportunities arising from the analysis. Health reforms are unavoidably political processes since they attempt to change the status quo via changes to public policy that materially affect the population, including the distribution of power and resource. Political economy analyses have been used to explore gaps between desired PHC policy outcomes and reality (e.g. 26, 27) and to understand variability in PHC’s uptake and implementation in high income countries [28, 29]. However, there is a scarcity of publications in this area that bring a political economy lens to PHC, which is notable given the prevalence of various forms of PHC [26] and PHC’s importance to health systems [29] in achieving health systems’ stated strategic goals.
Fundamental societal values underpin PHC strategic goals, and are expressed in political and institutional arrangements and socioeconomic systems that shape PHC’s form and functions [30]. There is a strong association between social democratic institutions, better health outcomes and equity [29]. Even in countries with comprehensive health and social protections (via tax or social insurance), mechanisms to factor in differences in power, resource, historical legacy and their impacts on health outcomes are far from settled [31]. Indeed, Kringos et al.’s [28] analysis of 33 European countries found that enduring public expectation of government involvement to ensure all citizens are provided for was one factor associated with stronger PHC. Similarly, Mou [32] found a government’s political ideology influences the mix of public and private PHC provision and expenditure, noting that right-leaning governments favour market-led policies and models underpinned by values such as efficiency.
A government’s underpinning policy values appear to influence PHC access. High income countries where political emphasis has been on austerity and savings [33] and on maximising market freedom and choice [34] have weaker access to PHC. Meanwhile, left-of-centre governments appear to have stronger PHC, providing more policy and financial support for PHC access [28]. Taking a different approach, Walker and Peterson [30, 35] hypothesize that PHC access depends on changing power relationships between the system and the community, especially the role of out-of-pocket payments. They note the negative impact of out-of-pocket payments for higher needs patients and on patients’ equitable access to PHC services. However, despite evidence around out-of-pocket payments detracting from PHC access, globally reforms continue towards more neoliberal PHC arrangements [7]. The shifts continue even if shifts result in poorer health outcomes and inequities across populations [29, 36], because higher needs patients in the community cannot afford out-of-pocket payments and cost becomes a barrier to access (e.g. 37, 38).
It is clear that dominant economic theories affect power and resource flows [39], with some groups retaining power and resource, despite policy intent [40] for more accessible care and more equitable health outcomes. Given the documented impact of history and societal values on health system reform and the political economy, it is worth unpacking four key elements that shape NZ’s PHC reform environment, and the fortunes of the reform value of equity.

Key elements in NZ’s history, institutions and power dynamics impacting on PHC
Four key elements throughout NZ’s history shape population health status and PHC structures; identifying these elements helps to bring political economy and PHC into the conversation. The first element is NZ’s founding document, Te Tiriti o Waitangi (Te Tiriti), a treaty signed in in 1840 between the British Crown and Māori. This outlined power and resource sharing arrangements and established the colonial state of New Zealand. However, the Crown has neither fully complied with its obligations under Te Tiriti, nor addressed the role of commerce inherent in the ongoing process of colonisation [41], which has severely undermined Māori health [42]. Deliberate anti-Māori legislation and policy removed access to the determinants of health, and explicit racism marginalised Māori from employment, civic life and government services [42]. This legacy of coloniality impacts on the health system today and is the root cause of Māori health and social inequity [11].
The second element is the ongoing policy compromise started at the founding of NZ’s health system in 1938. Instead of the government’s desired umbrella state health and social system, Government and general practitioners negotiated a policy compromise: GPs remained as owner-operators of private businesses and retained the right to charge a patient fee. GPs agreed to keep the patient fee low in exchange for a General Medical Subsidy from the government, claimed as fee for service. The result was vastly more affordable and accessible care for most New Zealanders, though less favourable for Māori. Since 1938, both ideologically left and right of centre governments have reformed the health sector. Throughout, PHC has remained largely at arm’s length from government, operating as a for-profit (capitalist) paradigm that provides services within a predominately tax-funded public health system that is underpinned by social-democratic ideals. PHC services have remained in the private sector and funded via a government subsidised payment plus a patient co-payment [43], with little residual policy attention. Until 2001 there was no dedicated primary health care strategy. A particular political-economic compromise has been forged and maintained over time, which has prevented the full realisation of universal ideals in public healthcare and has preserved the strength of the private health market.
The third element is the theory of the state that has been operative in recent decades. New Zealand’s state has expanded and contracted throughout its history, including during periods of zealous progressive reform (for some) in the 1890s and 1930s. In the 1980s and 1990s NZ embraced neoliberal economic theories, with the goal of improving efficiency and reorganising state macro-institutions to be more business-like. As well as progressive taxation being cut and regressive taxes being introduced, trade unions were weakened (including through the Employment Contracts Act 1991), benefits were slashed, public utilities were privatised, markets were deregulated, and the public sector was redesigned along corporate lines. Health policy shifted away from universal access to service provision, and introduced incentives for state services to be profitable [44]. In the late 1990s NZ was strongly influenced by third way politics [45], increasingly using the private sector to provide state funded services. The norms embedded by the changes in the 1980s and 1990s continue to shape debates about public health, and the existing shape of public health infrastructure.
The fourth element arose in 1996 when the electoral system changed from first past the post (FPP), where the majority party takes power, to a mixed member proportional system (MMP). MMP elections typically result in coalition governments where minority parties gain seats proportional to their share of the overall vote, not simply electorate wins. Since 1996 most NZ governments have involved minority parties, allowing more minority voice into parliament and policy while navigating the flipside of minority interest groups dominating the policy agenda, at times detracting from health-protecting public policy [46]. The electoral system has introduced a brake on transformative reform, and introduced more consensual elements into public debate, which has shaped the conditions of the reforms that are discussed further below.
These four elements influenced the period of study, from 2000 to 2022, beginning with the passage of the New Zealand Public Health and Disability Act 2000. The Act created geographically defined DHBs that were responsible for primary and secondary services in their area; hence the period was known as the ‘DHB era’. The Act underpinned the New Zealand Health Strategy 2000 [47](NZHS) and the Primary Health Care Strategy 2001 (PHCS) [48] both of which identified reducing inequities as a key priority, with PHC identified as a key policy focus for the health system. The PHCS was an important element of the health reforms. It described how PHC was to become the gateway to the publicly funded health system, and outlined how comprehensive PHC could help tackle inequities and improve health outcomes by closing the gaps between Māori and other populations, guided by six key directions: community approach and focus; reducing health inequities; improving access to comprehensive PHC; co-ordinating healthcare across sectors, disciplines and levels; developing the workforce; and continuous quality improvement.
The PHCS heralded major changes in the way primary care was structured and funded, primarily with the establishment of meso-level organisations known as Primary Health Organisations (PHOs). These were umbrella organisations to enable health and social service providers to work together to provide services for their registered population (not simply GP management services). PHOs were to be not-for-profit bodies funded by DHBs on a capitation basis according to a formula that was to reflect the “relative need of their enrolled populations, taking account of factors such as age, sex, socio-economic status and ethnicity” [48]. The Ministry of Health acknowledged that some population groups such as Māori, Pacific, rural and refugees may need additional funding as “the costs of reaching such populations are often not sufficiently taken into account in funding formulae” [49]. Practitioners (mainly GPs) could choose to join on a practice/clinic basis in order to access the new funding, with near universal uptake. To facilitate continuity of care, patients were encouraged to enrol with a provider as a proxy for its respective PHO. Communities were to be included in PHO governance and it was expected that PHOs would show how they were responding to community priorities. Furthermore, the PHCS stated that PHOs “demonstrate that all their providers and practitioners can influence the organisation’s decision-making” avoiding dominance by a particular group [48].
In light of the contextual factors above that influence reform in New Zealand we wished to investigate shifts in power and resources towards the reform’s stated goal of equity. We asked two key questions relevant to the NZ context related to power and resource shifts: First, what were the challenges and enablers to implementing equitable and Tiriti compliant PHC reforms in NZ? Second, how did the distribution of power and resources in the health sector– shaped by deeper historical forces– change for PHC over the DHB reform period 2000–2022?


Methods
This article focuses on PHC reform and arose from the broader work conducted as part of WHO’s “Implementation solutions initiative: political economy analysis of primary health care-oriented reforms” [50]. The study used an exploratory case study methodology [51] chosen because of alignment with our questions. Specifically: (a) the research is a deep and extensive description of how and why PHC reform occurred in NZ; (b) the events under focus are historical; (c) the PHC system is of contemporary concern– what happened in the past has impact now. Data came from multiple sources, focussing on national and meso-level information about strategic levers and what helped or hindered PHC reform implementation, as well as a literature review which included government strategies and policies.
This article focuses on insights from the key informant interviews. Our interview sample focused on explanatory and information power, where adequate sample size is guided by the sample’s specific knowledge [52]. We wanted to understand the how and why of the reforms, therefore we focussed on interviews with key policy stakeholders who might be able to yield high information power: those with both a national overview and unique insights into issues of policy development and implementation [53]. We then used a purposive sample of stakeholders who had been involved in the reform period to capture a unique insight from those who were there. To this end our sample had highly specific characteristics, particularly involvement with the reforms over time at the national and district level and familiarity with PHC in NZ from 2000 to 2022 and were ‘privileged witnesses’ [54] to policy formation and implementation. Additionally, some of the study team had been personally involved in the DHB reforms. Thus, using a form of auto-ethnography [55] aligned with the principles of kaupapa Māori research (research organised around Māori prinicples) [56] we incorporated their knowledge in a workshop to develop a line of questioning regarding the DHB reforms, drawing on key themes from the literature review and participant insights. This resulted in two key questions above.
After ethics committee approval (Otago University, Category B, approved 2/6/23), we longlisted and invited 33 potential participants, undertaking 7 semi-structured interviews with 7 participants via zoom between May and July 2023 (Note the study duration was longer running from March-October 2023).
Table 1 summarises participants.
Table 1Participant number, professional and PHC involvement over DHB era


	Number
	Professional background and involvement over DHB era

	P1
	Pacific health professional involved in early PHO establishment, policy work at regional and national level

	P2
	Māori GP, involved in PHO leadership; research and academic roles

	P3
	Pākehā * GP in community run PHC (union and Māori providers), National and regional policy work

	P4
	Pākehā GP in community run PHC (union and Māori providers), senior Ministry of Health roles; international experience

	P5
	Māori Public official,, senior leadership in Māori health, PHC governance roles, former nurse

	P6
	Pākehā public official, senior leadership roles in PHC within government and PHOs

	P7
	Pākehā academic, former GP, national health policy advisory roles


*Pākehā refers to a New Zealander of European descent



Data Analysis
We used rapid qualitative analysis based on the Consolidated Framework for Implementation Research (CFIR) [57] where the interviewer records a summary of each interview based on the notes taken during and immediately after the interview. Each interview was also transcribed using an electronic transcribing service, with each interviewer reviewing the transcription checking for accuracy and ambiguity in the transcripts. We noted how each participant discussed the key themes previously identified from the literature and researcher discussions. If other themes were identified themes were noted and quotes attributed. Once data collection was complete, team members met in person to review summary responses. Through this discussion the themes and subthemes and their relationships with each other were identified and refined, then applied to our research questions.


Results
How did the distribution of power and resources in the health sector change for PHC over the DHB reform period 2000–2022?
There was an initial shift of financial resources into PHC
Participants noted that initial investment via capitation facilitated improved access and changes in models of care, and a more reliable population denominator (P3, P4, P5, P6, P7). Most primary care providers and practices opted to join PHOs due to increased government funding for practices nationwide, where most practices doubled their income without giving up too much power. “Initially, it really did reduce the cost barrier for patients and most people could enrol…there was an impact on acute demand, pretty much straightaway…the hospitals were freed up to do the work that hospitals should do” (P3).
Continuity of care was improved (P6), the primary health care team expanded beyond GPs (P1, P3, P4), and different models of care evolved (P1, P3) because of increased funding. The new requirement for patient enrolment enabled the establishment of a population register, for the first time providing a denominator to measure system performance and accountability for funding (P3, P4, P6). A critically important development was the ability to observe primary care utilisation by population sub-groups (P3, P4). Participants observed that enrolment improved the National Health Index (NHI) number dataset’s quality across the health system eliminating duplicate numbers, and enabling better integration between primary and secondary care data systems (P6) [58]. Importantly NHIs facilitated the creation of a place-based register of health outcomes to aid intersectoral work on the determinants of health, such as housing (P3).

Expedience of implementation overshadowed embedding policy aims
Despite policy goals of empowering the community to participate in PHC, medical profession dominance was sustained. Rather than developing from scratch as implied in the PHCS, early PHOs largely arose from pre-existing Independent Practitioner Associations (IPAs) which had been formed by GPs in the 1990s. IPAs were for-profit organisations formed by networks of doctors, providing management services for members enabling them to collectively conduct health-service contract negotiations with government agencies under the pre-2000 health system structure [59]. From 2000, IPAs “rapidly became the largest corporate entities in the primary care system” (P7). This created a critical mass focused on health provider interests possibly at the expense of broader policy goals of responsibility for a population, Māori representation and responding to unmet need (P3, P5).
Participants reported that senior politicians articulated a clear vision for PHC but the implementation pathway was less developed. Ultimately, the Ministry of Health prioritised expedience of implementation over policy detail, ultimately sustaining GP dominance. The role of pre-existing power structures within the landscape is notable here. When implementation became the responsibility of the Ministry of Health, it sustained the status quo, resulting in continued GP dominance. “The big IPAs…became…the big PHOs. And they got around the [requirements for] local community and not-for-profit by creating these management services organisations” (P6). “The government…didn’t really have much of an interest in primary care once they set up PHOs and capitation” (P2). “The problem over time politically was that there was no ongoing…consideration of what were the aims of the policy. So the policy intent was good, the document of the strategy was good…But [we'd] just entered a period of kind of neglect and flatlining” (P3). “You know, it’s like, we don’t do the hard work that follows on from these amazing, wonderful aspirational goals. Actually, operationalizing things is really hard” (P1).

Power of the medical profession further consolidated in four large PHOs
Contrary to the policy goal of elevating community voice in primary care, participants stated that the governance of PHOs became increasingly dominated by GPs’ interests, and later by commercial ones that were well placed to maintain their power in future reforms:You can argue well- good, sustainable primary care providers are good for population health, and there’s good evidence for that. But there are times when…their needs conflict…lower fees are better for populations that can access…GPs. Well that’s fine, but not if I can’t pay my nurse or myself (P6).


Another participant observed that there was a “reduction…[in] the value of the community voice and the rise of the clinical voice” (P5).
While the PHCS envisaged PHOs as being local structures of ‘various shapes and sizes’ (PHCS 2001, p5) over time, many smaller PHOs amalgamated to form four large PHOs, a shift encouraged by the incoming right-of-centre National government in 2008. Participant P6 believed this resulted in large PHOs having significant influence over policy. They gave an example of successfully advocating for increased subsidies for Community Services Card holders (issued to low-income earners).[We did] a lot of work with politicians around election time… explaining why it was a problem…we had media people talking about the cost going to the GP… both parties, Labour and National, put out policies [to] bring in additional subsidies for Community Services Cards…you can influence public policy by kind of mixture of analysis and PR (P6).


From 2008, the large PHOs evolved into increasingly commercially-driven rather than medical profession-driven entities, structurally splitting not-for-profit and commercial elements and becoming self-interested institutions in their own right.Policy settings allowed the ability to syphon off…funding into those commercial arms. There was a deal done…I think it was still with a Labour government where they could keep the funding that they had, which was basically from under-servicing [patients]…as long as the purpose was to improve health services…they’ve bought practices, [a large PHO]…developed [a patient management system] software…selling it as a commercial product. This is privatisation of public funding…funding that should have been going into service delivery or to supporting their very general practices…their members (P3).



Implementation failures undermined shifts in power and resources
Participants identified aspects of implementation over subsequent years which constrained the achievement of PHCS policy goals. GP dominance was observed to be coupled with a lack of willingness or understanding to pursue the policy goals of the PHCS by Ministry of Health officials. An initial example was the failure to set a cap on patient co-payments at the time increased funding was introduced. “[Practices] were getting a lot of extra funding… there were no controls on [co-payments] so people put their prices up…that was an opportunity missed. But because of the political pressure, the Ministry basically didn’t push hard and the Minister compromised” (P3). Further, capitation seemed to be viewed as simply a funding mechanism rather than a driver of a model of care to improve population-level health outcomes.The misunderstanding…about what a capitation model is supposed to achieve…moving from episodic care to planned care…we never got to that point of really understanding and implementing…the capitation model, because we kept…a sort of fee-for-service mindset…it was always seen as just a, a contract or funding…instead of fully understanding the power of the capitation model (P5).


This meant that public health elements of PHC were undervalued. Consequently, initiatives such as Care Plus (targeted funding by exception for individuals with long term conditions) undermined the capitation model, which was intended to bulk-fund services for populations rather than individuals.
Another explained how carving out different funding streams drove transactional care and shifted away from the holism capitation aimed to create. “We ended up with multiple funding streams, [it] became…about who was the most efficient at claiming [which]…really supported practices with the infrastructure to support claiming” (P3).
Over time, the reductionist view of capitation as a contract for first-contact services undermined the PHCS’s vision of a multidisciplinary primary care team, focussing on capitation as a mechanism for paying GP first contact services rather than other models of care such as nurse-led practice [60, 61], especially when GPs were business owners as opposed to salaried staff [61].
The policy intent of the PHCS to fund PHOs to provide population-based initiatives such as health promotion was also undermined through contract rules. “[GPs] were reassured that the money wouldn’t be taken away and used for other things. The downside of that is that the money couldn’t be taken away and used for other things, I think it’s quite sensible sometimes to do that” (P6).
The lack of a requirement for PHOs to share data they held on the health of their enrolled populations, and their reluctance to do so voluntarily was seen as a failure by several participants:We’ve got some very large PHOs…they are very clear that they’ve…invested in the infrastructure to enable them to…collect and interrogate data, that they’re not prepared to hand it over to the system, despite the fact that the system pays for them to collect it (P5).


The ability to control health data further embeds the power of large PHOs within the broader health system.

External influences impacted the distribution of power and resources in PHC
Participants supported the aims of the PHCS but expressed dismay that they were not realised. This was attributed to a lack of political will to intervene in PHC (P1, P2, P3). A critical reason for this is politicians’ perceived lack of currency for PHC among voters because of a hospital and elective services focus. “We’re hospital focused, I think [given] three-year election cycles, it’s much easier to do something around waitlists for…hip operations…[and] hospital waitlists…and measure…before and after” (P2). “Their bravery…evaporates as the elections become closer” (P6).
The machinery of government and its focus on particular fiscal outcomes (such as “prudent” public debt, a goal legislatively enshrined in the Public Finance Act 1989) was another factor identified by participants that inhibited the achievement of policy goals:The…public management system [is focused] on financial fidelity…I used to have to sign a [declaration] as a senior public servant to say…I had…complied with the Public Finance Act, I never had to sign anything that said, I’m making the health of the population better (P1).




What were the enablers and challenges to implementing equitable and Tiriti-compliant PHC reforms in New Zealand?
Māori, Pacific and pro-equity leadership were key policy enablers
Participants identified Māori, Pacific and pro-equity leadership throughout the system as critical enablers of achieving equity in primary health care (P2, P3, P5). Ministers of Health released the first Māori Health Strategy (He Korowai Oranga) in 2002 [62]. This document set a strategic direction for improving health outcomes for Māori, and introduced the concept of whānau (extended family) as the fundamental unit for Māori health policy. The Whānau Ora (Whanau/Extended -Family Wellbeing) policy was seen as a “significant policy shift” because it recognized “whānau as an institution” (P4) and provided a middle ground between individuals and populations. This policy was:about understanding and supporting whānau [extended family] and their aspirations, and then designing your health and other social responses in support of [these]. It’s a radical idea…I don’t think it’s ever been fully implemented the way it should have (P4).


Afterwards, the first Māori PHOs were established, eventually merging to a national Māori PHO coalition focussed on health and wellbeing (National Hauora Coalition (NHC)) in 2011 creating the critical mass to provide a strong Māori voice within the primary health care sector.
Leadership within the Ministry of Health was also identified as important. With respect to the establishment of PHOs, one participant observed:The inequities work that the Ministry was leading…had quite a lot of influence… we need governments and ministers who really understand primary care and its role in the system. And its ability to address inequality. I don’t feel we’ve had any ministers…since…who have really understood primary health care (P3).


Furthermore, the importance of having Māori and Pacific policy expertise was highlighted, noting the strong role a focal point for advocacy provided in the Ministry (P2, P3, P5).
A primary care workforce that reflected Māori, Pacific and other groups experiencing inequities was identified as a key enabler for equity (P2, P3), as well as Māori and Pacific health academics (P3).
Overall, this period of primary health care reform was seen as a step towards achieving equity for Māori, in particular “the development of Māori, and particularly iwi-based [tribe-based] providers [is]…hugely significant” (P7).

Establishing a denominator enabled greater accountability
For the first time, the establishment of PHO enrolment registers provided a denominator and enabled monitoring of performance, including by demographic factors such as ethnicity in service utilisation. A robust denominator provided evidence for where inequities existed; this data was also used to argue for pro-equity interventions with successive governments. “We…show[ed Minister of Health] the data…to convince him…to get 95% of the total population immunised…you could not ignore the Māori and the Pacific population…because they are a significant part of [the child] age group” (P5).

Policy challenges for achieving equity
Participants identified the homogeneity of PHC policy makers in the Ministry (P2), particularly a lack of Māori or Pacific input into the PHCS’ development at a policy level, including from the Ministry’s Te Kete Hauora/The Māori Health Directorate (P5). The capitation model provided a funding injection and improved access, at least initially. However, Māori health providers were disadvantaged in the policy design because ethnicity was not included in the capitation funding formula despite Māori and Pacific peoples having a much higher burden of disease, which participants viewed as a major barrier to achieving health equity (P7). The Associate Minister of Health’s advice was overridden:by a [view that] Māori have been under utilising the services, and once the cost barriers reduce, and because there’s a utilisation factor in the formula, and because they’re a younger population, deprivation’s in there [it] will benefit Māori without putting ethnicity in the formula (P3).


Subsequent attempts to address inadequate capitation funding for patients with higher health needs did not address fundamental problems with the funding formula.It was easier to tinker, that was just pragmatic policymaking [and] politics. ‘Look, we’ve just increased the allowance for under 14-year-olds or increase this, there’s been a lot of that’. Meanwhile, the fundamentals of the formula weren’t right. And the formula is such a powerful tool potentially…It’s not being used properly (P7).


Participants observed that larger PHOs were advantaged by being able to negotiate contracts for additional funding based on their large enrolled population and perceived efficiencies:[A large PHO] argued that…they wanted to develop…healthcare homes [model of care]…they got something like $9 million…they get [funding] opportunity[ies] to develop… something which suits mainstream…it’s not the same deal for Māori providers or rural providers” (P3).


This systemic bias towards large PHOs was felt to reflect the ongoing process of colonisation within the health system. “The assumption of marginality or inferiority of Māori culture, language, ways of being…is paramount. In the way the Pākehā [Western] institutions conduct themselves, there are notable exceptions…in the health system. But it’s still the dominant ideology” (P7). Another observed that a small section of PHC providers with a particular model of care has become the default group for commissioning (P3).
Furthermore, despite policy commitments to Te Tiriti o Waitangi and achieving health equity, there were no consequences for PHOs or practices for ineffective implementation. “That’s certainly what the [Wai 2575 Waitangi] Tribunal report came out with…if you didn’t implement partnership, participation or protection in the system, there was no consequence (P5).”

Power shifts in the socio-political context
Examining the deeper reasons behind the failure to incorporate ethnicity into capitation funding formula as envisaged in the PHCS, participants uniformly identified the changing socio-political context as a key factor. A notable change was sparked by the widespread media and public discussion of the Orewa speech 2004, where a right-wing politician, Don Brash, argued that Māori received special privileges. As one participant noted, this had a chilling effect on proposals to include ethnicity in the funding formula:The Ministry did propose [ethnicity as a factor in the capitation model in] a briefing paper…and Ministers didn’t sign off…It was around the time of the…[broader] review of ethnic based programmes and policies…the Brash incident [had] occurred, and that’s at the point where…the Labour government was seeking another term…so they were prepared to become pretty unprincipled around it (P5).


One participant who was working at the Ministry of Health at the time observed “I think we always underestimate what the level of backlash will be to equity” (P1). Initially a key proponent of primary health care reform, the Minister of Health was observed to be less willing to advocate for equity as the election drew nearer. One participant described the Minister of Health as having “lost political nerve during implementation” (P7).
Later, in 2016 the right-of-centre National Government disestablished Te Kete Hauora/the Māori Health Directorate in the Ministry of Health. This further undermined Māori influence on health policy since there was no longer a Māori health policy focal point, relying instead on expertise being distributed throughout the Ministry of Health, and no way of measuring accountability of policy responsiveness to Māori (P5).

Pervasiveness of the inverse care law
When commenting on the current state of primary care, participants noted the unequal distribution of access to primary care resulting from policy settings over previous years. “Overall…primary care still works. For most of us with high income…it is a good quality service…But it has failed for highest needs communities, low socioeconomic groups…it does not work” (P1).
Participants noted the mismatch between the geographical distribution of the PHC workforce, and areas with a high concentration of health need. Workforce distribution is currently visible in PHC in two different forms. First, inability to enrol with a practice was identified as an ongoing problem, with many closing their books. This “created a whole new marginalised group of unenrolled, who…[were] predominantly Māori. We’ve got 20% unenrolled here in the Waikato community at present” (P3). The second manifestation of the maldistribution of the primary care workforce is practices enrolling patients at a high patient: provider ratio, such that appointments are in short supply and wait times are long. “If you go to Otara [a neighbourhood with high socioeconomic need], there [are] practices all over the place…the model is to keep the people waiting for long periods of time while they take huge amounts of capitation” (P1). A potential reason for this mismatch was identified as a lack of growing “a provider sector where the needs are greatest” (P4).
One participant recalled that equitable funding of PHC was poorly understood even among leaders of the health system:“I remember arguing with a DHB CEO. They wanted fairness between providers. And I would argue…you shouldn’t be fair to providers, you’ve got to be fair to communities…high need communities need more resources than low need communities, you don’t distribute it according to your providers, it was sad that something as basic as that was having to be argued” (P4).





Discussion
The DHB era provides insights into how policy aims of improved health equity fared through attempts to shift power and resource. Expert informant interviews demonstrate that an initial shift in power and resource appears not to have been sustained because underlying mechanisms were not factored into the reform’s implementation. The interviews reveal that long-running historical forces– such as colonisation and approaches to the role of the state– still shape the operation of New Zealand’s PHC system and constrain the way reforms can be conducted. This occurs alongside existing structures, such as the influence of medical professionals as business owners on PHC policy that also conditioned the DHB era. Understanding the shift in power and resources can help to illuminate a set of barriers to PHC reform, and points to the need for reformers themselves to be explicit about the historical and existing distribution of power and resources when setting out to enact desired policy change. Specifically, this means giving attention to power and resource flows encapsulated in funding arrangements as these are important to achieving reform goals [31].
However, NZ policymakers and health reformers rarely discuss the fundamental structures, arrangements and ideas [40] that embed ways of organising the PHC system. NZ’s 2000–2022 reform failed to fully meet its promise for PHC, especially for Māori. This research explores what drove gaps between policy aspirations and eventualities by exploring how power manifested itself through dominant groups [25] over the DHB-era, despite power and resource shifts being in the interest of most citizens [63].
The fortunes of equity as a policy objective in NZ’s PHC reforms highlight fundamental challenges in reform implementation. Despite a pro-equity PHC policy intent, a lack of attention to the prevailing political economy and corresponding influences on power and resource flows resulted in failure to mitigate against existing known forces that detract from equity in the PHC system, especially funding barriers and professional dominance.
Issues with the PHCS’ funding and governance that could frustrate reform goals were noted early, yet not remedied. First, the PHCS itself provided little detail [64] on implementation to achieve the reform goal of equity, apart from stating this would occur via existing DHB funding and accountability measures. In 2005, Howell [40] noted that old distortions persisted in the DHB reform, specifically the providers’ continuing right to charge patient co-payments alongside requirements for GP governance, frustrating the PHCS policy goal of broadening PHC governance membership [40]. Others also noted an unresolved problem in policy implementation– the tension between targeting and universalism inherent in the capitation rollout alongside targeted funds for sub-populations [65–68]. NZ is not alone with this experience. Similar implementation gaps have been noted in other countries with reform in PHC oriented health systems: For instance, in Australia Dadich and Hosseinzadeh [69] found that funding arrangements and governance strongly influenced knowledge translation in PHC reform. Similarly, in Canada Levesque et al. [70] found professional resistance and lack of financial arrangements frustrated PHC reform policy implementation in different provinces. In terms of capitation funding, in NZ’s case, ethnicity remains missing from the first-contact payment calculations, the largest tranche of PHC funding which was calculated based on information available in the late 1990s/early 2000s [71]. Since then clear evidence has emerged that ethnicity is a material factor in health outcomes in NZ, yet the first-contact formula remains unchanged. This reflects the experience that even if health need is clearly documented [71] resourcing involves balancing technical concerns against contextual ones such as political appeal of such an adjustment [23].
The way in which overt and covert power was exercised within PHC was not critically examined and addressed by reform policy, resulting in a lack of a strategic approach to counter the forces that deliberately or not, impede progress toward health equity. Further, this study highlights a focus on the technical parts of reform missed opportunities to address the importance of the political elements in PHC in four main ways.
First is the fundamental and unaddressed tension between NZ’s capitalist/market-driven for-profit PHC system (characterised by government subsidy via capitation payments plus out-of-pocket patient copayments) and a socialised secondary care system (government owned, provided and free for the patient) [40]. This tension has been noted elsewhere (e.g. 5, 72), and affects equity of access [73] to PHC services [74, 75]. This tension has existed since the founding of both NZ in 1840 and its organised health system in 1938, and was exacerbated by state-sector reforms in the 1980s and 1990s that prioritised financial accountability as the ultimate goal, for example through the Public Finance Act 1989. Unless there is clarity that market mechanisms are used primarily in service of population health improvement in health systems, rather than in service of the market or interests of provider groups, countries will find it hard to shift resources, share power, or achieve fairer health outcomes [76]. The 2000–2022 health reforms were influenced by third way politics, making use of private resource for public services. However, history has demonstrated that where there has been a tension between for-profit or social/community outcomes, the for-profit ones were prioritised [40] as only a subset of PHC which largely constitutes not-for-profit services has capped copayments [37].
Second, the DHB era reforms underestimated the path dependency of the system [77]. Likewise the reforms’ stated goals were not hardwired into the system’s fundamentals [78] and therefore not observed in the health system’s behaviour. Resource that was already invested in the health system was not redeployed to create change, a common health system reform problem [79]. Successful reform requires a more determined effort to change course, inviting a different way in which actors conceptualise the nature of health systems to elicit different reform outcomes.
Third, and related to the second point, is that NZ also failed to outline and measure how resource and power should shift or extra resource be invested in underserved populations. Thus in this study, general practice, IPAs, and PHOs represent a certain segment of PHC. Over time this segment has become the default setting. Services from the third sector or Indigenous providers are different from the default, therefore more difficult for the system to deal with. Similarly, financial models for capitation, workforce development, or extra PHC services should explicitly factor in features of the populations that are left behind. Thus, the underserved would be calculated in to population level resource allocation processes from the outset, as an attempt to ensure that they are not at the mercy of the health system’s internal politics or short term political means.
Fourth, for the health system to be Te Tiriti-compliant, it cannot treat Māori health as peripheral. It must be a central focus and included in every element of reform, especially funding.
What can be done to address these shortcomings? First, it is important to focus on both the technical and the political in reforms. Somehow the machinery of government has let the country down in realising reform intent, likely because of the party-political pressures of maintaining MMP coalitions to stay in power, added to the focus on finances above all else.
More fundamental is the question as to whether NZ’s democratic systems are robust enough to counter capitalist pressures and support fairness for minorities when pursuing policy goals such as equity. PHC is competing for a government’s political capital. Successive governments (both left and right of centre) have been aware of how palatable policies are to the majority and how policies are likely to be seen as a success, within a three year electoral cycle. This finding chimes with Rajan et al. [27] who noted wavering political commitment and investment as key problems in PHC implementation and reform. If health policy had broad political support for universal access (as exists with superannuation in NZ) then perhaps equity driven policy would have more chance of success.
Further, how power (historical and current) is exercised is neglected in policy discussions and resources do not appear to match the rhetoric in subsequent implementation mechanisms, including PHC capitation. The DHB era shows that greater attention should be paid in policy design to the risks of disruption to PHC reform caused by racist rhetoric (both political and societal), institutional and professional capture, and macro-economic ideals that directly impact on the system’s ability to deliver health equity. The present research work echoes overseas experience where despite clear policy aims, countries have failed to reduce inequity (geographic, ethnic, gender or class [80]) for lack of shifting power and resources within the health sector.
The study on which this article is based is limited in that it was undertaken in a short timeframe (6 months), limiting the number of participants. It coincided with the implementation of further health reforms so many potential participants did not have time to participate, or were aware of possibly compromising their professional positions; NZ is a small country and this study's participants were senior enough to feel that they could speak freely. Nonetheless, the researchers invited many different participants of differing political hues, and the study sample represents the people with the time and inclination to participate. Although Māori and Pacific voices are included in this study further contribution would have benefitted the study by including additional diverse perspectives to reflect the heterogeneity of Māori and Pacific realities within NZ. The other limitation within the participants is the dominance of medical perspectives with a significant underrepresentation of nursing, allied health or community perspectives. This limitation reflects the dominance of medical professionals on the study team. Of the six involved four are primary health care trained physicians, one was a health promoter, and two were lawyers by training, one of whom has expertise in political economy. However, despite the limitations the results hold: the information power from our sample provides a rich data set that allows us to draw indicative conclusions about New Zealand’s situation and explore core elements of our research questions.
This study’s implications point to actions that could help the PHC tranche of the ongoing Pae Ora reform to meet its stated goals of access, sustainability and fairness based on this analysis. Others from countries with Indigenous populations may find this study of interest. 
Further, a contingency theory lens could be complementary to tracking shifts in power and resources. Contingency theory examines an organisation’s function and performance, holding that there is no best way to act. Rather, performance is linked to the nature of an entity and what is happening in the wider environment [81]. Instead of being wedded to a particular set of managerial or economic theories, a contingency lens would allow decision-makers to scan the environment and draw on the best approaches and investments in a given context to achieve a particular goal [82]. It follows that in trying to create a more equitable health system, the Pae Ora reform could explore how policy options might work in relation to contingent factors in the wider environment (e.g. health need, models of care, workforce) and implement policy accordingly [83]. Applying a contingency theory perspective to PHC reforms [84]), would help identify key barriers and enablers to implementing the proposed health policy. In NZ’s case this would highlight broader issues around capitation and workforce changes and align implementation strategies to address those issues [81].
This research demonstrates the profound influence of wider political and economic factors on NZ’s reform. It follows that for reforms to be successful, attention should be paid to describing and measuring resource and power shifts to affect changes to models of care and improved access to PHC.
The research shows that in the NZ context, strong allyship with Māori social and organisational structures that endeavour to do things differently is essential, and realising Tiriti o Waitangi obligations must be paramount. Existing Māori models of care and third-sector models demonstrate alternative ways of organising PHC [12] These should become part of the core, not the periphery.
Effective policy instruments for redistribution of resources, especially funding and accountability mechanisms, are vital to change. This means redesigning how resource is invested and progress measured around a different set of values, with health outcomes at the centre and financial prudence and efficiency in service of those outcomes.
An associated point is the importance of the core values underpinning a health system reform and naming them directly and explicitly at each part of the reform, and measuring progress towards them. Such an approach links the political to the technical, ensuring that the values of the reform are reflected in the way the reform is implemented and progress monitored. This also means being honest about quick fixes and highlighting that while there can be short term gains, meaningful reform takes time and sustained effort.

Conclusion
The DHB era highlights a persistent disconnect between the stated reform goal of equity and the system’s observed behaviour, where equity is at the mercy of changes in the political climate that constrain power and resource shifts. In NZ, PHC reforms have been shaped by historical and current political and economic factors, including colonisation, racism and neoliberalism. These broader socio-political and economic elements have rarely been directly addressed: they remain unremarked, unaddressed and normalised. For the value of equity to be realised through power and resource shifts anticipated by reforms, and for Te Tiriti to be complied with successfully in PHC, future reform requires attention to shifts in power and resource, informed by robust population health data. History tells us that implementation of any pro-equity, pro-Tiriti aims in PHC reform requires strong political leadership, effective policy instruments to direct resource and maintain its direction, and allyship with Māori social and organisational structures so that reforms address equity and honour Te Tiriti.
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