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Executive Summary 

Over the past two decades, access to available and affordable after-hours medical care has 

emerged as a health policy issue in New Zealand, and in Auckland in particular.  

In 2011, the Auckland Regional After-Hours Network (ARAHN) - a network of health services 

funders and providers including District Health Boards (DHBs), Primary Health Organisations 

(PHOs) and Accident and Medical clinics (A&Ms) - was formed with the objective of addressing 

the need for coordinated after-hours care in the Auckland region.  

ARAHN developed the After-Hours Initiative (AHI) which was comprised of the following 

components: 

 Subsidised patient co-payments at 11 participating A&M clinics across the Auckland region 

for 5 categories of patients (under 6s, over 65s, Community Service Card holders, High 

User Health Card Holders, and residents of high deprivation Census areas) 

 Opening hours of 8am – 10pm for all 11 participating A&Ms 

 Subsidised of telephone triage services provided by HomeCare Medical Limited (HML). 

The AHI was developed to address identified barriers to affordable and accessible after-hours 

care. Many participants in ARAHN also saw it as a way of addressing the problem of increasing 

rates of hospital Emergency Department (ED) utilisation. 

This initiative built on a number of pre-existing services and contractual arrangements. 

Collectively, DHBs, PHOs and A&Ms contributed $11.8m to fund the three components of the AHI 

for the 22 month period of 5 September 2011 to 30 June 2013. However, only about $3.2m of this 

can be considered as new investment into after-hours services.  

A team of researchers led by the University of Auckland’s School of Population Health were 

contracted by ARAHN to provide an independent evaluation of the After-Hours Initiative and the 

progress of the network. The evaluation primarily considers the impact of the additional funding 

of after-hours services in Auckland. The evaluation team collected data on after-hours service 

utilisation, carried out a survey of over 500 after-hours patients and conducted 17 key informant 

interviews. 
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Evaluation Key Findings 

Impact of the Auckland Regional After-hours Network 

The Auckland Regional After-Hours Network has functioned effectively and provides a valuable 

platform for further development of after-hours service initiatives in the Auckland region. 

The successful functioning of ARAHN as a network is attributable to extensive buy-in from most 

key stakeholders and providers, and effective facilitation and management of network 

processes. 

Impact of the After-Hours Initiative: 

We find that the overall impact of the current After-Hours Initiative is somewhat mixed. 

1. The largest positive impact has been substantially higher than expected increases in the 

utilisation of after-hours care by children under 6 years old, and these increases can be 

clearly attributed to the after-hours initiative. 

2. The After-Hours Initiative has had little or no effect on after-hours service utilisation for 

the other categories of eligible patients (over 65s, card-holders, Quintile 5 patients). 

3. The impact of the After-Hours Initiative varies substantially across the Auckland region. 

There has been a significant impact in East, South and West Auckland, but little impact on 

after-hours service utilisation in the North Shore and Central Auckland. 

4. A&M utilisation for eligible patients was 8.8% higher than expected, and ED utilisation for 

the same population was 5.9% lower than expected. However, our findings clearly show 

that the lower than expected ED utilisation is not a consequence of higher than expected 

A&M utilisation. 

5. Approximately 250,000 more patients have access to HML telephone triage services, but 

utilisation of this service for clinical triage purposes, and patient awareness of the service 

are not high enough to have a substantial impact on patterns of after-hours utilisation. 

There are four key reasons for this pattern of findings: 

1. Utilisation rates of A&M increased substantially only for under 6s, and only in parts of 

Auckland where patient co-payments had been reduced to $0.  

2. The relationship between A&M utilisation and ED utilisation is not a simple inverse 

relationship. After-hours utilisation for under 6s is generally higher than expected in both 

A&Ms and EDs, and generally lower than expected in A&Ms and EDs for all other 

eligibility categories. 

3. Proximity and familiarity are significant drivers of patient choice of after-hours services. 

For patients in large parts of Auckland, including most of West Auckland and the North 

Shore, the nearest ED is as close as, or closer than as the nearest A&M. 

4. Patient awareness of A&M subsidies and HML telephone triage is low, and this has limited 

the impact of the initiative. Communications and publicity regarding the initiative appear 

not to have been highly effective. 
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Implications of these findings 

One of the key assumptions underpinning the After-Hours Initiative – that reducing access 

barriers to after-hours care in the community leads to lower growth rates in ED utilisation - needs 

to be revised. While it may be desirable and possible to shift some portion of the demand for 

after-hours services from ED to primary care, even successful efforts to do so may not be readily 

apparent or discernible in the context of the broader factors that shape patterns of ED utilisation.  

Recommendations  

Recommendations regarding the network 

1. Sustaining ARAHN: We endorse the continuation of ARAHN as the vehicle for leadership 
in after-hours care in the Auckland region.  

 

2. Continue to support the Network in a way that enables it to be agile and responsive: It is 
important that this way of operating continues to be reinforced by able leadership and 
strong administrative support.  

 

3. Keep the Straw Man vision for the network: This has provided the foundation for activity 
to date and has enabled the buy-in of its partners. 

 

Recommendations regarding the After-Hours Initiative 

1. Extending zero co-payments for ‘under-6s’ across all regions: A uniform policy of zero 
co-payments for under 6s would not require additional funding, and would make the task 
of publicising the initiative much simpler. This is likely to require renegotiation between 
health providers located in North and Central Auckland and other participants in the 
network. 
 
 

2. Exploring alternative approaches for over-65s: While the solution of subsidising A&Ms 
appears well suited to addressing access issues for under 6s, other solutions should be 
explored for over-65s. 
 
 

3. Targeted initiatives for CSC and HUHC holders and Quintile 5 residents: The key barrier 
for these groups to be addressed is that the lowered co-payments do not appear to be 
sufficient to shift patterns of utilisation for these groups. 
 
 

4. Review the number and location of participating A&Ms: This is to enable a better 
distribution of after-hours care options across the Auckland region, particularly to 
populations for whom cost and proximity remain potential barriers to access. 
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5. Reviewing Telephone Triage: Telephone triage certainly has a role to play in any system 
of after-hours care. The value of HML services needs to be considered alongside other 
ways in which PHOs can enhance access to after-hours care.  

 

6. Refining communications: One consistent key message needs to be delivered about the 
AHI. Communication strategies should include publicizing lower co-payments in A&Ms for 
Quintile 5 residents. 

 

7. Exploring alternative after-hours access options: There is scope for the initiative to be 
widened to include locality-based approaches to extending GP opening hours.  

 

Our overall conclusion from this evaluation of ARAHN and the AHI is that key components of the 

After-Hours Initiative need to be revisited, and that ARAHN, particularly if strengthened further, 

provides the most appropriate platform for sustaining successes and developing new 

approaches. 
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1. Introduction 

1.1 Overview of the Evaluation Report 

This report details findings from the Phase 1 evaluation of the After-hours initiative, prepared for 

the Auckland Regional After-hours Network (ARAHN). It draws on extensive analysis across four 

streams of work, around which this report is constructed: 

 Review of the literature on the policy context to ARAHN and learning from After-hours 

initiatives in New Zealand and internationally 

 Qualitative interviews with people from organisations linked to ARAHN, from DHBs, 

PHOs, and A&M provider leadership 

 A face to face patient survey, conducted in November-December 2012 of 521 people using 

A&Ms and EDs after-hours  

 Analysis of utilisation data from A&Ms, EDs, telephone triage and PHO registers 

The After-Hours initiative has been developed and implemented by ARAHN. The network consists 

of 11 A&M centres, 3 District Health Boards (DHBs), and six Primary Health Organisations (PHOs). 

These organisations collectively fund a package of measures which includes:  

 Subsidisation of patient co-payments for 11 A&M services across the Auckland region for 

under 6s, over 65s, holders of High User Health Cards (HUHC) and Community Services 

Cards (CSC), and residents of Deprivation 9 & 10 census areas.  

 Extended opening hours of some of the participating A&Ms.  

 Expansion of a telephone triage service (HomeCare Medical Ltd). 

In this report we explore the evaluation findings for date, discuss the significance of the findings, 

review these against other after-hours initiatives, and make recommendations for the further 

development of both the initiative and ARAHN itself. 

The evaluation was led by researchers from the School of Population Health, University of 

Auckland, and supported by Synergia Ltd. 

1.2 Scope of the evaluation 

The primary focus is on the marginal gains generated from the After-hours initiative running from 

5 Sept 2011 until late 2012-early 2013. Investments into After-hours prior to the establishment of 

the Network will be taken into account to assess the marginal gains from this additional 

investment. However, this evaluation will not be looking to assess the benefits of the total 

investment into After-hours prior to Sept 5 2011.  

A second phase of evaluation research began February 2013, funded by the Health Research 

Council and the Ministry of Health. This first phase will directly inform the second phase 

evaluation, as well as providing guidance to the network for its further development at this 
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stage. In addition, system dynamics modelling was undertaken which has informed this report; 

more extensive application of this will occur in the second phase of evaluation. 

This second phase will investigate additional questions including the impact of the initiative on 

general practice, the impact on non-participating A&Ms, and the role of the St John Transport 

Initiative. 

 

1.3 Structure of the Evaluation Report 

The report consists of seven sections. Following this introduction (Section 1), we outline the 

background to the network, the initiatives and the evaluation research in Section 2. Section 3 

consists of a brief review of relevant academic literature on after-hours health services, and 

network approaches to policy. Section 4 reports on the findings from the key informant 

interviews, reporting their perceptions of the network and the initiatives. Section 5 presents the 

major findings of the patient survey. Key findings from utilisation data from Accident & Medical 

clinics, hospital emergency departments and HML telephone triage are presented in Section 6. 

We present our recommendations and conclusions in Section 7.  
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2. Background to ARAHN and AHI 

2.1 Service Development and Policy settings  

In New Zealand, as in most other OECD countries, access to timely, affordable primary health 

care after-hours has emerged as a pressing issue over the past ten to twenty years. 

From the 1940s to the 1990s, New Zealand’s system of health services consisted of two key 

components. Secondary and tertiary care services were predominantly funded and provided by 

the state, and were (and continue to be) free to service users. Primary care services were 

provided by general practitioners, predominantly under a private, for-profit, and fee-for-service 

basis. Primary care was funded by a mixture of patient co-payments and government 

contributions. 

For much of this period, after-hours care was routinely provided by general practitioners. By the 

1980s, however, social, demographic and workforce changes resulted in significant gaps in after-

hours access to primary care. By the late 1980s, a new model of service provision, known as 

Accident & Medical (A&M) clinics, emerged in urban areas in New Zealand, and Auckland in 

particular. Throughout the 1980s and 1990s, the level of GP co-payments charged to patients 

gradually increased to historical high levels (1). As a consequence, the difference between in-

hours and after-hours co-payments was relatively low. However, by 2000, the affordability of 

primary health care had been identified as a major policy problem by an incoming government.  

Policy changes around 2001 had a twofold effect on the provision of after-hours care in New 

Zealand. As a consequence of the Primary Health Care Strategy (PHCS), a new organisational 

model of Primary Health Organisations (PHOs) was created, with capitation replacing fee-for-

service as the mechanism by which government paid for primary care. Increased funding as a 

consequence of the PHCS allowed general practitioners to lower the level of fees charged to 

patients. Only primary care services that were part of PHOs had access to this government 

funding. 

However, affordability of after-hours care remained problematic, particularly for medical after-

hours consultations. Consultations for accident-related conditions have been funded by the 

Accident Compensation Corporation. Although such consults sometimes attract patient co-

payments these are at a much lower level than medical consultations. Many A&M clinics in the 

Auckland region were not aligned with PHOs. Those aligned to PHOs were only able to reduce co-

payments for patients enrolled with the clinic, with ‘casual’ patients paying a higher rate. Without 

the increased government funding for non-accident consultations, fees charged to patients by 

A&Ms after-hours were now significantly higher than ‘in-hours’ primary care provided by PHO-

aligned GPs for most patients.1 

                                                             

1 A&Ms still received the old general medical subsidy (GMS) for patients who were under 18, or who held 
Community Service Cards or High User Health Cards. 
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The other significant development during the early 2000s was the introduction of service 

contracts between the newly created PHOs and District Health Boards (DHBs). Under the PHO 

Service Agreement, PHOs are contracted to provide: 

 access to First Level Services on a 24 hour a day, seven day a week basis for 52 weeks a 

year for all service users.  

 First Level Services must be available for 95 percent of the enrolled population during:  

o the normal business day within 30 minutes travel time  

o after-hours within 60 minutes travel time.  

In 2005, a Ministry of Health Working Party was set up to report on the provision of after-hours 

care in New Zealand. The report identified a sizeable gap between public and provider 

expectations, service coverage gaps, cost barriers, and travel distance as the major issues for 

after-hours primary care access in New Zealand (2, 3). 

The Working Party reported that there was considerable ambiguity in the interpretation of the 

clause from the PHO Service Agreement. It noted that ‘not all PHOs have back to back 

agreements in place with their GP members’ and that some GPs were not contributing to after-

hours care and did not experience any imposition of penalties, so others were questioning why 

they should continue to provide after-hours services’ (2:p7). 

PHOs and GPs claimed that service agreements were not funded sufficiently to cover after-hours 

care, mainly because the costs of employing staff on evenings and weekends was significantly 

higher (3). 

While the Working Party maintained that contractual responsibility for ensuring the provision of 

after-hours care sat squarely with the PHOs, they also called on DHBs to take the lead in planning 

for after-hours services at a district level. They noted that DHBs were required, under the 

Ministry’s 2005-06 Operational Policy Framework, ‘to identify how they will work with PHOs to 

ensure all people have appropriate 24 hour access to essential primary services’ (1). The Working 

Party recommended that this be done ‘by DHBs, in collaboration with PHOs, taking the lead in 

developing a planning and funding strategy for after-hours primary health care services for all 

service users within their district (2: p10)’. This planning and funding strategy was to include 

considerations of timeliness, affordability, equity, and acceptability (3). A report released by the 

Officer of the Auditor-General in 2010 came to a similar conclusion: 

DHBs need to design their service networks to ensure sustainable after-hours service 

networks. For some, this may mean redesigning their existing after-hours networks (4: p47). 

The most recent development of note regarding after-hours policy in New Zealand is the decision 

of a High Court judge in October 2012 that South Canterbury DHB is within its rights to recoup 

some of the capitation payments provided to rural GPs that scaled back their after-hours services. 

In the judge’s view, ‘GPs do not have a "seriously arguable claim" that they are providing after-
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hours "access" to primary care services by ensuring their patients can access another after-hours 

service’ (5). 

A final important element of the policy context is the government’s aspiration for primary care 

services for children under 6 to be free, both within business hours and after-hours (6).  

2.2 The Provision of After-Hours Medical Services in Auckland 

In NZ, Accident & Medical clinics (A&Ms) have been a feature since the late 1980s (7).These 

provide walk-in GP services with extended facilities to manage minor trauma. Some are 

contracted to DHBs to provide services but most operate as fee-for-service (7).  

In the greater Auckland region there are 22 accredited Accident & Medical clinics offering after-

hours care. There was, and continues to be, variation in opening hours of these clinics, with some 

closing at 8pm, others opening as late as 11pm. Four clinics provide overnight services – Shore 

Care in Takapuna, Ascot White Cross in Remuera, White Cross Henderson and EastCare in Botany. 

Weekend opening hours also vary between A&Ms. In addition, there are a small number of 

general practices that offer extended opening hours (usually to 8pm, with some weekend 

opening hours). 

Many GP practices use the services of HML to provide nurse-led clinical telephone advice and 

triage for their after-hours patients. HML reports these patient contacts back to the GPs (8). HML 

exists in competition with Healthline, a publicly funded telephone triage service.  

The public hospital Emergency Departments in the Auckland metropolitan area include 

Middlemore Hospital (Counties Manukau DHB) located in Otahuhu, which has an adult service 

and a dedicated children’s service (Kidz First). Auckland DHB’s emergency departments are also 

separated between adults (Auckland City Hospital) and children (Starship). Starship is a tertiary 

and quaternary service that covers the whole of New Zealand and includes its own emergency 

clinic. In Waitemata DHB, there are two EDs – North Shore Hospital located in Takapuna, and 

Waitakere Hospital located in Henderson. The Waitakere Emergency Department extended its 

hours from 10pm closing to 24 hour care to children in December 2010 and adults in June 2011. 

 

2.3 Development of the AHI  

In 2009, the Ministry of Health allocated an extra $9m across the 20 DHBs (on a population-

funded basis) to develop and implement after-hours service plans. In 2010, Auckland and 

Waitemata DHBs allocated the additional money provided by the Ministry of Health for after-

hours care planning directly to PHOs. Counties Manukau DHB used the funding for new contracts 

with a range of after-hours providers. These included the subsidisation of three Accident & 

Medical clinics (East Tamaki Health Care Bairds Rd; Takanini; Pukekohe) and payment for 

overnight services to be provided by EastCare Accident & Medical. By 2010, DHBs had been 

instructed by the Ministry to develop plans for allocating these additional funds. The three 

Auckland Metro DHBs agreed to take a regional approach to after-hours planning. Counties-
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Manukau DHB led this regional plan, as it was the most advanced in its processes. Building on its 

previous work and relationships with providers, CMDHB developed this plan in collaboration 

provider groups (PHOs and A&Ms), and this process prompted the formation of a consortium of 

Accident & Medical clinics. This consortium initially included 10 (later 11) of the 22 A&M clinics in 

the Auckland region. 

The resultant document, known as the ‘Optimal Straw Man’, set out an optimal model for after-

hours services in Auckland.  

Although many after-hours providers do currently exist, there is lack of coordination, access 

is variable and in some situations inequitable. This has resulted from years of ad hoc service 

development and provision, beleaguered by sector arguments about the application of 

capitation to services after-hours, workforce capacity and capability issues, funding 

constraints and a paucity of stakeholders who were willing to work in a collaborative 

approach to find solutions.  

The consequences have been unnecessarily high demand in some Hospital services for 

people who could have been equally or better managed in primary care, generally 

unsustainable operating costs to funders and providers and unaffordable co-payment levels 

for much of the population, who also struggle to understand after-hours as a concept of 

care.  

The rationale for the project is clear; after-hours service provision can be significantly 

improved in order to a) provide our shared populations with high quality, affordable, 

equitable, readily accessible and coordinated services for acute care needs after-hours and 

b) enable the health system to operate an approach that is financially sustainable. (9: p2). 

The Optimal Service Straw Man project is also notable for its mapping of the after-hours patient 

pathways, and the role of each type of service provider involved in after-hours care. It set out a 

range of principles that should be used to guide the development of after-hours services in 

Auckland. 

In April 2011 CMDHB put out a request for proposals (RFP) in order to initiate service provision 

contracts based on the Strawman model with selected providers. However, a number of PHOs 

including ProCare, a PHO with coverage of over half of all PHO-enrolled patients in Auckland, 

objected to this process.  With input from the Ministry of Health, a new arrangement was 

developed. The original RFP process was abandoned. Instead of a DHB-led process, the new 

‘alliancing’ process was led by Community Care Auckland (CCA) - a consortium of A&M clinics, 

which also included the 6 PHOs and 3 DHBs. The working group became the Auckland Regional 

After-Hours Network (ARAHN), and the chair of Auckland PHO, Dr Ian Scott became the chair of 

ARAHN.  

After an intensive two month process, network members agreed on specific initiatives to be 

funded, and the mechanisms by which the initiatives would be funded. Although responsibility 

for developing the proposal had changed, the proposal remained broadly similar to that outlined 

in the RFP (subsidising A&M co-payments and contracts for overnight services), with a key 
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additional element that emerged from the new collaborative negotiations. This was the 

agreement to fund telephone triage (TT) services provided by HomeCare Medical Limited  (HML), 

a company owned by ProCare. Contracts and service specifications were developed and signed 

so that the agreed system of co-payment subsidisation and telephone triage funding could 

commence on 5 September 2011. 

In mid-2011,the working group became formalised as the ‘Project Partnership Group’ and a 

governance structure for ARAHN was created that included three ‘sub-groups’ – one responsible 

for contractual arrangements (contracts and governance sub-group), one consisting of clinicians 

from across the range of providers (clinical subgroup), and one with responsibility for the 

communications (communications subgroup). 

 

2.4 Content of the AHI 

2.4.1 Extension of Accident and Medical Clinic Opening Hours 

Under the After-Hours Initiative, 11 participating A&Ms contracted with ARAHN to guarantee 

access every day of the year between 8am and 10pm. Many of the participating clinics already 

opened until 10pm, but these opening hours became a condition for participation in the initiative. 

The 11 A&M clinics subsidised by ARAHN are as follows: 

Counties Manukau district Pukekohe, Takanini, ETHC Bairds Rd (Otara) , East Care 
(Botany) 

Auckland district Otahuhu White Cross*, Ascot White Cross (Remuera), Three 
Kings, New Lynn White Cross* 

Waitemata district Henderson White Cross, Glenfield White Cross, Shore Care 
(Takapuna) 

* Otahuhu A&M is located within Auckland DHB close to the boundary with Counties Manukau. New Lynn 

White Cross is also located within Auckland DHB close to the boundary with Waitemata 

2.4.2 Subsidisation of Accident and Medical Co-Payments 

The central element of the initiative was the subsidisation of patient co-payments to the 11 

participating A&Ms for specific categories of patient identified as high needs. These categories 

built on previous policy settings regarding a targeted approach to primary care co-payment 

reductions. The five categories are: 

 Children aged under 6 

 Adults aged 65 and over 

 Community service card (CSC) holders 

 High-user health card (HUHC) holders 

 Quintile 5 residents: Residents of census areas that are in the lowest 20% of areas ranked 

by socio-economic wellbeing (also referred to as Deprivation 9 and 10.). 



 

 

 

15 

Note that Māori and Pacific peoples, although target populations for the Primary Health Care 

Strategy and PHO funding formulas, are not part of this list. This is consistent with government 

health policy settings since 2009. 

Another important detail to note is that the subsidy for A&M co-payments applied only to casual 

patients. Many A&Ms also provide in-hours general practice services and are members of PHOs. 

These providers already receive a capitated payment for their enrolled patients. This created a 

situation for some clinics in which subsidised casual patients had lower co-payments after-hours 

than patients enrolled with the practice. Over winter 2011, the working group then developed a 

schedule of co-payments for each eligibility category. Rather than adopting uniform co-payment 

levels for particular eligibility category across the Auckland region, each A&M had a specific 

schedule. For example, while most participating A&Ms totally eliminated co-payments for 

patients under 6, some A&Ms retained co-payments ranging from $15 to $25. Similarly co-

payments for over 65s ranged from $17 to $52 after September 2011 across the participating 

A&Ms. This system of variable co-payment levels was devised in order to address concerns raised 

by some of the PHOs and their constituent practices that after-hours co-payments at A&Ms 

would be cheaper for patients than in-hours co-payments charged by GPs located nearby 

participating A&Ms. The eventual solution was to set co-payment levels for each eligibility 

category at the ‘80th percentile’ of GP charges within a 5km radius of the A&M. This meant that 

the agreed co-payment level for A&Ms were the same or more than the fees charged by 80% of 

GPs within that radius.  

2.4.3 Subsidisation of HML Telephone Triage 

HML provides a telephone triage service for patients of participating general practices after-

hours. For GPs that sign up to HML, patients who call their GP phone number after-hours have 

their call redirected to HML which is staffed by trained triage nurses. Prior to September 2011, 

HML was funded by general practices paying a subscription fee. In August 2011, 127 ProCare 

practices, covering a population of 598 000 patients, subscribed to HML. Under ARAHN’s Letter 

of Agreement, PHO members of ARAHN contributed to a funding pool that would fund HML 

telephone triage services. GP members of these PHOs could sign up to HML without having to 

pay any subscription fees. 

An important contextual feature to note is that HML exists in a competitive environment in 

Auckland. Telephone triage services are also provided by Healthline and Plunket Line, both of 

which receive substantial public funding. 

2.4.4 Communications and Management 

Two auxiliary activities were also funded by ARAHN. Management of the initiative – which 

included providing secretariat, data gathering and other services, was delivered by Synergia, a 

consulting company with expertise in health services design, implementation and evaluation. As 

there was a need to inform patients and providers in the Auckland region of the new 

arrangements regarding GP after-hours telephone triage and subsidised A&M co-payments, 

funds were also set aside for a communications campaign. This budget was used to fund radio, 
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television, and newspaper advertisements, and the production of posters and pamphlets for GPs, 

PHOs, A&Ms and DHB emergency departments. 

2.4.5 Funding Model  

Tables 2.1 and 2.2 below shows that eventual funding model consisted of multiple ‘pools’ of 

funding relating to specific initiatives. Two of these pools relate to the two initiatives evaluated in 

this study. The broad pattern is that the subsidisation of A&M co-payments ($9.45m over the 22 

month period) is predominantly funded by the DHBs. The HML telephone triage service is 

predominantly funded by contributions from PHOs based on the size of their enrolled population 

($1.08 per enrolled patient - $1.86m over 22 months). Some exceptions, however, are worth 

noting. Three PHOs (Waitemata PHO, National Hauora Coalition, and Alliance Health Plus) have 

not contributed to the funding of telephone triage. NHC and AHP have, instead, directed their 

contribution to subsidising A&M co-payments. Waitemata PHO does not contribute to either of 

these streams. A third funding stream of relevance is funding for the management of ARAHN and 

communication strategies about the initiatives. This stream is funded by all PHOs (including 

Waitemata) and the A&M consortium, but not the DHBs. This evaluation stream is paid for by 

contributions from the DHBs and the A&M consortium. 

These tables outline the total funds allocated by members of the network towards after-hours 

services in the Auckland region. Some of this funding is for services (Risk Pool, Overnight Care, 

Ring Fence) that are not part of the AHI being evaluated here. However, the After-Hours 

Initiative accounts for less than half of the remaining funding of $11.8m over the 22 month period. 

The money additional to pre-existing DHB and PHO commitments amounts to $2.1 m from DHBs 

for the 2012-13 financial year,2 $1.6 million from PHOs and $100 000 from A&Ms – a total of 

approximately $3.8m per annum. This figure reduces to about $3.15m once a significant 

proportion of ProCare’s funding for HML is removed, as this funding  replaces a previous source 

of funding (GP subscription).3 

  

                                                             

2 The figure of $2.1m is taken from Synergia’s One Year On report of November 2012 on the After-Hours 
Initiative. 

3 This reduction of approximately $650,000 is arrived at by multiplying the 598,000 enrolled patients covered by HML 
before Sept 2011 by the $1.08 per enrolled patient that PHOs now contribute under the AHI. 
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TABLE 2.1: YEAR 1 FUNDING ALLOCATIONS (5 SEPTEMBER 2011 – 30 JUNE 2012) 

 

2.5 Responses to the AHI 

The initiatives were made public through a joint press release by the 3 District Health Boards on 5 

September 2011. In this press release, the General Manager of Counties Manukau DHB outlined 

the DHBs’ central rationale: 

“These clinics will offer reduced charges for patients who have traditionally used hospital 

emergency departments as their after-hours solution because of cost. This, along with the 

Auckland After-
hours Network 
Service 

Auckland 
Metro DHBs 

Auckland 
PHO Ltd 

East 
Health 
Trust 
Board 

ProCare 
Networks 
Ltd 

Waitemata 
PHO Ltd 

National 
Māori 
PHO 
Coalition 

Alliance 
Health 
Plus 
Trust 

After-hours 
Provider 
Consortium 
Ltd 

TOTAL 

After-hours Care 
and Co-payment 

$4,187,731         $200,383 $63,420    $ 4,451,534  

Risk Pool           $116,925 $36,997    $ 153,922  

Overnight Care $1,812,220                $ 1,812,220  

Ring Fence $876,101                $ 876,101  

Telephone 
Triage 

  $48,600 $72,675 $720,000          $ 841,275  

Communications/ 
Management 

  $9,400 $19,325 $144,000 $50,000 $14,654 $4,621 $100,000  $ 342,000  

TOTAL $6,876,053 $58,000 $92,000 $864,000 $50,000 $331,962 $105,038 $100,000 $8,477,053 

TABLE 2.2: YEAR 1 FUNDING ALLOCATIONS (1 JULY 2012– 30 JUNE 2013)   

Auckland After-
hours Network 
Service 

Auckland 
Metro DHBs 

Auckland 
PHO Ltd 

East 
Health 
Trust 
Board 

ProCare 
Networks 
Ltd 

Waitemata 
PHO Ltd 

National 
Māori 
PHO 
Coalition 

Alliance 
Health 
Plus 
Trust 

After-hours 
Provider 
Consortium 
Ltd 

TOTAL 

After-hours Care 
and Co-payment 

$4,587,036 

 

        $331,962 $105,038   $5,024,036 

Risk Pool                 $0 

Overnight Care $2,000,000 $38,849 $61,151         100,000 $2,200,000 

Ring Fence $912,964               $912,964 

Telephone 
Triage 

  $58,000 $92,000 $864,000         $1,014,000 

Communications/ 
Management 

      $100,000 $50,000       $150,000 

TOTAL $7,500,000 $96,849 $153,151 $964,000 $50,000 $331,962 $105,038 $100,000 $9,301,000 

Phase 1 
Evaluation 

$53,500             $53,500 $107,000 
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telephone advice, will help stem the growth of patients visiting the hospital emergency 

departments who could be care for equally as well or better in the community. This is 

particularly the case for patients on low incomes.” 

The announcement of the AHI was broadly welcomed in the health sector with positive spinoffs 

include more effective information sharing, co-ordination and integration between health service 

providers in Auckland. However, concerns were also raised, principally by general practitioners 

who feared that the subsidisation of A&Ms would draw patients away from their GP medical 

homes. Some general practitioners have expressed concern that the after-hours initiative may 

adversely affect patient continuity of care, create confusion over child immunisation status, and 

may result in GP practices losing enrolled patients to A&M services (10). Other specific concerns 

raised by GPs were the prospect of ‘clawback’ of capitation payments if certain types of patients 

visited A&Ms. Some GPs also feared that the initiative would inadvertently increase the uptake of 

High User Health Cards (HUHCs), and this would in turn affect their level of funding for enrolled 

patients under the CarePlus scheme.  

 

2.6 Summary 

The emergence of ARAHN and the after-hours initiative represents a concerted attempt to 

address persistent issues and gaps in after-hours services in the Auckland region. Understanding 

of this background context is necessary in order to develop a comprehensive evaluation of the 

effects of the network and the initiative. In the following section of the report, we review what is 

known about the merits of networks as a means of dealing with complex and persistent issues 

such as after-hours access, and what is known about specific measures designed to improve 

after-hours access. 
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3. Literature Review  

In this review of academic literature relevant to ARAHN and the after-hours initiative, we start by 

examining literature on the benefits and challenges of network co-ordination before turning to a 

review of health services literature relevant to the specific components of the after-hours 

initiative and some of the assumptions that underpin it. Much of this health services literature 

was also covered in the Interim Report of December 2012. 

3.1 The Benefits and Challenges of Network Co-ordination 

One of the distinguishing features of the after-hours initiative is that it is a service initiative that 

has been designed, developed and implemented by a network of stakeholders. Networks have 

become an increasingly common way of developing and implementing new initiatives across a 

wide range of policy areas in high-income countries. Indeed, the turn to networks as a way of 

‘doing’ policy has been one of the major developments in public policy and public management 

since the mid-1990s (11, 12).  

Networks, as a way of developing and implementing major service initiatives, can be 

distinguished from two other common approaches, namely hierarchical and market co-

ordination. Hierarchical approaches to policy and management emphasise expert, rational 

planning, a separation between policy development and policy implementation, and clear lines of 

accountability for performance that ultimately lead back to the government of the day. Market 

approaches involve purchasers (these can be government agencies or individual service users) 

seeking the best value for money where providers compete for the business of purchasers. 

Where government agencies are purchasers, this is typically achieved through competitive 

contracting. Public sector reforms in New Zealand, and many other OECD countries, have created 

a hybrid of hierarchical and market mechanisms in which specified contracts (e.g. service 

agreements) are the lynchpin of the system (13, 14). 

By contrast, network approaches to service and policy development and implementation 

emphasise collaboration between stakeholders, trust-based relationships and a ‘mutual’ 

approach to governance and accountability (15). 

Many public management and administration researchers have put forward advantages of 

network approaches vis a vis hierarchical and/or market co-ordination, and identified particular 

conditions under which network approaches produce better results. These include: 

 Networks are suitable for situations in which problems are complex and the interests of 

key stakeholders are divergent. A network approach does not require stakeholders to 

agree on what the problem is, or what causes it. It is sufficient that they agree on courses 

of action (16, 17). 

 Network approaches, by including key stakeholders in formulation and decision-making, 

increase the level of stakeholder buy-in when policies are implemented (18). 
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 Networks establish on-going relationships between stakeholders, and this interaction 

over time helps to build trust and develop capacity to resolve or advance increasingly 

difficult issues. 

Networks are not without problems, however. Some key challenges of network approaches 

include: 

 The considerable investment of time and resources in processes (meetings, negotiations, 

face-to-face consultation), and require energy, leadership and consistency of key 

personnel, to maintain over time (18).  

 Issues related to the boundaries of networks. While network approaches may be more 

inclusive than hierarchical or market approaches, it may be difficult or impossible to 

include all relevant stakeholders, and this can create a separation between network 

‘insiders’ and ‘outsiders’ (19) 

 Decisions are typically characterised by compromise, and such compromise solutions may 

not be optimal (20)  

 Networks are difficult to reconcile with formal accountability, particularly for the use of 

public funds (21).  

A common theme of research on the effectiveness of networks emphasises the central 

importance of sustainable processes, and cautions against only considering changes to outcomes 

as indicators of network effectiveness (22-24). 

3.2 Health Services Research on After-Hours Services 

3.2.1 International Developments in after-hours medical services 

The need to meet growing demand for quality after-hours care, rising health system costs, 

reorienting systems to primary health care (PHC), and greater integration of primary and 

secondary services has led to the development of new models of care and devolution of after-

hours service provision. Most international developments reported in this review have emerged 

since 2000.  

Three main models have emerged in after-hours PHC: telephone triage, walk-in clinics, and GP co-

operatives. Most countries, including NZ, use a mix of models that provide more options and 

opportunities to access quality after-hours PHC. Increasingly, some care is provided by 

commercial entities as well as public provision. Nurse-led triage is a common entry point, either 

by telephone or onsite in commercially operated walk-in clinics. Regional and national telephone 

helplines also feature providing advice about symptoms and where to seek help (25). 

In the UK, GP cooperatives and a unique model of publicly funded nurse-led walk-in clinics are 

available with nurse prescribing. GP patients contacting the practice are redirected for triage and 

advice via NHS Direct before being directed to GP cooperatives or other services. Commercial 

after-hours GP clinics are increasingly a feature; some are contracted to provide services funded 

by Primary Care Trusts (similar to NZ DHBs). In contrast, after-hours PHC in the Netherlands is 
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provided by large scale GP cooperatives with entry determined by telephone triage. In Denmark 

there is unfettered free-of charge access to a GP but much demand is met by GP telephone triage 

(25). 

3.2.2 Identification of primary care appropriate ED utilization 

There is widespread agreement amongst researchers and clinicians that a proportion of episodes 

of care in hospital emergency departments can be dealt with appropriately in primary care 

settings. Elley et al 2007, in a study of Wellington hospital emergency department case notes, 

found that ED, clinicians, GPs, triage nurses and researchers reviewing these notes consistently 

identified around 37% of cases as appropriate for primary care. However, there were only low 

levels of agreement among those reviewing the case notes as to which specific cases fit this 

category, and reviewers had the benefit of detailed clinical notes that were not available to ED 

triage nurses when patients presented (26). 

3.2.3 Research regarding patient preferences and after-hours medical services 

New Zealand and international data provide some insight into utilisation of A&Ms and EDs for 

after-hours care, and potential reasons underlying patient choice of service. A&M after-hours 

data from the National Primary Care Survey (27) found that a third of users were from high 

deprivation areas but fewer had a CSC card. Under 6s were highly over-represented in service use 

and more younger women used services. Although there was a wide ethnic diversity, Māori made 

less use of A&Ms than the general population. Evidence for use by older adults is equivocal, with 

a NZ study finding lower use of A&Ms (28) however, international studies have reported higher 

use or no difference in utilisation (29, 30). In contrast, younger males are over-represented in ED 

(29, 30). 

Choice of after-hours service is likely to be influenced by user experience and satisfaction, 

awareness and proximity of services, health beliefs and cohort effects (22). Patients tend to seek 

help at the service they are familiar with and one that meets their expectations of appropriate 

facilities and expertise (29-31). This may present a challenge for reorienting after-hours ED users 

for minor illness-related conditions to community PHC. For example, ED choice by young males 

for illness-related conditions likely is influenced partly by low need for and experience with PHC. 

In contrast, many younger women and those with children have high need for and considerable 

experience with PHC. A NZ study reported that older people face barriers to after-hours care 

including reluctance to see an unfamiliar doctor, perceptions of being a nuisance, and transport 

and cost barriers (28). 

There does not appear to be direct effect of socioeconomic deprivation on the type of after-

hours service but international research suggests that ED users relative to PHC users for after-

hours care have English as a second language and do not have a regular GP (29, 30). NZ data, 

however, suggest that Pacific and Asian populations, who often have English as a second 

language, are relatively high users of after-hours A&Ms (32). Overall, the effect socioeconomic 

deprivation of choice of service is unclear but cost and geographic barriers have been found to 

play a substantial role in access to after-hours care more broadly (33, 34).  
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3.2.4 Research relevant to solutions 

In the following section we examine health services literature to glean what is known about the 

types of solutions included in the Auckland After-Hours Initiative, and the degree to which these 

have been found to successfully address issues of access to PHC and reduce the growth in 

demand in hospital emergency departments. 

Increased access to after-hours care and access to PHC  

There is little available research on the link between after-hours care and PHC utilisation. This is 

due to the challenges of researching overall levels of PHC utilisation. There are, however, good 

reasons to infer a link for particular groups. Groups that are most likely to benefit from extended 

opening hours include young children with sudden rapid onset and deterioration symptoms in 

the evening (35) and older adults and low socioeconomic groups who are unable to access PHC 

during the day due to transport or other problems (28, 36). 

Increased access to after-hours care and reduced demand for ED services 

In NZ and internationally there are high rates of self-referral to hospital EDs for after-hours care 

(20, 21). There is no convincing evidence that increased availability of after-hours primary care has 

translated into reduced demand for ED use (35). This is partly due to the challenges associated 

with designing research that will control for other factors that may influence ED utilisation rates.  

Patient perceptions about help-seeking likely contribute to the demand for different types of 

after-hours care. These perceptions are coloured by prior experiences and expectations of the 

health system. A key difficulty for patients, and the system, is difficulty in determining what 

constitutes an emergency (31). It seems sensible to assume that lack of awareness of PHC 

alternatives to ED can impact on ED demand, but there is a dearth of research on this topic.  

Telephone triage and access to primary health care 

There is some evidence that telephone triage increases access to PHC underserved groups. 

Audits of the NZ Healthline service introduced in 2000 suggest that Māori, a high needs and 

underserved group, use the service at a higher rate than non-Māori (37). More Māori sought 

advice for symptoms, particularly for infants, than non-Māori. Non-Māori used the service more 

for general health advice. It is not known to what extent callers followed advice about actions to 

take or whether further contacts were made with PHC or ED services. UK research (38) also 

found that lower socioeconomic status predicted higher rates of contacting GP after-hours 

telephone services suggesting both high demand for after-hours services and the utility of 

telephone triage services. 
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Telephone triage and ED utilisation 

Healthline audit data also suggest that telephone triage has some benefits for reducing ED 

workload but does not reduce ED demand. After introduction of the service in 2000, demand for 

telephone advice from ED nurses in Christchurch hospital decreased, although ED presentations 

did not (39). This is consistent with UK findings reporting no impact of NHS Direct telephone 

triage on ED services (17). It is also consistent with a substantial recent review of the impact of 

telephone triage on ED demand and overcrowding (40). It is not known if adding GP support to 

helplines will impact on ED demand but a recent Australian initiative was launched to provide GP 

support to the HealthDirect Australia service (40). 

Targeted primary care subsidies and access to care 

The NZ context provides good evidence that targeted subsidisation improves access to PHC but 

challenges remain. A recent analysis of impact of the Primary Health Care Strategy on financing 

general practice confirms earlier reports of strategy impact on population access (1). The move 

towards universal access and capitated funding, with additional funding for general practices 

serving high deprivation populations, has reduced patient co-pays for PHC especially for high 

needs groups. However, the effectiveness of both universal and targeted subsidies in New 

Zealand is circumscribed by the fact that GP practices retain the right to set fees and levy 

additional charges for services and there are wide variations in fees charged (1). 

In addition, A&Ms receive lower levels of government funding and have few restrictions on fee 

setting. Similarly, while holders of CSC and HUHC cards are entitled to receive subsidised care in 

A&Ms not all A&Ms provide this and entitlement has not been widely notified. Further, many of 

those eligible for CSC cards do not have them (7, 41). Some researchers argue that even very low 

fees for high deprivation groups still present a barrier once other costs of access are included 

(41). More broadly, as exemplified in the landmark Rand Health Insurance Experiment, Pauly 

argues that high deprivation and high needs populations should not be subject to cost sharing as 

it has an adverse effect on their health outcomes (1). 

Subsidised primary care and ED demand 

There is an absence of published research that investigates if PHC co-payments reduce demand 

for ED services, perhaps because of the difficulties in determining how this could be measured. 

Again, any effect of co-payment might be confounded by other factors that influence patient 

demand for PHC.  
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4. Key Informant Interviews Findings 

4.1 Approach 

This component of the evaluation focuses on perceptions of value, progress and emerging 

outcomes of ARAHN, at governance and service delivery levels. It draws on discussions with 17 

people from different organisations linked with ARAHN, from DHBs, PHOs, and A&M provider 

leadership.  

 

4.2 Perceptions of the After-hours Initiative 

4.2.1 Problem definition 

Throughout the interviews, outlooks on the nature of the problem that the initiative was 

addressing varied markedly. Views on the ‘problem’ being addressed included: 

 Increasing rates of emergency department use 

 Inconsistent regional approaches to after-hours care 

 Inability to access affordable and accessible after-hours care 

 A sense that general practice isn’t providing an adequate response to non-urgent after-

hours care 

As discussed in the literature section, this is common in many network structures, and is not in 

itself a signal of underlying problems within the network. Instead, networks rely on an agreed 

forward direction, which interviews generally indicated broad alignment with. 

4.2.2 A&M Subsidies 

There was a broad perception that the initiative is delivering on outcomes for the under-6 age 

groups, particularly where there is no co-payment. For this age group, there is perceived to be 

increasing utilisation by this age group, and reduced rate of growth of ED attendances. One A&M 

provider spoke of substantial increases in after-hours volumes as a result of the subsidy, and was 

looking to increase capacity. In addition, three providers spoke of the initiative making their after-

hours care viable; and that reduced availability of after-hours care would occur as a result. 

The co-payments issue was a key area of compromise across parties in the initiative, and the 

consistency of co-payment levels across the region for this age group remains an area of some 

tension. 

 The co-payments charged at Ascot A&M reflected a concern of local GPs that their 

patients would switch to A&Ms, eroding the link to their medical home and undermining 

consistency of care. 

 Others however were of the view that this undermined the intention of free care to 

under-6s and diluted the impact in EDs.  
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There was also seen to be value in applying a clear definition to high needs groups – under 6 

years of age, 65 years and over, people living in high deprivation areas, community services card 

holders and high use health card holders. Some respondents noted that high needs groups were 

not defined in terms of ethnicity. However, there was some concern regarding the level of impact 

for targeted high need groups other than under 6s. 

Weaknesses were noted with regard to inclusion of over-65s. One said this age group is more 

likely to use the medical home and to be hospitalised for complex conditions; achieving increases 

in utilisation for over 65s constitutes a significant challenge. 

A further concern, noted by most interviewees, was the perception that the A&M subsidies were 

also subsidising a particular, non-participating PHO, in that its patients were receiving the 

benefits of the initiative but the PHO itself was not contributing fully.  

4.2.3 Emergency Departments 

There was a perception of value from A&M respondents that the rate of growth in ED admission, 

particularly for under 6s, is slowing. There was less support for this view from other quarters, 

including EDs and some PHOs.  

 At CMDHB for example, there was a reported 1% decline in rate of growth for each of the 

previous four years; disentangling the effect of the initiative from other activities is 

difficult.  

 One PHO interviewee queried if the changes that were occurring were simply cyclical, and 

noted that inappropriate use of EDs was not being measured. The inferences being made 

from the available data were therefore questioned. 

Some interviewees noted the developments to date, particularly in reducing the rate of growth 

of EDs and increasing A&M attendance, have been achieved through relatively low investment, 

with only approximately $4 million of new investment.  

4.2.4 Telephone Triage 

Almost all interviewees were adopting a ‘wait and see’ approach to assessing the impact of the 

telephone triage initiative. There was some uncertainty regarding the value of the triage service 

as part of a joined up system of care across the network, the duplication/competition with 

Healthline, and from one respondent, whether the triage line was providing the right level of 

escalation in some circumstances (such as from rest home services).  

Participants indicated that they wanted to see more information about telephone triage 

utilisation. None could point to any impact on patient flows at this point, and some thought the 

service was very expensive. 

Two interviewees however saw it as a very important contact point and way of directing 

patients. 
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4.2.5 Other issues 

 The lack of consistency of opening hours was a concern of some interviewees; in 

particular, whether an A&M closes at 10pm or closes its doors at 10pm (i.e. admits no 

more patients from this time). A further concern was the challenge some A&Ms have had 

in meeting their contracted opening hour requirements, although at the time of writing, 

this appeared to be under control. 

 Some drew attention to the recent High Court judgment in Christchurch, which 

effectively allows capitation payments to fund After-hours care; this was seen by some to 

support further investment. One however drew attention to the ability to claw back from 

capitation for After-hours care (in relation to high needs patients), but not for ED care. 

This may undermine the willingness of GPs to direct patients to After-hours services. 

 A concern expressed by one interviewee was the lack of comparability of utilisation data 

with non-participating A&Ms.  

 

4.3 Value of the After-Hours Healthcare Network 

4.3.1 Constructive relationships 

Interviewees distinguished between the After-hours ‘initiative’ (such as the subsidies, telephone 

triage and communications), and the After-hours ‘network’ – the alliance of DHBs, PHOs and 

A&M providers (although not all participants saw the DHBs as part of the network). All 

interviewees who were active participants in the network spoke very strongly of the high added 

value of the network, and most saw it as worth the investment of time. Some went so far to 

suggest that the initiative itself would not be sustainable without the network.  

Key features of the network’s value included: 

 The relationships emerging from the network: Many spoke of previous lack of 

communication between many organisations; or that the network allowed existing 

relationships to further develop, such as between DHBs and A&Ms. The ARAHN 

relationships were seen to provide a platform for further collaboration. However, one 

concern that arose was the recent loss of two of the three ED leaders, and with them, the 

relationships that have been fostered. 

 Related to this, was improved information flows: One issue being addressed is the flow 

of information from public hospitals back to A&M clinics, instead of just to GPs; this was 

seen as essential for feedback to After-hours providers on their own decisions. 

 The ability to provide a collective response across network members: There was little 

evidence of fragmentation within the network among those interviewed, despite a 

suggestion to the contrary from one interviewee. Although individual tensions or 

disagreements were recognised, this was balanced by a commitment to working 

together. 
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 Common goals and the ‘Straw Man’ process: There was a strong sense of collaboration 

and working towards common goals. The Straw Man discussion at the inception of the 

initiative provided a basis for agreement on the goals that all partners were seeking, and 

from there, a process to achieve them. 

However, the perception of value of the network tended to dissipate with the distance from the 

network. Those less involved in the network tended to view it less favourably and preferred a 

more hierarchical approach, potentially driven by individual DHBs. 

One PHO, which was less involved than other PHOs in the region, while supportive of the 

network itself, was concerned with the devolution of service funding decisions to the network; a 

regional budget-holding group was seen as a step up from a regional planning mode. Value was 

seen however in the regional planning function of the network, and in providing a strategic 

model for urgent care.  

4.3.2 Clinical involvement 

The clinical subgroup was seen to be an important feature of the network, which enabled 

discussion of clinical and data issues. Furthermore, the network was seen to be providing a forum 

for dialogue and improved understanding of the respective contributions of general practice, 

A&Ms and EDs. Looking ahead, many interviewees were keen for the next phase of ARAHN 

development to focus on greater service integration and clinical connectivity, particularly with 

EDs. 

4.3.3 Network composition 

A common contextual backdrop to discussions was the RFP which was issued in 2011 for After-

hours services, which was subsequently withdrawn. This provided the impetus for the After-

hours provider consortium of 11 A&Ms and network to emerge. There does however appear to be 

some tension (particularly from outside the consortium) with the remaining 11 A&Ms that are not 

part of the network. 

 

4.4 Communications 

The investment in communications for the initiative has been a notable area of disagreement on 

two key issues.  

4.4.1 Communications budget  

A concern of many interviewees was that the budget for communications was a resource that 

was too small and spread too thinly. Without significant investment in communications, public 

awareness of the initiative will remain low and the potential benefits of the initiative will be 

substantially unrealised. For these respondents, the communications budget needs to be 

substantially larger and invested across a greater range of media (e.g. billboards and buses). 
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For one PHO respondent, the communications investment was thought to be misdirected, and 

raised concern about the erosion of the patient’s medical home and continuity of care. 

4.4.2 Message  

There was disagreement among participants as to what the key message of the communications 

should be. Two messages were delivered simultaneously. One was the television, radio and print 

advertisements, together with printed flyers, all aimed at raising awareness of the initiative 

across the region. The other (primarily through ProCare practices), was the message of ‘Call your 

doctor first’; the intention was that people would in the first instance ring their practices and 

either through the practice or the triage line, would be directed to the appropriate service.  

There was clear disagreement on which approach was most suitable, and neither were 

implemented consistently by network partners. Posters and flyers on the initiative or ‘call your 

doctor first’ were taken selectively by PHOs and practices.  

A further concern, raised by one respondent, was confusion in one radio advertisement which 

indicated that the initiative was there ‘for all your non-urgent care’, which was inaccurate.  

Now that the initiative is well-established, the existing communications were seen by one 

interviewee as outdated. By Christmas 2012, people who were seeing the ads for the first time 

were expecting fees to be lower than their last visit (not since September 2011), which created 

tensions in an A&M with some patients. It was argued there now needs to be a new message 

which says there is a network that can see you more quickly, that can provide the care you need 

and is appropriate and affordable. 

More fundamentally, communications was seen by many as a thorny task; as one interviewee 

noted, it is difficult to deliver communications to an audience where access is limited. Another 

noted that when there is the lack of a clear model of what after-hours is, the communications 

inevitably drives into low level detail.  

 

4.5 Future directions 

A range of issues were raised by interviewees for the future development of the initiative and the 

network. 

4.5.1 Locality-based responses 

 There are potentially a variety of models for After-hours care that could emerge from 

within the partnership and also externally. The shift in parts of Auckland towards locality-

based planning will challenge some of the structures that the network is built around 

(particularly PHOs), but interviewees were keen for the primary and secondary links that 

had emerged to be further developed, and to link with other services; this may be 

particularly important for ensuring ARAHN does not encourage a shift away from 

episodic care. 
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 An expanded network of GPs funded to 8pm (and potentially, a smaller number of A&Ms 

funded to 10pm). 

 Integrated Family Health Centres (IFHCs) provide the potential for a greater range of 

locality-based services, which After-hours services may be able to link with. Some A&M 

providers outside ARAHN will themselves be looking to link with IFHCs in their areas. 

4.5.2 Leadership 

 The importance of key individuals in building sustaining the network, particularly the 

chair, as well as others around the table, were noted by many respondents. This will 

continue to be key to its development.  

 One noted that for ARAHN to get to this point it has required compromise by all parties; 

this meant that at times compromise was ‘necessary but not always helpful’, and some of 

the compromises (such as co-payments) could be revisited, if the will is there from within 

the network.  

4.5.3 Adapting approaches to better meet target populations  

 A common view was that the initiative is working for the under 6s, but less so for other 

target groups. Some interviewees suggested that different approaches may be needed, 

especially for the over-65 age group. This may include links with Elder Care, rest homes 

and palliative care services.  

4.5.4 Improved KPIs 

 Development and application of better indicators of network/initiative impact, such as 

standardised acute admission ratios. 

4.5.5 Discontinuation 

Interviewees were asked what would be the consequences if ARAHN were discontinued beyond 

the 2012/13 year. Most, particularly those active within the network, were keen to see it continue. 

A typical response in this regard was one person’s description of the initiative “walking towards 

something that is the right way of working.” A few were less certain of any major ramifications of 

discontinuation, and queried if it would have much impact. 

The main consequences of discontinuation, suggested by interviewees, were: 

 Breakdown of the alliance and loss of momentum generated by network partners 

 Collapse of the system of after-hours care as currently configured 

 Increased prices for care, unless alternative funding arrangements can be reached 

 Renewed growth in ED use 

 A need for a new regional consultation on a standardised local approach. 

There was value seen across interviewees of having a metro/regional approach, particularly in 

ensuring consistency of access and building primary care capability and capacity. A key challenge 

was building more consistency across the system and links with other services.   
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5. Survey of Participating A&M and Hospital ED Patients  

5.1 Survey methodology and data analysis 

5.1.1 Design, setting and sample 

This cross-sectional two-part patient survey was set in 11 A&Ms and the 6 EDs of DHBs 

participating in the AHI; and it was conducted over a two-week period in late November. Patients 

were eligible to take part if they attended an A&M or ED clinic for non-accident medical care 

after-hours and were assessed by a clinic triage nurse as low acuity and had sufficient English 

language or were accompanied by a person who would interpret.  

5.1.2 Survey instrument 

The survey was developed by the research team based on the literature and patient pathways. 

The 37-item A&M and 34-item ED versions were highly similar. These were piloted A&Ms and EDs 

prior to the survey and minor amendments were made. Questions in Part 1 asked about socio-

demographic characteristics, medical home, pathways to A&M or ED and reasons for service 

choice. Others elicited awareness of options for after-hours services, telephone triage for advice, 

awareness of reduced A&M fees and eligibility, and communications. Part 2 questions were 

adapted from the Short Questionnaire for Out-of-Hours Care (36). It included questions about 

wait times, visit cost (A&M only), and satisfaction with aspects of visit and/or telephone triage on 

a scale of 1 to 5 (very unhappy to very happy). 

5.1.3 Survey procedures 

Potential participants were identified by triage nurses at the time of the patients’ A&M or ED 

visit. They were approached by a University of Auckland research assistant (RA) who explained 

the study and obtained written Consent in those who agreed. Part 1 was administered by the RA 

before the patient had been seen by a clinic doctor. Participants self-completed Part 2, either at 

the clinic before leaving or at home. If patients were aged under 18 years their parent or guardian 

gave written Consent and completed the survey. 

5.1.4 Data analysis 

First, geocoding by meshblock and Auckland region DHB area was used to establish A&M and ED 

clinic location and participants’ residential location within 5 areas: Central, East, South, West and 

North.  

 Central covered the ADHB area. 

 East covered the CMDHB area to the east of SH1. 

 South covered the CMDHB area to the south of SH1. 

 West covered the WDHB area to the south west of SH16. 

 North covered the North shore and the WDHB area to the north and east of SH16. 
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Next, survey data were analysed using SPSS Version 19. The number of item responses varied as 

some outcome variables identifying patient pathways, awareness of services and eligibility for 

A&M subsidy were unprompted and not answered by all. Frequencies are described for socio-

demographic characteristics and outcome variables. Some variables were collapsed and recoded 

to enable chi-square and z-tests to be performed. These tested for significant outcome 

differences within categories of independent variables (age, ethnicity, Quintile 5, CSC/HUHC 

cardholders, subsidy eligibility, having a medical home, geographic location) and between A&M 

and ED samples. Testing revealed no significant differences were found for gender and the 

impact of gender on outcomes variables is not reported further.  

5.1.5 Sample details and representativeness 

Overall 312 A&M and 209 ED participants completed the main part of the survey with just over 

half also completing Part 2. As shown in 5.1 below, describing clinic and residential location for 

the 2 samples, fewer ED patients were recruited at Auckland City Hospital than the other EDs. 

There were relatively equal samples of each of the A&Ms but Bairds Road, Shorecare and 

Henderson contributed the largest proportions, and Pukekohe and Glenfield contributed the 

lowest.  

 

 

FIGURE 5.1 SAMPLE CHARACTERISTICS OF A&M AND ED SAMPLES SHOWING CLINIC TYPE AND LOCATION WITHIN THE AUCKLAND 

REGION 

Overall, clinic location by Auckland area was similar with Central and South Auckland contributing 

the more to A&M and ED samples than North, West or East Auckland (note there is no ED clinic in 

the East). Residential coding showed a slightly different pattern with more living in Central 

Auckland in the A&M sample, and more living in North Auckland in the ED sample compared with 

other areas. 
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FIGURE 5.2 SAMPLE CHARACTERISTICS OF A&M AND ED SAMPLES SHOWING PARTICIPANTS’ RESIDENTIAL LOCATION WITHIN THE 

AUCKLAND REGION 

 

Sample characteristics: eligible for AHI subsidy and sample ethnicities 

The table below reports survey sample characteristics and volume utilisation data. For the survey, 

the AHI eligibility categories were well represented in both samples except for those aged 65 

years and over, but more of this group were recruited in EDs than in A&Ms. Under 6s were the 

largest contributor to the A&M sample whilst cardholders were the largest contributor in the ED 

survey ample. Overall, substantial proportions of both survey samples were cardholders, lived in 

Quintile 5 areas and were eligible for reduced fees, but more ED participants were eligible. There 

were more Pasifika and Asian participants in the A&M survey sample than Māori. These groups 

were more evenly spread in the ED survey sample. 

Comparison with volume utilisation data shows that cardholders were over-represented in the 

A&M and ED survey samples, with more under-6s in the ED survey sample. There were fewer 

Pasifika in the ED survey sample. 
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TABLE 5.1 SAMPLE CHARACTERISTICS FOR AHI SUBSIDY AND ETHNICITY FOR A&M (N=312) AND ED PARTICIPANTS (N=209) 

 A&M  
Survey % Utilisation % 

ED  
Survey % Utilisation % 

AHI eligibility category     
Under 6 40.1 33.8 32.1 18.8 
65 and over 4.8 6.9 12.0 19.2 
CSC/HUHC cardholder 35.1 21.5 46.9 34.2 
Quintile 5 26.2 25.2 29.4 29.4 
Total eligible for AHI subsidy 67.8 62.2 74.8 69.1 
Ethnicity      
European 43.9  45.5  
Māori 14.1 10.1 15.8 12.5 
Pasifika 22.8 23.0 15.3 24.1 
Asian 17.9  18.2  
Other 1.3  5.3  

 

5.2 Key Findings 

5.2.1 Medical home of patients 

As shown in Tables 1 and 2 in Appendix 1, over 90% patients had a medical home (i.e. were 

enrolled with a family doctor or had a usual doctor they saw when sick) and this was highest for 

ED patients (99%, 94%). Overall more A&M participants had an A &M as their medical home than 

ED participants (25%, 15%).  

In the A&M sample, of the 78 (25% of all A&M patients surveyed) who had an A&M medical home, 

most (80%) were enrolled in one of three clinics: Bairds Road ETHC, Pukekohe Family Healthcare 

and 3 Kings A&M. Notably only 16% were under 6, significantly fewer than other group (18-24%) 

except for older adults (14%). In contrast, those who were Quintile 5 or Pasifika were more likely 

to have an A&M as their medical home but this likely is influenced by the high proportion of 

Bairds Road’s patients (43/78). 

The only difference found for the ED sample was that cardholders were more likely to have an 

A&M as their medical home (21%, 10%). 

5.2.2 Patient Pathways 

Seeking Prior Advice 

Pathways to after-hours services explored any contact with health services that day for advice 

about getting medical care after-hours, the type of services contacted, if advice had influenced 

service use and other reasons underlying choice of service.  

ED participants had quite different patient pathways than A&M participants. Notably, ED 

participants were significantly more likely than A&M participants to contact other services for 

advice before going to a clinic for after-hours care (54%, 19%) and to say that this advice had 
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influenced their service use (43%, 10%). Visiting a family doctor within working hours was the most 

frequent source of advice for both samples, but significantly more ED participants said they did 

so (40%, 6%). ED participants also were more likely to use their doctor’s after-hours telephone 

service (13%, 3%). A&M and ED participants who used a telephone service were equally likely to 

use a family doctor telephone triage or another helpline (see Table 3 in Appendix 1).  

No group differences were found for ED participants but ethnicity was significantly associated 

with A&M participants seeking prior advice. Fewer Pasifika or Asian participants did so than 

European or Māori (10%, 11%, 24%, 27%). See the full Table 4 in Appendix 1. 

 

FIGURE 5.3: ETHNIC PROPORTIONS OF A&M PARTICIPANTS WHO SOUGHT PRIOR ADVICE FROM A HEALTH SERVICE ABOUT WHERE 

TO GET AFTER-HOURS MEDICAL CARE (N=59/312) 

Reasons for choosing an A&M or ED service 

A&M and ED participants were asked to name all the reasons they had chosen the service they 

visited. Answers were unprompted and many gave more than one reason. As seen in the table 

below responses were coded thematically. The referral theme likely reflects patients’ perceptions 

of implied or anticipated advice and, in some cases, direct referral. The setting and survey format 

did not allow interviewers to probe participants’ experience. The table below shows the 6 main 

reasons cited by each sample; the full Table 5 in Appendix 1. 

There were important differences between A&M and ED users but accessibility and familiarity 

was a major reason for both samples. Service proximity was the most frequent reason for A&M 

and second most frequent for ED users. The influence of familiarity on choice was evidenced by 

prior use being the third and fourth most common reason given by A&M and ED users. While 

family doctor being closed was the second most common reason for A&M, this was less 

commonly given as a reason by ED users. Indeed, the predominant and most frequent reason 

given by ED users was being referred, especially referral by their family doctor. Also being 

referred or brought in by ambulance was frequently cited by ED users (6th equal). No A&M 

0

5

10

15

20

25

30

European Maori Pasifika Asian

%
 W

h
o

 S
o

u
g

h
t 

P
ri

o
r 

A
d

vi
ce

 
(A

&
M

 s
am

p
le

) 



 

 

 

35 

participants said they c0ntacted an ambulance service for advice prior or were transferred to an 

A&M. It is likely that the recruitment procedure used for this survey limited access to these 

patients. 

Participants’ comments revealed that accessible, quality after-hours care was particularly 

important for children, especially the under-6s, whose condition might rapidly deteriorate. The 

extension of A&M opening hours and 24-hour access of some featured as a reason for choosing 

an A&M. Some participants who chose Starship and Middlemore Children’s EDs perceived that a 

dedicated children’s service provided quality care.  

Perceptions about patient condition, appropriate service, and expectations of quality care also 

contributed to patient choice. Notably, the perception that patient condition was not serious 

enough for ED was the fourth most frequent reason given by A&M users. This is the same as the 

proportion of ED users who thought their condition was an emergency.  

Perceived long wait times in ED were a reported as a barrier by those who chose A&Ms (ranked 

fifth). Cost of care was cited less often as a barrier or facilitator participants than other reasons 

by both samples, although free-to-user ED care was the sixth most common reason given by ED 

users. 

 

TABLE 5.2: PATIENT PATHWAYS: PARTICIPANTS REASONS FOR CHOOSING AN A&M OR ED FOR AFTER-HOURS MEDICAL CARE  

Reasons for choosing services and thematic coding for A&M (N=312) and ED (N=209) survey participants 

Reasons for choosing 
A&M or ED service 

A&M survey 
         %             N 

ED survey 
       %           N 

Theme 

      
This A&M / ED closest 57.4 179 (1) 30.1 63 (2) Accessibility (proximity) 

Usual family doctor closed  36.2 113 (2) 12.4 26 (5) Accessibility 
Been to this A &M / ED before 24.4 76 (3) 16.3 34 (4) Accessibility, (familiarity) 

Referred by another health service 4.8 15 38.3 80 (1)  Referral 
Family doctor office referred 1.0 3 19.6 41 (3) Referral 

St Johns brought by ambulance 0.0 0 11.0 23 (6=) Referral  
Not serious enough for ED  8.7 27 (4)   

Wait is too long in ED 8.3 26 (5)  n/a Accessibility 

Condition deteriorated 5.1 16 (6) 9.6 20 Patient condition 

ED is free  n/a  11.0 23 (6=) Cost 

 

5.2.3 Patient Awareness of Options 

Awareness of after-hours services to visit for medical care  

Participants were asked about alternatives to the service they had visited for after-hours medical 

care and anticipated choice or course of action if that service was unavailable.  

Four out of five participants were aware of alternative services to the one they had visited. 

Notably, most ED participants were aware of A&Ms that provide after-hours medical care with 
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the highest proportion being aware of subsidised A&Ms. Although this was a significantly higher 

proportion than A&M participants (69%, 50%), this comparison is not valid as the criteria for each 

was not the same (requiring knowledge of at least two A&Ms for the A&M sample but only one 

for the ED sample). A&M participants were equally likely to identify another A&M or an ED as an 

alternative after-hours service with approximately half nominating these 2 options; whereas 

significantly fewer ED participants cited another ED (13%). Very few A&M or ED participants 

named a family doctor or other type of service. See Table 6 in Appendix 1. 

Group differences in the sub-sample of participants who were not aware of other A&M or ED 

services that could be visited were explored and significant differences were found. AHI eligible 

A&M participants were more likely to be not aware of other A&Ms and less likely to be aware of 

EDs (see Figure 5.4 below).  

 

FIGURE 5.4: PROPORTIONS OF A&M AND ED PARTICIPANTS WHO WERE NOT AWARE OF (OTHER) A&MS OR EDS AND WERE 

ELIGIBLE FOR THE AHI SUBSIDY 

A&M participants who were not aware of A&Ms also were more likely to have attended clinics or 

lived in South and West Auckland (compared to all other areas), to be Pasifika (compared with all 

other ethnic groups), and living in Quintile 5. In the ED sample, those not aware of A&Ms were 

similarly likely to be Quintile 5 and living in South Auckland (compared to North and West 

Auckland). See full Table 7 in Appendix 1. 

Anticipated service use if chosen after-hours service was unavailable 

There were important differences in participants’ preferences should their chosen service not 

have been available (see Table 8 in Appendix 1). Mirroring A&M sample findings regarding 

awareness of other alternative services that could be visited, similar proportions of A&M users 

would go to another A&M or an ED (39%, 41%). Also, nearly a quarter (24%) would have waited 

until their family doctor was available. In contrast, fewer ED participants would have waited for 

0

10

20

30

40

50

60

70

80

90

100

NOT Aware of A&Ms NOT Aware of EDs

%
 o

f 
P

ar
ti

ci
p

an
ts

 N
O

T
 a

w
ar

e
 A&M AHI Eligible

ED AHI Eligible



 

 

 

37 

their family doctor (13%) and significantly more said they would visit another ED than an A&M 

(44%, 29%) if their ED was not available. Also, significantly more of this group said they had been 

referred by another health service than those that had not been referred (52%, 37%). 

5.2.4 Awareness of AHI 

Awareness of after-hours fee reductions, telephone triage, HML telephone triage and 

communications were explored.  

Awareness of A&M fee reductions 

Overall, awareness of the AHI subsidy was low with only 1 in 3 participants in both samples being 

aware of it. Only half of those who were actually eligible (A&M 68%, ED 75%) were aware (34% 

A&M, 30% ED). As shown in the figure below, more knew about the under-6s and cardholder 

categories. Very few knew that Quintile 5 residents - phrased in the survey as ‘those living in 

poorer neighbourhoods’ - were eligible. There were no significant between group differences for 

awareness of the subsidy for either sample (see Table 11 in Appendix 1). 

 
FIGURE 5.5: PROPORTIONS OF A&M AND ED PARTICIPANTS WHO WERE AWARE OF THE AHI SUBSIDY ITSELF, WHO NAMED 

ELIGIBILITY CATEGORIES, THOSE AND WHO WERE NOT AWARE OF THE SUBSIDY 

Awareness of telephone services to call for after-hours medical advice  

Most A&M and ED participants (56%, 65%) were aware of at least one telephone service for after-

hours advice with over a quarter naming Healthline. Only 1 in 10 of were aware of a family doctor 

after-hours triage service (see Table 9 in Appendix 1). Significant group differences in awareness 

were found. In both samples, parents/caregivers of under-6s were more likely to be aware of a 

telephone service in the A&M and ED samples said they were aware of an after-hours telephone 

service. Not surprisingly, a third of this group was aware of Plunketline and/or Poisonline 

services.  

Also in the A&M sample, fewer of those living in Quintile 5 or being of Pasifika or Asian ethnicity 

were aware of a telephone service. Māori were most likely to be aware. Figure 5.6 below shows 
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the ethnic proportions of groups who were aware of after-hours telephone services. Table 10, 

Appendix 1 tables these group differences. 

 

 
FIGURE 5.6: ETHNICITY OF A&M AND ED PARTICIPANTS WHO WERE AWARE OF AT LEAST ONE AFTER-HOURS TELEPHONE SERVICE 

Awareness of HML telephone triage 

Survey data indicated that there was very low awareness of HML. Some distinction between HML 

and other services could be derived from participants who used this prior to visiting an A&M or 

ED. It was not possible to distinguish between HML and other family practice after-hours 

telephone services for A&M users. Of the 28 participants who called this service 7 said they were 

transferred (probably HML), 9 were given a number to call and 12 were not sure.  

Communications and AHI 

Overall only one in six or fewer of all A&M and ED participants (16%, 12%) recalled any media 

advertising about the initiative. Similarly, only a small number of those who were aware of the 

subsidy said they had heard about it from media sources In both samples, the most frequently 

cited sources was a family doctor with the A&M clinic next. 
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FIGURE 5.7: PROPORTIONS OF A&M AND ED PARTICIPANTS WHO DID RECALL SOME AHI ADVERTISING OR INFORMATION, SOURCES 

OF THAT AND THOSE WHO DID NOT RECALL ANY ADVERTISING OR INFORMATION 

5.2.5 Experiences and satisfaction with after-hours services 

Participant experiences of wait time and costs of the medical consultation and satisfaction with 

after-hours services were explored in respondents who returned Part 2 of the survey. 

Waiting times 

As shown below a reverse pattern was found in wait times to see a doctor or nurse in A&Ms and 

ED patients. Fewer A&M patients were seen promptly by a nurse than in ED but more were seen 

promptly by a doctor. Overall, one in three ED patients waited two hours or more for a doctor. 

Wait times were long also for some A&M patients with 11% waiting two hours or more. 

TABLE 5.3: CLINIC WAIT TIMES REPORTED BY A&M AND ED PARTICIPANTS WHO COMPLETED PART 2 OF THE SURVEY 

Clinic wait times for after-hours services for A&M (N=180) and ED (N=110) participants who 
completed Part 2 of the survey  

 A&M survey 
 % N 

 ED survey 
 % N 

Wait times to see a clinic nurse a     
15 minutes or less 68.5 123 81.1 86 
30 minutes or less 15.3 27 15.1 16 
More than 30 minutes 15.3 27 3.7 3 

Wait times to see a doctor a     
15 minutes or less 34.1 59 20.0 21 
30 minutes or less 30.1 52 22.9 24 
1 hour 24.9 43 22.8 24 
2 hours or more 11.0 19 34.4 36 

a Statistically significant difference between A&M and ED samples, p<0.05 
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Cost of A&M consultation 

As shown in the Table below, three out of four parents/caregivers of under-6s paid no fee and 

the remainder paid less than $20. Across the other AHI eligibility categories half paid no charge or 

less than $20, most people paid no fees. Although a minority of those who were not eligible paid 

no charge or less than $20, the majority of the ineligible group paid more than $60. As will be 

shown in the next section, subsidy eligibility category was associated with satisfaction with cost.  

TABLE 5.4: COST OF A&M CONSULTATION REPORTED BY A&M PARTICIPANTS WHO RETURNED PART 2 OF THE SURVEY 

A&M consultation for all participants who completed Part 2 of the A&M survey (N=180) and 
by eligibility categories for reduced fees 

 
All sample 

N=180 
Not eligible 

N=49 
Are eligible 

N=124 

Are 
under-6 

N=68 

Are 65 or 
older 
N=6 

Are 
Quintile 5 

N=50 

Are card- 
holders 

N=62 

Free, no charge 
to patient 36.7 

 
8.2 49.2 75.0 0.0 52.0 53.2 

Less than $20 19.8 8.2 23.4 22.1 20.0 24.0 17.7 
$20-40 14.7 6.1 18.5 2.9 40.0 16.0 22.6 
$41-60 7.9 16.3 4.8 0.0 40.0 4.0 1.6 
More than $60 36.7 62.1 4.0 0.0 0.0 4.0 4.8 

Satisfaction with after-hours services 

Participants rated satisfaction with aspects of after-hours services they used on a scale of 1 to 5 

(very unhappy, unhappy, neutral, happy or very happy). Data were collapsed into the three 

categories below to enable meaningful analysis.  

Significantly fewer A&M than ED participants were satisfied with nurse wait times (64%, 85%). This 

is reflected in the longer A &M nurse wait times reported above. Satisfaction with wait times to 

see a doctor was similar although wait times were longer for ED patients. Overall, more A&M 

participants were neutral about wait times than ED. Satisfaction with wait times may reflect the 

expectancies people have for these very different service types. Satisfaction with explanations 

given about the presenting problem was high as was treatment and advice given with four out of 

five being satisfied.  

In A&M users 22% were unhappy with the consultation cost and significantly more were ineligible 

for the subsidy. In contrast, more of the 60% who were happy with the cost were eligible for the 

AHI subsidy. The figure below shows the proportion of A&M and ED users who were satisfied 

with wait times, explanation given and treatment or advice, cost (A&M only) and overall 

satisfaction. Table 12 reporting satisfaction is in Appendix 1. 
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FIGURE 5.8: PROPORTIONS OF A&M AND ED USERS WHO WERE SATISFIED WITH THEIR A&M OR ED CLINIC VISIT AFTER-HOURS 

Satisfaction with telephone triage 

Nearly all A&M participants who said they used a telephone service reported satisfaction data 

(N=16/17, 94%) but only half (23/41, 56%) of ED users service reported satisfaction data. HML data 

cannot be determined but uniformly there was a high level of satisfaction with getting through 

on the telephone and the service itself. Table 13 in Appendix 1 provides a more complete 

breakdown. 

 

FIGURE 5.8: PROPORTIONS OF A&M AND ED USERS WHO WERE SATISFIED WITH THEIR USE OF TELEPHONE SERCIES  
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6. After-Hours Service Utilisation Analysis 

6.1 Introduction and background to the analyses 

As outlined above, the evaluation of the ARAHN network must consider both the value of the 

network and the specific interventions selected by the network to improve services within the 

area served by the three Auckland Metro DHBs.  Alongside the patient survey, the utilisation 

analysis focuses on these interventions. This section therefore concentrates on the funding of 

the HomeCare Medical Limited (HML) telephone triage service and the subsidisation of selected 

services provided by Auckland A&M centres. The specific provision of overnight services was the 

subject of a separate evaluation and fell outside the remit of this evaluation. 

 

6.2 Analysis of A&M and ED Utilisation Data 

Our analysis of A&M and ED utilisation data is based upon information collected by the network 

(via Synergia) from providers and enrolment data provided by Auckland-area PHOs from Quarter 

4 for each year from 2009 to 2012. In both data sources, individual patients can be identified using 

unencrypted National Health Index (NHI) numbers. In order to avoid potential difficulties with 

the release of confidential data, NHI numbers in both datasets were encrypted with a bespoke 

key prior to release to the evaluation team and a census meshblock was provided in lieu of full 

address information. The use of the bespoke key means, however, that we are unable to link 

utilisation at A&Ms and EDs with any subsequent information held on hospitalisation, for instance 

via the National Minimum Dataset or any information held by the DHBs. This necessarily limits the 

scope of our analysis. 

Three main timeframes are considered for our analysis of medical, after-hours A&M and ED 

utilisation, where each timeframe allows a particular analytical perspective. We firstly consider an 

historical perspective by considering data from 5 September 2009-31 December 2012. These 

analyses use moving averages (ARIMAs) on a rate-per-hour basis to model historical data in the 

two years prior to the ARAHN initiatives. This type of modelling allows us to estimate growth 

taking into account both seasonal variations in utilisation and historic growth rates (including 

population growth). 

The ARIMA analysis allows us to predict monthly rate-per-hour figures for the post-initiative 

period and identify by how far they deviate from these predictions. This type of analysis is similar 

to that presented previously in the network’s own ‘One Year On’ report and indeed uses the 

same basic ARIMAs. In addition, however, we identify an ‘average’ deviation and incorporate this 

into our estimates of rates-per-hour. By comparing this ‘trend’ deviation against particular 

subgroups of the population, we are also able to consider whether the intervention may have 

had a greater or lesser effect on providers in particular locations and amongst specified eligibility 

groups. 
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The second perspective allows a before and after comparison of the first full calendar years prior 

to and following the intervention, and so considers data from 2010 and 2012. This analysis focuses 

upon patient-level data and is therefore limited to those patients for whom we could obtain a 

PHO-match. This match is potentially powerful, however, since it provides information on patient 

(as opposed to provider) location. It therefore allows us to consider issues of patient travel 

between locations and the level of co-payments paid by both eligible and ineligible patients 

within different parts of Auckland. 

The third perspective concentrates upon the cost-effectiveness of the intervention, in terms of 

the likely cost and benefits of the specific interventions introduced on 5 September 2011. The 

focus here falls on the 2012/13 financial year, and specifically on the 1 July-31 December 2012 

period in which we have data. We are unable to provide equivalent figures, however, for the 

likely costs and benefits of the existing interventions (e.g. the subsidisation of some patients by 

CMDHB) that were also absorbed by the network at its initiation. 

6.2.1 ARIMA Analyses of A&M and ED utilisation 

The ARIMA analysis allows us to consider the impact of expanded subsidisation on the number of 

eligible patients seen per hour, as both an overall trend and for particular areas. The overall trend 

is identified by considering findings across providers in different parts of Auckland – providers 

were split as Central Auckland, South & East, North and West. (For the ED analysis, we needed to 

exclude West Auckland, as the effect of increased opening hours in Waitakere made the ARIMA 

unreliable.) We considered a variety of different scenarios for growth changes, including whether 

the intervention: 

 Had an immediate, one-off effect from 5 September 2011 onwards. 

 Whether the effect was cumulative in each month from 5 September 2011 onwards, 
without an obvious end date. 

 Whether the effect was cumulative in each month from 5 September 2011 onwards, but 
reached a plateau after 1 year. 

All three possibilities were considered using regression analyses. The statistical evidence to date 

suggests that the intervention did not have its full effect on Day 1, but continued to build over 

time. There is relatively little evidence to choose between the second and third alternatives, in 

part because their stories only differ post September 2012. However, the fit of the relationship 

within these last few months is better for the ‘plateau’ growth account, and so this is used in 

both A&M and ED analyses. 

If the intervention performs as intended, we would intend to see both an increase in A&M 

utilisation and a decrease in ED utilisation against historical trends. At an aggregate level both of 

these findings are borne out. 

The trend predictions and actual utilisation rates of A&M and ED services are provided in the 

Appendix 2, as Figures A1 and A4. These diagrams also contain estimates of our uncertainty in 

each predicted rate, in the form of a 95% confidence interval based on uncertainty in both the 
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ARIMA and the estimated trend. In both comparisons, all but one observation ‘fits’ this account 

well – for the A&M case, the August 2012 observation is higher than expected, whilst for the ED 

case, it is the October 2011 rate. 

 

Our best estimate predicts that the 

intervention increased A&M utilisation 

rates across Auckland cumulatively up to 

an 8.8% plateau (95%CI: 6.4%-11.2%).  

Predicted utilisation on a month by 

month basis appears as Figure A1 in 

Appendix 2. 

 

FIGURE 6.1 ALL ELIGIBLE MEDICAL A&M ATTENDANCES  

 

Our best estimate predicts that the 

intervention decreased ED utilisation 

rates across Auckland cumulatively up to 

a 6.0% plateau (95%CI: 3.2%-8.8%).  

Despite this, the absolute rate of ED 

attendances was still expected to 

increase (Figure A4). 

 

FIGURE 6.2 ALL ELIGIBLE MEDICAL ED ATTENDANCES (EXCL. WAITAKERE

 

The points after September 2011 are not 

clustered around the trend line, and 

appear equally above and below 0% 

difference vs. trends. 

There is little evidence of intervention 

effect on A&M utilisation in Central 

Auckland. 

 

FIGURE 6.3 ELIGIBLE MEDICAL A&M ATTENDANCES, CENTRAL AUCKLAND PROVIDERS
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After-Hours Utilisation Patterns across Auckland sub-regions 

However, these overall impacts do not appear to be consistent, either across locations or across 

eligible groups. Across provider locations, the A&M findings appear to be as expected in South-

East Auckland, higher than expected in West Auckland, and lower than expected in Central 

Auckland (Figure 6.3). For further information, see Figures A13-A16 for all diagrams including the 

confidence intervals. Whilst we would expect some variation in findings across locations, the size 

of these differences is high and it is unclear that there is any consistent effect at all. 

A very similar pattern holds for ED utilisation (Figures A17 to A19), with the South and East 

approximately as expected but there being very little evidence of a change for Central Auckland 

and North Shore providers (Figure 6.4 for Central Auckland). Here, the lower than expected ED 

utilisation rates for North Shore Hospital is are even more pronounced (Figure 6.5). This last 

finding must be taken with some caution, since the historic growth rates in North Auckland on 

which the ARIMAs were based were very high. 

 

The points after September 2011 are not 

clustered around the trend line; most 

points suggest a higher-utilisation than 

suggested by historic figures. 

As with the A&M figures, there is little 

evidence of an intervention effect on ED 

utilisation centrally. 

FIGURE 6.4: ELIGIBLE MEDICAL ED ATTENDANCES, CENTRAL AUCKLAND

 

ED utilisation on the North Shore 

appears to be falling faster than average. 

 

FIGURE 6.5: ELIGIBLE MEDICAL ED ATTENDANCES, NORTH AUCKLAND 
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Across the regions, we expected to see both an increase in A&M utilisation and a decrease in ED 

utilisation against historical trends. This holds for South & East Auckland and, to a lesser degree, 

North Auckland. In the latter case, we have a small increase in A&M and a big decrease in ED 

utilisation. In Central Auckland, we see very little evidence of an effect at all. 

After-Hours Utilisation Trends for Eligibility Groups – Contradictory Trends 

Where we consider eligibility rather than regional groups, the story of an increase in A&M 

utilisation and a decrease in ED utilisation becomes even more problematic. As there is significant 

overlap between the different eligibility criteria, we look at utilisation amongst those aged under 

6 (who are all eligible) and those who are eligible for any other reason. 

Figures 6.6 and 6.7 provide percentage differences versus our expected trends for eligible 

patients under 6 years of age. Here, we have some evidence of an increase in both A&M and ED 

utilisation. 

 

Most of the points lie above the trend 

line, suggesting a higher utilisation of 

A&Ms amongst under 6s than expected 

based on the overall effects. 

 

FIGURE 6.6: ELIGIBLE MEDICAL A&M ATTENDANCES, UNDER 6S

 

Most figures also appear to be above 

zero, suggesting utilisation may have 

increased relative to historic trends. 

FIGURE 6.7 ELIGIBLE MEDICAL ED ATTENDANCES, UNDER 6S 
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Similar contradictory findings are observed for the eligibility groups aged 6 and above (Figure 6.8 

and 6.9). As there appears to be an increase in ED utilisation amongst the under 6s, we must 

expect a large decrease in ED utilisation amongst those aged over 6 (Figure 6.9). More 

worryingly, Figure 6.8 suggests little effect for A&M utilisation. 

Overall then, the expected story of substitution between A&M and ED utilisation does not appear 

to be borne out by the data. Here, the majority of the increase in A&M usage is observed for 

under 6s, and the decrease in ED usage is only observed in those eligible patients aged 6 and 

over. For the other eligibility categories (over 65, cardholders and Quintile 5), we observe little or 

no differences in A&M utilisation (A7 to A9). The drop in ED utilisation observed above appears to 

be driven by those aged 65 and above (Figure A10), with relatively little effect observed for 

cardholders and those in Quintile 5 (Figures A11, A12). 

 

Most of the points lie above below the 

trend line, suggesting little change in 

A&Ms utilisation amongst over 6s. 

Many of the observations are below 

zero, questioning whether any effect 

exists. 

FIGURE 6.8 ELIGIBLE MEDICAL A&M ATTENDANCES, 6 AND ABOVE

 

 

Most of the points lie below the trend 

line, suggesting a larger drop utilisation 

of EDs amongst those aged 6 and over.  

FIGURE 6.9 ELIGIBLE MEDICAL ED ATTENDANCES, 6 AND ABOVE 

The comparisons against historic trends provide an indication of whether or not the intervention 

may have worked as intended. However it is also worth analysing how the absolute utilisation of 

services changes over time. In part, these questions can be addressed by considering the rate 
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diagrams corresponding to Figures 6.1-6.9 above in Appendix 2 (i.e. the bottom right hand 

portions of Figures A1 to A19). 

6.2.2 Analysis of After-Hours Utilisation based on Patient Residence 

An alternative method to assess the effectiveness of an intervention is to compare outcomes 

before and after its initiation. When undertaking this type of analysis, we have focussed attention 

at a patient level, since this allows us to consider where patients live. Although we acknowledge 

this is not a perfect measure of travel distance – especially as some patients may travel from 

work to a treatment location, rather than travel from their residential location – we nonetheless 

believe this represents an important piece of information as it allows us to consider patient flows 

from area to area. 

As matching to patient meshblock requires information held at a PHO level, we have not been 

able to use data from all patients. Some PHOs were unable to provide information, and others 

were able to provide information for only some years. To match at a patient level, we used an 

encrypted NHI number to identify patients and their meshblock in Q4 (October-December) to 

identify locations. Patient residence (e.g. in Q4 2009) was assumed to apply in the previous 

quarter (e.g. Q3 2009), and for the following two quarters (e.g. Q1-Q2 2010). Where data on a 

patient is missing, we used subsequent years’ data (where available), prior years’ data (where 

future data is not available), and were unable to match where neither form of data was available. 

This approach was particularly the case for Waitemata PHO, where pre-merger data was held in 

legacy systems. 

Treatments were classified according to both treatment site (e.g. Whitecross Ascot) and time. 

The analysis here considers all after-hours periods (i.e. from 6pm to 8am weekdays, all weekends, 

and all public holidays), and concentrates on medical attendances. As the distinction between 

eligible patients aged under 6, and eligible patients aged over 6 were found to be important in 

the ARIMA analysis, the focus here is on medical attendances for these groups. For 

completeness, we also consider medical attendances at A&Ms and EDs for ineligible over 6 year 

old patients. (ACC attendances were also recorded but are not reported in this section). 

In order to identify patient residence, we matched each meshblock within the area of the three 

Auckland Metro DHBs to one of five broad areas based on DHB boundaries and the road 

network. The areas used here were the same as those used when geocoding responses from the 

patient survey. 

We did not match patient residences that appear on islands or those that fall outside of the three 

Auckland Metro DHBs. This has meant that we will have missed some eligible under 6 year old 

patients, in particular, as the eligibility criteria require that they be registered with an Auckland 

GP practice (including A&Ms that also fulfil that function), rather than that they live within 

Auckland boundaries. Likewise, the use of PHO registers also means that we do not consider 

ineligible under 6s; that is, those who are not registered with an Auckland GP practice. We also 

ignore A&M attendances from patients who are enrolled at the A&M providers they choose to 

visit; these attendances were ineligible to receive the subsidy and are considered general practice 

rather than after-hours attendances. 
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Overall, a total of 78% of the available utilisation data between September 2009 and December 

2012 were matched to a meshblock (932,973 observations). A very small proportion of this data 

(0.2%) was omitted as the patients were resident outside the mainland Auckland region. Of the 

remaining number, 75% were medical attendances and these 695,285 observations form the basis 

of this analysis. 

Figure 6.10 shows the overall utilisation of A&Ms and EDs in the calendar years 2010 and 2012 

across our three main analytic groups. It is noticeable patients aged under 6 accounted for more 

A&M attendances than the other two groups, despite making up only 9% of the matched 2012 

PHO data. In contrast, the majority of ED attendances are attributable to the 40% of subsidy-

eligible patients aged over 6. Whilst the ineligible group made up 50% of patients in the 2012 PHO 

register, only 30% of after-hours visits were attributable to this group. 

 

FIGURE 6.10: TOTAL UTILISATION OF A&MS AND EDS IN 2010 AND 2012 

Whilst we would expect population growth to increase figures for both A&Ms and EDs, we might 

expect the proportion of patients using participating A&Ms (as opposed to EDs) to fall. This 

figure appears to be similar for under 6s (65% in 2010 and 66% in 2012), but it fell for both of the 

groups aged 6 and over (eligibles 35% to 31%; ineligibles 55% to 49%). The pattern of participating 

A&M and ED utilisation also appears to differs according to patient residence (chi-squared, P = 

0.000), with this result also holding for each of the eligibility groups above.  

For patients aged under 6, we once again find little aggregate support for substitution between 

A&M and ED attendance rates, since the number of A&M and ED attendances increased between 

2010 and 2012 in all locations. More differences were found in the ratio of participating A&M 

utilisation and ED utilisation. Whilst the rate of A&M utilisation (against ED utilisation) remained 

relatively static between 2010 and 2012, Figure 6.11 shows that this result is sensitive to patient 

residence. Patients resident in North and West Auckland became slightly less likely to use 

participating A&Ms in preference to EDs, whilst this likelihood increased slightly in Central and 

South Auckland. The largest increase was observed in East Auckland, where the rate increased 

from 73% to 77%. 
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FIGURE 6.11 UTIlISATION OF A&MS AND EDS IN 2010 AND 2012, UNDER 6S 

If we consider the remaining patients, variations are still observed but there are greater 

regularities in the results obtained. For eligible patients above 6 years of age, all ED attendances 

increased between 2010 and 2012, as against some smaller decreases (N, W, S) or small increases 

(C, E) in A&M utilisation (see Figure B1 in Appendix 2). In regards to these other eligibility criteria 

(Figure B3), we found very similar proportions of A&M attendance (vs. ED attendance) in 2010 

and 2012 for quintile 5 (49% in each year) and cardholders (41% in 2010 and 42% in 2012). For those 

aged over 65 there was a 9% increase in A&M utilisation compared to an increase of 43% increase 

in ED utilisation; the proportion of A&M attendance (vs. ED attendance) fell from 35% in 2010 to 

29% in 2012. 

Finally, for ineligible patients, ED attendances increased and A&M attendances decreased in all 

locations (Figure B2). Aside from this ineligible patient group, we see little any evidence for an 

overall substitution effect between A&M and ED utilisation. As shown in Figure 6.12, both of 

these figures tend to move in the same direction – and in most cases, upwards. It is worth noting 

that none of the proportions of A&M attendance (vs. ED attendance) increased for any 

comparison involving patients aged over 6. 

There are some other features of the data reported in Figure 6.12 that are worth noting. The rates 

of A&M utilisation - as a percentage of A&M plus ED utilisation – range between 54% and 77% - 

across years and regions. In contrast, the rates for the other eligibility categories range between 

24% and 35% for all sub-regions except East Auckland (44-45%). This confirms the very different   
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FIGURE 6.12 UTILISATION OF A&MS AND EDS IN 2010 AND 2012, BY AGE/ELIGIBILITY AND AREA 

after-hours utilisation patterns of under 6s as compared to other categories. Rates of A&M 

utilisation for non-eligible patients range between 41% and 65%. The fact that rates for East 

Auckland are consistently ten percentage points higher than other sub-regions is very significant. 

A likely explanation is that this is the only sub-region in which there is no Emergency Department. 

Possible Explanations of Findings 

Part of the explanation for any changes in utilisation may come down to subsidy levels. Whilst the 

specific reduction in prices at each A&M centre was stipulated as part of the ARAHN network, 

any analysis of co-payments requires us to consider where patients attend as prices differ across 

the network. As the co-payments for eligible patients were set in part with reference to the 

prices charged by GPs, it is worth checking to see whether patients with more expensive local 

A&Ms (due to more expensive local GPs) are more likely to travel than those with less expensive 

local A&Ms. As the greatest proportional difference in prices charged occurs for patients aged 

under 6, we concentrate on this group. Table 6.1 provides a breakdown of where patients from 

the five areas received treatment. In order to preserve confidentiality for individual centres, we 

report this data in terms of flows between centres: for example between patients in North 

Auckland to providers in Central Auckland. As Bairds Road and Papakura sit very close to the SH1 

boundary between ‘South’ and ‘East’ Auckland, these locations have been combined within the 

table.  

In most of the Auckland residence areas it is clear that the majority of patients attend providers 

within their residence area. This appears to hold for patients in the West, South and East 

Auckland, and also appears to hold for both across patients in general and for those aged under 

6. The main exceptions here appear to be West and South Auckland, where only 72% and 69% of 

2010 2012 2010 2012 2010 2012

C A&M 6,313 7,937 A&M 5,431 5,625 A&M 9,107 8,721

ED 5,313 6,007 ED 12,434 14,618 ED 8,493 9,206

54% 57% 30% 28% 52% 49%

W A&M 6,965 7,598 AM 2,719 2,831 A&M 4,450 4,232

ED 3,552 4,148 ED 6,460 9,076 ED 4,597 6,175

66% 65% 30% 24% 49% 41%

N A&M 8,278 8,913 A&M 4,400 3,606 A&M 7,836 5,752

ED 3,518 4,096 ED 8,271 11,059 ED 5,982 6,891

70% 69% 35% 25% 57% 45%

S A&M 8,067 9,732 A&M 7,443 7,283 A&M 4,193 4,065

ED 5,361 5,737 ED 14,623 15,911 ED 4,753 5,283

60% 63% 34% 31% 47% 43%

E A&M 8,481 11,074 A&M 6,664 7,286 A&M 10,006 9,635

ED 3,065 3,229 ED 8,091 9,381 ED 5,329 6,039

73% 77% 45% 44% 65% 61%

UNDER 6s ELIGIBLE OVER 6s INELIGIBLE OVER 6s

Increase between 5% and 10% Increase over 10%

Decrease between 5% and 10% Decrease over 10%
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patients attend within-area. This suggests that at least some patients are willing to travel to 

receive treatment. 

As we do not have data from non-participating A&M providers, we are likely to over-estimate 

how many patients are willing to travel, since it is likely that patients may choose to attend one of 

the non-participating A&Ms where this is closer. To a significant degree, these findings are also 

an artefact of the classifications used for both patients and clinics. Were the “West” to include 

New Lynn and the “South” to include Otahuhu, only 5% of West Auckland patients (down from 

28%) and 4% of South Auckland patients (down from 31%) would travel. There appears little 

relatively little true appetite to travel in these centres, as many people appear to be travelling to 

their closest A&M. 

TABLE 6.1 UTILISATION OF PARTICIPATING A&M PROVIDERS BY PATIENT RESIDENCE IN 2012 

All Patients 

 C Providers W Providers N Providers S/E Providers 

C Patients 82% 4% 2% 12% 

W Patients 26% 72% 1% 2% 

N Patients 3% 14% 81% 2% 

S Patients 29% 1% 1% 69% 

E Patients 6% 0% 0% 93% 

 

Under 6s 

 C Providers W Providers N Providers S/E Providers 

C Patients 82% 4% 1% 12% 

W Patients 23% 75% 1% 2% 

N Patients 2% 13% 84% 2% 

S Patients 33% 1% 0% 66% 

E Patients 5% 0% 0% 94% 

Holding aside these issues, there is still some evidence that patients in some areas travel. For 

North Auckland, 19% of patients (16% of under 6s) travel to another location for treatment. 

Despite including both New Lynn and Otahuhu, 12% of Central Auckland patients (and under 6s) 

travel further to South or East Auckland for treatment despite none of these A&Ms being 

particularly close. One possible explanation here is co-payments, since the highest co-payments 

are generally levied by Central and North Auckland providers. With more movement from the 

relatively more expensive areas to other locations, this may suggests a potential relationship 

between co-payment levels and patient choice. Much of this analysis will be conducted on 

individual level data in later phases of this research but for now we consider the average co-

payment by the three age/eligibility combinations and the patient residence. 

For this analysis, the 2010 prices recorded here are those applying generally pre-intervention, and 

do not include any supplements used for weekends or public holidays. These types of 

supplements are currently applied in some non-participating A&M services. (Our understanding is 

that one requirement for subsidisation under the ARAHN network A&M was that any such 

supplements would be removed from participating A&Ms for eligible patients). As such the 

percentage reduction in price, which is based on the amount normally paid in 2010, may 

underestimate the savings to patients. 
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FIGURE 6.13 CHANGE IN AVERAGE A&M CO-PAYMENTS AND UTILISATION PROPORTION 

It is noticeable that the average price of A&M services used has fallen markedly between 2010 

and 2012 for eligible patients, with more modest falls in co-payments to those ineligible for the 

subsidy. In percentage terms, co-payments fell most for West and East Auckland residents aged 

under 6, since treatment now costs on average only 1% and 3% of the 2010 equivalents. In South 

and East Auckland there is a very small increase in A&M utilisation that may be linked to the high 

price decreases observed. However, there is no accompanying increase in the proportion of 

those using A&M services in West Auckland, probably in part because of the large expansion of 

ED services at Waitakere Hospital. This suggests, however, that demand for under 6 health care 

may be very insensitive to price. 

In absolute terms, average co-payments fell most for eligible patients aged over 6, where price 

reductions of over $30 per patient were observed in North and West Auckland; however, these 

areas also had the highest co-payments in 2010 so that the percentage drop in price was smallest 

here. Whilst the proportionate utilisation of A&M services fell for all eligible over 6 patients, there 

may be a weak indication of a relationship between price and utilisation since the size of the fall 

in A&M utilisation is progressively smaller as the price decrease offered gets larger. 

It is, however, worth noting that the effect of subsidised care impacted upon both eligible and 

ineligible patients amongst the participating A&Ms. Overall, average co-payments fell from 

around $17 those aged under 6 to around $4.50, from around $55 to $29 for eligible patients aged 

over 6, and from $74 to $70 for ineligible patients aged over 6. 

Looking ahead: cost-effectiveness within the 2012/13 financial year 

The final question considered here relates to the effect of the intervention to increase opening 

hours and expand subsidies to participating A&Ms. It is important to emphasise that in some 

places the intervention explored by ARAHN was an expansion of an existing subsidy scheme. For 

those in some areas – notably under 6s in South Auckland – existing subsidies meant that care 

prior to the intervention was already very cheap. As average co-payments for this group fell from 

$3.14 in 2010 to $0.37 in 2012, we would not expect any measurable response in terms of A&M  

  

2010 2012 %Change 2010 2012 2010 2012

C %A&M 54% 57% 3% %A&M 30% 28% -3% %A&M 52% 49% -3%

Price 18.49$     9.72$        -47% Price 59.10$      32.68$     -45% Price 81.89$     78.53$     -4%

W %A&M 66% 65% -2% %A&M 30% 24% -6% %A&M 49% 41% -9%

Price 30.23$     0.36$        -99% Price 67.44$      36.02$     -47% Price 74.95$     77.84$     4%

N %A&M 70% 69% -2% %A&M 35% 25% -10% %A&M 57% 45% -11%

Price 24.35$     12.84$     -47% Price 77.30$      46.53$     -40% Price 84.21$     79.85$     -5%

S %A&M 60% 63% 3% %A&M 34% 31% -2% %A&M 47% 43% -3%

Price 3.14$        0.37$        -88% Price 42.01$      20.66$     -51% Price 55.91$     47.35$     -15%

E %A&M 73% 77% 4% %A&M 45% 44% -1% %A&M 65% 61% -4%

Price 10.65$     0.30$        -97% Price 45.85$      22.51$     -51% Price 66.54$     63.49$     -5%

UNDER 6s ELIGIBLE OVER 6s INELIGIBLE OVER 6s
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demand. Had the pre-intervention price been closer to the prices prevailing elsewhere in WDHB – 

for instance the $30 in West Auckland or $24 in North Auckland in 2010, then we may have 

expected that any effect in South Auckland would be more pronounced. However, it is highly 

uncertain how much larger it may have been. 

The lack of information about the ‘baseline’ case is important, since it affects the way we can 

interpret the stated cost of the intervention and the degree to which we can consider the likely 

cost per subsidised patient. 

 We cannot treat the cost of the intervention to be the full $5.024m identified as the cost 

of after-hours care and co-payments earlier in this report. Instead, we need to consider 

the contributions by DHBs and PHOs towards the expanded subsidy. Based on personal 

communication with those involved in setting up the original contracts, it appears that 

only around $2.1 million of the $4.6 million provided by the Auckland Metro DHBs could be 

considered ‘new’. Even if the full value of the additional $437k contributed by the 

National Māori PHO Coalition and Alliance Health Plus Trust went into the new subsidies, 

this leaves a total cost of only $2.537 million. As we have data for only six months of 

benefits, we treat the additional cost in this time to be $1.269 million out of a total budget 

of$2.512m. 

 Ideally, an economic analysis should aim to present the incremental costs and benefits, 

since the costs and benefits that these correspond to represent the distinct options for 

consideration. As we cannot identify the benefits of the existing subsidy, we cannot 

consider the cost-effectiveness of the expanded subsidy as against the existing subsidy.  

In order to consider cost-effectiveness, we consider the actual number of medical patient 

attendances to A&M treatment centres amongst eligible groups. Whilst some ACC patients in 

selected A&Ms appear to receive a part-subsidy so that they are charged the same price as a 

medical patient, this is not the stated purpose of the intervention and so this is not treated as 

equivalent to a ‘subsidised case’. 

To calculate a cost per additional subsidised patient, we must estimate the extra number of visits 

due to the intervention. We have data on the actual number of visits per month, so need only an 

estimate of activity without the intervention. We obtain this by multiplying (a) the estimated 

attendance rate per hour without growth by (b) the estimated number of hours without the 

intervention. The former is obtained by subtracting the (up to) 8.8% plateaued growth figure 

from the estimated rates per hour. The latter quantity is obtained by using the utilisation rates 

(absolute and rates per hour) prior to the intervention, to identify the number of hours that 

participating A&Ms were open per month prior to the intervention. 

When we do this, we estimate that of the 44,567 eligible medical attendances since July 2012, 

only 40,413 would have been expected had the intervention not taken place. Thus, the 

intervention is expected to have increased utilisation by around 10% in total. This figure is larger 

than the 8.8% growth estimated earlier because of the difference in estimated opening hours. 

On a per-patient basis, the total subsidy of $2.512 million amounts to around $56 per patient. At 

around half the size of the total subsidy, the additional subsidy is computed to cost $28.46 per 
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patient. Since this subsidy is provided to all patients – both the 40,413 who are expected to have 

attended without the intervention and the 4,154 who thought to be new – the cost per patient is 

inevitably going to be much higher than this average cost. Our best estimate is that the cost of 

obtaining each additional patient through the intervention is around $305. 

 

FIGURE 6.14 COST-EFFECTIVENESS OF EXPANDING THE SUBSIDY 

We acknowledge that there are large uncertainties surrounding this figure: we have only 

personal communications on which to base our estimates of the cost of expanding the subsidy, 

and we cannot be sure that the PHO contributions are indeed ‘new’. Were these PHO 

contributions to be ignored, the cost per additional patient would fall to around $252. The 

methodology we have used to estimate the number of additional hours per month is also less 

robust than desired at present, since there is less difference in opening hours estimated per 

month than we had expected. However, these figures are the best available at this point of the 

research.  

Beyond recommending caution in the amount of weight to be given to the $305 per additional 

patient estimate, we also note that the expanded subsidy could be more or less cost-effective 

than those existing prior to September 2011. The one thing that we can state with confidence is 

that the existing subsidy arrangements in place prior to the intervention is likely to cost 

significantly more than $1.244m/ 40,413 = $30.78 per patient. This is because whilst the $1.244m is 

the incremental cost of this initial subsidy, fewer than 40,413 patient visits attend because of the 

subsidy. If, for instance, 3000 patients were attracted by that earlier subsidy, then the cost-

effectiveness would be around $1.244m/3000 = $414 per patient. Against this type of baseline, the 

current scheme would look much more cost-effective. However, to make this type of judgement 

requires more data/time than that to which we currently have access. This may be a question that 

can be considered in a subsequent phase of this research. 

It must also be noted that the majority of the subsidy payment appears to have been transferred 

back to patients via the subsidy, rather than acting as an income source for clinics. In the last six 

months of 2012, co-payments for an under 6 year old were around $12.72 cheaper than they 

??????
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would have been in the same A&M in 2010. For eligible and ineligible patients 6 years and older, 

the 2012 costs are around $24.45 and $2.32 cheaper. Across the 37,573 attendances matched since 

July 2012, this amounts to a total of $678,197. As we successfully matched 77.3% of attendances in 

this period, our total estimate is $0.878 million over 6 months. Given this figure, it appears that 

clinics have passed on about 69% of the value of the extra funding intended to increase opening 

hours and reduce co-payments. As a result, clinics have retained a maximum of $8.77 per patient. 

This last figure applies before any cost savings due to economies of scope and scale, or additional 

costs incurred due to diseconomies of the same. 

6.2.3 Are A&M services considered by patients when they make decisions? 

An implicit assumption when looking at cost-effectiveness is that it is possible to motivate a 

proportion of people by changing the options made available to them. For example, reducing the 

price to a service to a group of people is assumed to make that service more attractive to them. 

However, this relies on the targeted group actually considering the service when making their 

decisions – where this is not the case, no price reduction in isolation is likely to make a 

substantive difference to the choices that they make. 

Although we cannot tell how many patients actively consider A&M services (and the patient 

survey data is helpful in that regard), we can look at what different groups of patients actually 

chose. If we then find that some groups of people are more likely to consider using A&M 

services, then this may suggest scope to consider issues of general systems dynamics. 

For this analysis, we considered data from the 25,710 patients who had five or more attendances 

between 5 September 2009 and 31 December 2012. While five attendances is a relatively arbitrary 

cut-off, we believed that this was a large enough number that we might often expect a mix of 

A&M and ED attendances amongst those who consider both services when making their 

decisions. 

We derived the total number of A&M attendances and the number of ED attendances for each 

patient and used this to identify three different ‘type’ of patients: 

 Those who only attended A&Ms. 

 Those who attended both A&Ms and ED services. 

 Those who only attended EDs. 

We found that 23% of qualifying patients only attended A&M services and 20% only used ED 

services; 57% used a mixture of both services. We then considered whether there was any 

relationship between the ‘type’ of patients, eligibility (from any category, and by each individual 

category), and ethnicity (as Māori/Pacific/Other), using both chi-squared tests to look at each 

category in isolation and a multinomial logistic regression to consider the categories together. 

We found that there were highly significant relationships between the type of patient and each 

of the categories/ethnicity (P = 0.000) in isolation. 
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When combined together in the regression, almost all of these factors were statistically 

significant in comparison to the ineligible population. We found that being aged over 65, living in 

an area of high deprivation, holding a CSC/HUHC, and having Māori ethnicity all significantly 

decreased your chance of only using A&Ms and significantly increased your chance of only using 

EDs. The story for those having Pacific ethnicity was similar but weaker, as these patients had a 

significantly lower chance of only using A&Ms but no real evidence that they are more likely to 

just use EDs (P = 0.201). For eligible groups as a whole, there is some evidence (albeit indirect) 

that they may be less likely to consider A&Ms compared to the general population. 

In contrast, care for those aged under 6 followed quite a different pattern to the other eligibility 

groups. Compared to the ineligible population, under 6s were just as likely to just use A&Ms (P = 

0.431) and significantly less likely to just use EDs. Here, A&Ms appear to be more attractive than 

for most ineligible patients – in part, this may be due to the subsidisation but it does suggest that 

most parents of under 6s probably consider A&M care as an alternative when making decisions. 

Overall, this again suggests that there may be some real differences between utilisation in under 

6s and utilisation more generally. Whilst is a limit to what utilisation data can tell us about how 

patients make decisions, it may suggest that there is potentially some scope to increase 

utilisation by targeting eligible groups to consider A&Ms, as opposed to providing an incentive to 

use A&Ms amongst the group who already consider them.  

 

6.3 Analysis of HML Telephone Triage Utilisation Data 

The HML  telephone triage service is a pre-existing service provided by a company owned by 

ProCare. Prior to the after-hours initiative, ProCare member general practitioners funded the 

service through subscriptions. The after-hours initiative enabled GP members of other PHOs to 

sign up to HML, with the costs of the service now borne by PHOs. As noted in Section 2 above, 

only three of the six Auckland region PHOs agreed to contribute funding HML as part of the 

after-hours initiative. These PHOs (Auckland, EastHealth and ProCare) contributed $1.08 for each 

registered PHO patient. 

Our evaluation of this service is limited by an important change in the HML service in late 2011. 

Whereas the historic service had fielded all calls to the HML line in person, the revised service 

used an automated message that provided information on practice opening hours. Data on, for 

example, on HML referral advice rates is therefore not comparable pre- and post-intervention 

and so our analysis is largely descriptive in nature. Therefore, we are very limited in what we can 

say about HML utilisation trends over time. 

6.3.1 Increases in HML coverage due to AHI 

Prior to September 2011, 127 ProCare practices, covering a patient population of 598 000, were 

signed up to HML. Table 6.2 shows the growth in practice and patient numbers as a consequence 

of the initiative. In the first month of the initiative, an additional 119 000 patients (29 practices) 

from the three PHOs were covered. In the last three months of 2011, an additional 95 000 
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patients (34 practices) were covered, taking the total covered to just over 812 000 patients. The 

rate of new practices signing up slowed in 2012, with 33 000 patients (12 practices) joining HML. 

As of December 2012, 85% of the patients covered by HML are enrolled in ProCare practices, 9.5% 

with East Health practices, and 5.5% from Auckland PHO practices. These proportions closely 

match the relative contributions of the three PHOs (ProCare 85.1%; East Health 9.1%, Auckland 

PHO 5.7%) to the telephone triage part of the initiative.4  

TABLE 6.2: GROWTH IN HML ENROLMENT 

 
ProCare Auckland PHO East Health TOTAL 

Signed up to HML Practices Patients Practices Patients Practices Patients Practices Patients 

pre-Sept 2011 127 598155 - - - - 127 598155 

September 2011 22 85415 

  

7 33903 29 119325 

Oct-Dec 2011 9 22486 16 42397 9 29886 34 94794 

Jan-March 2012 3 5744 

  

5 16249 8 21998 

After March 2012 2 6519 2 5064 

  

4 11583 

Total 163 718317 18 47461 21 80038 202 845855 

The figures from Table 6.2 show that compared to August 2011, 41% more patients had access to 

HML telephone triage when they ring their GP after-hours by the end of 2012. This amounts to 

approximately 60% (up from 43%) of all patients in the Auckland metropolitan area. On the basis 

of the estimated enrolled patients for each PHO, 90% of ProCare patients, 94% of East Health 

patients, and 88% of Auckland PHO patients now have access to HML. Taken with the figures in 

Table 6.2 we do not expect that the number of enrolled patients with access to HML will increase 

in the near future. 

6.3.2 HML Utilisation rates 

Over the 2012 calendar year, 353 708calls were made to HML. 5 However only 16% of these calls 

were clinically triaged, as 78% of calls were made by patients seeking information about practice 

opening hours, and the remaining 6% categorised as administrative calls. The total number of 

clinically triaged calls for 2012 was 56,174. This suggests that the telephone triage was used by at 

most 6.64% (i.e. 1 in 15) of the total number of enrolled patients (845 855) in practices signed up 

to HML. In Figure 6.15 below, we see that the number of clinically triaged calls as percentage of 

enrolled patients (the purple line) is fairly constant at around 0.5% each calendar month, with 

higher monthly levels coinciding with Christmas, New Year and Easter. 

                                                             

4 Please note that these figures provided by HML may be a slight underestimate of enrolled patients as 
data on enrolment numbers was missing for some practices. 

5 This may also be a slight underestimate due to minor inconsistencies in the data 
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FIGURE 6.15 CALL TYPES PER MONTH, AS A PERCENTAGE OF ENROLLED PATIENTS 

As the 2012 data is based on a new system introduced in October 2011, it is not possible to 

compare this level of utilisation to previous levels. However, we can compare the utilisation 

levels of practices that signed up to HML after the initiative, to the levels of those who already 

used HML. In Figure 6.16 below, it is clear that there is no discernible difference between the 

rates of triaged calls between practices that subscribed to HML before September 2011, and 

those that joined after the initiative. On this basis we can estimate that the number of clinically 

triaged calls would have increased from August 2011 to December 2012 to the same extent as the 

number of enrolled patients has increased – i.e. approximately 40%.  

 

FIGURE 6.16 TRIAGED CALLS PER MONTH, AS A PERCENTAGE OF ENROLLED PATIENTS BY PRACTICE JOIN DATE 
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6.3.3 HML Telephone Triage advice 

Figures provided by HML for the period December 2011 to November 2012 show that 

approximately 12% of patients that speak to an HML triage nurse are advised to acute care 

services (A&Ms, EDs, GP acute clinics).  

 
FIGURE 6.17: TRIAGED CALLS FOR DECEMBER 2011 TO NOVEMBER 2012 

This amounts to approximately 6700 patients over a 12 month period. If the 7.6% of patients who 

were advised to attend Accident and Medical clinics followed this advice, this would amount to 

about 4300 per year (about 350 per month). If we assume that about two thirds of these patients 

would go to A&Ms participating in the after-hours initiative, this equates to about 240 patients 

per month (2.2% of total A&M utilisation). 

Similarly, if the 1.8% of patients that spoke to an HML triage nurse and were advised to call an 

ambulance and/or attend an ED, this would amount to just over 1000 patients per year (85 per 

month, or 0.6 % of total ED utilisation). 

Unfortunately, we are not able to consider what happened to patients after contact with the 

HML service as we had no way of linking HML episodes with either in-hours or after-hours 

utilisation. In particular, we cannot assess whether patients who received advice to visit an after-

hours A&M or ED service followed that advice. Likewise, we are not able to assess whether those 

receiving advice to see their GP at a later date may have then visited A&Ms or EDs, or 

subsequently required hospitalisation. 

Of course, one of the claimed benefits of telephone triage is that it is an alternative source of 

advice for patients who may otherwise attend EDs (or other after-hours services). We have no 

way of knowing the extent of this, and note again that previous research on telephone triage in 

New Zealand found no such effect, although this research did find that there was a decrease in 

phone calls to EDs. 

69% 
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1% 

1% 
8% 1% 1% 
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6.3.4 Cost of Telephone triage 

If we take the figure of $1,014,000 per year that ARAHN members (the three PHOs) contribute to 

HML, and divide it by the total number of calls (including all the calls that were not clinically 

triaged), the cost per call is $2.87. If we divide the total funding by the number of clinically triaged 

calls, we arrive at a cost of $18.05 per clinically triaged call.  

Without additional data, there is not much more we can say about how the HML service actually 

affects patient journeys to A&M (or not). There are also some potential issues surrounding how 

much of the $1.08 per capita cost of HML to PHOs reflects the fixed cost of the service, since the 

$1.08 charge per patient might need to increase for a smaller service or be able to fall for an 

expanded service. 

  



 

 

 

62 

7. Conclusions and Recommendations  

In the first part of this section we present our overall findings regarding the value of ARAHN as a 

network. The second and larger part outlines our conclusions from the evaluation of the ARAHN 

initiative to date. These conclusions need to be read in the broader context of our findings 

regarding the network. 

 

7.1 Impact of the Network (ARAHN) 

7.1.1 Complexity, flexibility and inclusiveness 

ARAHN has emerged in response to a problem that has proved extremely difficult to resolve 

across the three DHBs, the PHOs and the A&M clinics in the region. This challenge is consistent 

with the international experience of networks which are particularly suited to situations in which 

problems are complex and the interests of key stakeholders are divergent.  

As was evident in the stakeholder interviews, the understanding of the nature of the problem 

varied considerably among different stakeholders; however, a strength of ARAHN is the way that 

it has transcended problem identification and focused on developing agreed solutions to work 

toward. Again, this is a common feature of successful networks internationally. Stakeholders do 

not need to agree on what the problem is, or what causes it; it is sufficient that they agree on 

courses of action. It is, therefore, not a ‘problem’ for ARAHN that there were varied views among 

key stakeholders as to who is in the Network and what it is trying to achieve. Network 

approaches, by including key stakeholders in formulation and decision-making, increase the level 

of stakeholder buy-in when policies are implemented.  

ARAHN member organisations include all of the DHBs and PHOs in the region, to differing 

degrees of involvement, together with the alliance of A&Ms. ARAHN is an inclusive network, yet 

currently has some key gaps. 

7.1.2 Trust and continuity 

Networks establish on-going relationships between stakeholders, and this interaction over time 

helps to build trust and develop capacity to resolve or advance increasingly difficult issues. It is 

clear that a substantial level of trust that has grown between network members (evident, for 

example, in the sharing of information around systems improvement).  

The stability of membership of ARAHN has contributed to its perceived value, and this is despite 

the fact that some organisations have only been intermittently represented at meetings. The 

continuity of involvement of individual representatives has been important to the building of 

trust across providers.  

The stability and trust across the alliance is now translating into a willingness to further develop 

the network in such areas as greater service integration and clinical connectivity. 
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7.1.3 Key challenges 

There has been a considerable investment of time and resources in ARAHN processes to date 

(meetings, negotiations, face-to-face consultation), which has benefited from strong leadership 

and a consistency of key personnel. Key informants mentioned the high frequency of meetings. 

One key player estimated that 91 meetings were held between June and November 2011 alone. 

However, most participants regarded the results of these meetings and negotiations to have 

been worthwhile to date and worth sustaining into the future. 

Buy-in and inclusion of key stakeholders has generally been high, but there is still scope for 

stakeholders based in North and/or West Auckland to have greater involvement. Effective 

coverage across the whole Auckland region would strengthen the network considerably. 

While network approaches may be more inclusive than hierarchical or market approaches, it may 

be difficult or impossible to include all relevant stakeholders, and this reality can create a 

separation between network ‘insiders’ and ‘outsiders’. In ARAHN’s case, boundaries of the 

network emerged as a tension, particularly from outside the network regarding the 11 A&Ms that 

are not participating.  

From international experience, network decisions are typically characterised by compromise, and 

such compromise solutions may not be optimal. It is clear that many participants and 

stakeholders regarded some particular aspects of the AHI as a necessary compromise. Our 

conclusions regarding the initiative confirm that some aspects of the initiative that have been 

shaped by these compromises have restricted its overall success. 

International experience suggests that network initiatives can be difficult to reconcile with 

formal accountability, particularly for the use of public funds. This however does not appear to be 

a feature of ARAHN, with evidence of clear accountability among stakeholder organisations and 

reporting undertaken across the network. 

7.1.4 Reflecting on ARAHN in the context of other initiatives 

A consideration in judging the value of ARAHN as a mechanism for improving health services is to 

compare what it has been able to do with previous attempts to deal with the after-hours issue. 

Perhaps due to the relatively unique history and nature of the after-hours landscape in Auckland, 

the problem of after-hours had languished in the too-hard basket for at least a decade.  

We think it appropriate and instructive to compare the progress of ARAHN with the comparative 

lack of progress in Auckland prior to 2010-11. Given that substantial progress has been made in 

constructing a platform for collective problem-solving through ARAHN, we strongly recommend 

that ARAHN continues to be the centrepiece of future initiatives and developments in after-hours 

care in the Auckland region. Potential weaknesses and vulnerabilities of network co-ordination 

can be addressed, and the network provides a foundation for experimentation, monitoring and 

feedback. 
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7.2 Recommendations regarding the Network 

1.  Sustaining ARAHN: We endorse the continuation of ARAHN as the leadership vehicle for 

after-hours care in the region.  

2.  Continue to support the Network in a way that enables it to be agile and responsive: 

One of the strengths of the network is that it has been able to operate nimbly, responsive to 

the sector imperatives while being respectful of stakeholder relationships and business 

sensitivities. It is important that this way of operating continues to be reinforced by able 

leadership and strong administrative support.  

3.  Keep the Straw Man vision for the network: This has provided the foundation for activity 

to date and has enabled the buy-in of its partners. 

 

7.3 Impact of the After-hours Initiative 

7.3.1 Impact of A&M subsidies and extended opening hours 

There is clear evidence that there are significantly higher levels of A&M utilisation wherever co-

payments are eliminated. In this evaluation, we see this most clearly in the utilisation of A&Ms in 

South, East and West Auckland by under 6s. In South Auckland, these increases are a 

consequence of A&M subsidies introduced prior to September 5 2011. The substantial increases in 

A&M utilisation for under 6s are sufficient in themselves to increase overall A&M after-hours 

utilisation by an estimated 8.8%. 

However, there have not been increases in A&M utilisation for eligibility categories for whom the 

co-payment has not been reduced to zero. This applies to all eligibility categories other than 

under 6s, and to under 6s in Central Auckland and North Shore where co-payments remain $15 or 

higher. This pattern is consistent even though many of the reductions in co-payment levels for 

over 65s and card-holders have been substantial.  

There are a number of factors that are likely to account for this pattern of impact: 

 Broader factors are clearly influencing both A&M and ED utilisation rates for card-holders, 

over 65s and Quintile 5 residents. If there has been lower than expected demand for 

after-hours services across the board since September 2011 for all these groups, it is 

highly unlikely that the after-hours initiative would, in itself, counteract this secular trend.  

 

 The same secular trends mentioned above have also fuelled the significant increases in 

A&M utilisation for under 6s. However, they are clearly mediated by the after-hours 

initiative because higher than expected A&M utilisation for under 6s is not apparent in 

Central Auckland and the North Shore where co-payments remain.  
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 For those patients that do weigh up their options between attending A&Ms and EDs, 

proximity is a key factor, and may be even more important than cost. Proximity was 

mentioned far more frequently than cost by respondents to the patient survey. Despite 

the geographic distribution of participating A&Ms, in many parts of Auckland ED is as 

close as, or closer than, a participating A&M. This includes most of West Auckland, most 

of the North Shore, the inner suburbs of Auckland, and Mangere in South Auckland. 

We have also considered the possibility that the relative lack of awareness, and the relative 

newness of lower A & M co-payments, extended A & M opening hours and telephone triage may 

form part of the explanation of the this pattern of results. While it may well be that more 

effective communication regarding the AHI could lead to greater increases in utilisation 

(probably for under 6s) – we consider the reasons listed above as more significant, and would 

persist even if awareness was greater. 

7.3.2 Relationship between A&M and ED utilisation 

Since September 2011, A&M utilisation for eligible patients has increased more than expected, 

and ED utilisation has been less than expected. But it is also clear that increased A&M utilisation 

is not the cause of lower than expected ED growth. Our analysis shows that after-hours A&M 

utilisation and ED utilisation are not inversely related to each other; instead they are positively 

correlated. When utilisation rises for a particular patient category in A&Ms, it also rises for the 

same category in EDs. This pattern is consistent across all eligibility categories and all sub-regions.  

There is a second piece of evidence that reinforces that A&M utilisation does not necessarily 

result in reduced ED utilisation. Despite the increase in the volume of A&M attendances since 

September 2011, there have not been large increases in the proportion of after-hours visits that 

are made to A&Ms in any region or for any eligibility category. The only increases in the 

proportion of after-hours visits made to A&Ms were for under 6s in East, West and Central 

Auckland, and were relatively small (about 3%). For eligible patients over 6, however, the 

proportion of after-hours visits to A&Ms decreased across the board, despite reductions in co-

payments of 40-50%. 

The positive correlation between utilisation of the two services is not because A&M usage is 

driving ED presentations, or vice versa. Rates of referral from A&Ms to EDs have remained steady 

at around 4% since the introduction of the AHI. This suggests that other factors - possibly 

epidemiological factors such as infections conditions - are driving both utilisation trends. This 

unexpected finding requires further investigation. 

7.3.3 Impact of HML Telephone Triage 

We estimate that utilisation of HML telephone triage services is now 40% higher than prior to the 

initiative. However, we are not able to show how utilisation of HML telephone triage affects 

other types of after-hours utilisation in Auckland. Given current rates of utilisation of HML triage 

services, and patient awareness of it (less than 10%), we conclude that HML utilisation is not yet 

at the level which would have a discernible impact on ED utilisation even if a proportion of 

patients were diverted from ED attendance due to telephone triage advice. We note, however, 
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that previous New Zealand research on another telephone triage service showed that it reduced 

the number of phone calls to emergency departments, but had no effect on actual presentations. 

7.3.4 Effectiveness of communications 

ARAHN’s communication strategy has played a very limited role in contributing to the pattern of 

success of the after-hours initiative.  This is partly a consequence of the limited budget for this 

purpose. 

In general, awareness of the initiative was low, even amongst patients that benefited from it. Of 

those patients who were aware of the initiative, many more became aware from information 

provided in GP and A&M clinics rather than media advertising.  

This type of dissemination may be more effective than media advertising. There was greater 

awareness of cheaper A&M co-payments for under 6s after-hours. About one in six patient 

survey respondents were aware of this. This might also be attributable to more extensive media 

coverage about cheaper primary care visits for under 6s, as this is a policy aspiration of the 

Minister of Health. 

The lack of impact for other eligible groups is partly the consequence of the communications 

strategy. There is certainly considerable scope for improvement, as levels of awareness of the 

initiative among some categories of eligible patients - particularly Quintile 5 patients - were 

extremely low. However, we do not know the extent to which increased awareness would have 

significantly increased A&M utilisation as it is likely that cost and proximity remain significant 

factors for this eligibility group. We note that awareness of subsidies is highest in North and 

Central Auckland where the initiative has had the least effect. 

7.3.5 Cost-effectiveness of the After-Hours Initiative 

As noted in Section 6, the cost per additional A&M consultation as a consequence of the after-

hours initiative is estimated at $305. This figure appears to be alarmingly high and may be the 

cause of some concern about the value for money of the initiative. However, we advise that this 

figure should not be taken out of context. Higher than expected A&M utilisation is the only 

element of benefit that can be easily quantified, but it should not be equated with overall benefit 

or value. It is widely recognised that subsidisation almost inevitably results in high incremental 

costs per patient, because only the benefits for the additional patients are considered. In 

considering value for money, it may also be important to consider broader benefits such as 

reducing inequities of access and prevention of non-ED hospitalisations. Subsidisation has 

additional advantages of being transparent and cheap to administer. However, it is still 

imperative to revisit the use of subsidisation if it is not having any effect on utilisation. 

7.3.6 Taking the research forward 

Figure 7.1 presents a high level conceptual model that details both the underlying assumptions of 

the research, and the challenges that this research has posed for these assumptions. For 

example, we have seen in this research that there have been significant increases in after-hours 

utilisation by under-6s, where co-payments are zero; but at the same time the awareness and  
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FIGURE 7.1. CONCEPTUAL MODEL FOR THE RESEARCH.  
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effectiveness of the initiative in other population groups has been far less pronounced. In future 

stages of the research, we will seek to explore these issues further using system dynamics 

modelling, to understand such issues as what factors can contribute to increased levels of 

awareness, the key drivers of regional variation in ED and A&M usage, and further exploring the 

relationship between A&Ms and EDs. 

 

7.3.7 Reviewing assumptions regarding after-hours care 

In the course of this evaluation, a range of underlying assumptions emerged regarding the 

problem to be addressed and the solutions put forward. In this section, we review these and 

assess against the evidence gathered.  

There is a significant level of unmet need for after-hours primary and urgent care in Auckland 

This assumption is a key driver for many of the network participants. This evaluation has not 

clearly addressed this assumption, as it did not measure ‘unmet need’. Researching need, as 

distinct from utilisation, is challenging. As a result, researchers frequently treat utilisation as a 

proxy for access . The increased utilisation of A&M clinics after September 2011, by children under 

6 years, suggests that the subsidy may have contributed to addressing unmet need for after-

hours primary care. However, ED utilisation for the same period shows a very similar pattern. 

Increased A&M utilisation results in increased access to primary health care:  

The evidence indicates this assumption may be correct for under 6s in South, East and West 

Auckland where the co-payment has reduced to zero, but not for the other eligibility categories. 

However, as discussed above, we do not know for sure that this increased utilisation reflects 

unmet need. 

Increased A&M utilisation decreases ED utilisation 

Our analysis clearly shows that this assumption needs to be seriously questioned in the light of 

the utilisation data presented. The clear implication is that’ reductions in rates of ED growth’ is 

not an appropriate performance indicator for evaluating this initiative. 

However, even with successful efforts to shift 5-10% of ED patients to after-hours primary care, it 

would be difficult to distinguish this factor from the broader factors driving ED growth. Our 

analysis shows that it is quite likely that other drivers of ED utilisation (e.g. proximity, patient 

preference) are far stronger than the effects of health service initiatives such as subsidies. 

Our analysis shows that even though ED growth has been lower than expected across Auckland, 

this cannot be attributed to the initiative. Even if ED utilisation amenable to primary care was 

shifted to A&Ms and/or other primary care providers, other factors are likely to be much more 

influential driving or dampening ED growth. 
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A significant proportion of patients presenting to ED could be treated in primary care  

This is not to say that there is no point in attempting to reduce ED utilisation amenable to primary 

care. There is clearly some scope. As indicated in Figure 6.12, ED after-hours volumes for eligible 

patients aged 6 and over are double or triple the volumes for participating A&Ms. 

Our analysis of utilisation identified 20% of frequent users of after-hours care that only used EDs, 

although we cannot assume that most of these patients could be appropriately treated in 

primary care. It is important to reiterate that identifying a proportion of ED patients that could be 

treated appropriately in community settings based on clinical criteria has proven to be very 

difficult and elusive for those that have attempted it (26). We also emphasise that unlike these 

studies, we have not attempted to include information about clinical conditions and decision-

making in our analyses.  

Determinants of Patient Choice of After-Hours Care 

From the patient survey conducted for this evaluation, most ED patients were aware of A&Ms as 

an alternative location of care. There were some major differences in the pathways that led 

patients to A&Ms and EDs, with the majority of ED patients having been advised or referred to 

attend. The utilisation data for EDs and A&Ms also shows that most of the frequent users of 

after-hours services who had used EDs had also used A&Ms. As such, it appears that most 

patients do weigh up their options for each episode of care. 

Nevertheless, barriers and disincentives for choosing A&Ms are still relevant for many patients. 

The design of the After-Hours Initiative has been strongly based on an attempt to reduce access 

barriers due to cost of after-hours services in the community. While cost does appear to be a 

substantial barrier to A&M utilisation for many eligible patients, it is also imperative to consider 

the role of geographic proximity to services. The patient survey shows that proximity was a 

major driver of patient choice of after-hours services. Although the locations of the 11 

participating A&Ms are dispersed across the Auckland region, EDs are as easy to get to as A&Ms 

for a significant portion of Auckland’s population. Residents of East Auckland – the only sub-

region in which there is no ED – were more likely to utilise A&M services after-hours than 

residents of all other sub-regions. 

7.3.8 Implications of Disinvestment in the After-Hours Initiative 

As indicated in Section 2 above, funding of reduced co-payments and increased opening hours for 

A&Ms predate the initiatives that are the subject of this evaluation. As a consequence of ARAHN 

negotiations in mid-2011, an additional $2.1 from DHBs and $437,000 per annum from PHOs has 

been allocated to the first two components of the initiative.  

If DHBs and PHOs were to withdraw this additional funding, there would be a significant impact 

on primary and secondary services in East and West Auckland. If all funding was withdrawn, we 

would expect these barriers to have a significant impact on Middlemore and Waitakere 

Emergency Departments, and to be concentrated on under 6s.  
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If the pre-existing funding was also withdrawn, there would likely be a much larger impact in 

South Auckland generally, and Middlemore Emergency Department in particular. Data from the 

patient survey shows that over 40% of A&M patients indicated that if the clinic they attended was 

not available, they would have gone to an Emergency Department. This gives an indication of the 

possible impact of reversing the extension of A&M opening hours.  

In contrast, if the initiative was discontinued we would not expect to see major changes in North 

and Central Auckland because the initiative has had little or no effect in these sub-regions to 

date.  

We turn now to the implications if PHOs no longer contributed to funding HML telephone triage. 

Approximately 250,000 patients would not have access to this particular service, although they 

would still be able to use alternative services such as Healthline and Plunketline. There would be 

between 16,500 and 17,000 fewer triaged calls to HML per year. We do not know what effect this 

would have on other parts of the after-hours system in Auckland.  

A more tangible effect would be the possible loss of engagement and buy-in of Auckland’s 

largest PHO, ProCare into ARAHN. This could significantly affect the functioning of the network 

and its capacity to provide a platform for future initiatives. 

7.4 Recommendations for Change and Development of AHI 

As argued above, ARAHN provides a platform for discussion of how to respond to the findings of 

this evaluation. Addressing a complex problem such as access to after-hours medical services in 

Auckland inevitably involves an element of trial and error. One key component has clearly been 

effective (the zero co-payment for under 6s). We think it is time to reconsider other aspects of 

the AHI. Our specific recommendations are: 

1. Extending zero co-payments for under-6s across all sub-regions: A uniform policy of zero 

co-payments for under 6s would not require additional funding, and would make the task 

of publicising the initiative much simpler. Expansion is likely to require renegotiation 

between health providers located in North and Central Auckland and other network 

members.  The compromise that resulted in A&Ms not being able to offer co-payments 

below $15 appears to be the main reason why there has been little or no impact in the 

North and Central sub-regions. PHOs in these areas, and their member general 

practitioners, have expressed concerns about the consequences of zero co-payments for 

A&Ms after-hours on individual practices during regular working hours. Given the findings 

of this evaluation, it may be timely to explore other ways of addressing this stakeholder 

concern. PHOs and DHBs can learn from the experience of PHOs and practices in parts of 

Auckland which have comparable population profiles (i.e. Botany, Howick and 

Pakuranga) and where zero co-payments for under 6s are well- established. 

 

2. Exploring alternative approaches for over-65s: Compared to the general success of 

subsidising under 6s, the relative lack of impact for other eligibility groups requires 

consideration of alternative strategies. Given the low levels of utilisation of A&Ms by over 

65s, and the lack of impact on those utilisation levels from the initiative, we support 
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efforts that are already taking place in the network to understand the specific nature of 

issues of after-hours care for this group. The shape of the problem is likely to be 

substantially different to the nature of problem for under 6s. While the solution of 

subsidising A&Ms appears well suited to addressing access issues for under 6s, other 

solutions should be explored for over-65s. 

 

3. Targeted initiatives for CSC and HUHC holders and Quintile 5 residents: The key barrier 

for these groups to be addressed is that the lowered co-payments do not appear to be 

sufficient to shift patterns of utilisation for these groups. For Quintile 5 residents, the 

initiative has been hampered by a combination of lack of awareness of eligibility, and co-

payments at some A&Ms remaining unaffordable. People from these groups are more 

likely than those in other eligibility categories to make more frequent use of EDs. There 

are already some initiatives being discussed among Auckland health funders and 

providers that seek a broader understanding of factors influencing frequent ED 

attendance. ARAHN and/or the proposed Urgent Care Network could provide a suitable 

platform for developing a more effectively targeted initiative for card holders and 

Quintile 5 residents, combining both communications and subsidies. 

 

4. Review the number and location of participating A&Ms. This is to enable a better 

distribution of after-hours care options across the Auckland region, particularly to 

populations for whom cost and proximity remain potential barriers to access. The aim of 

this review should be to substantially reduce the proportion of Auckland patients for 

whom the nearest participating A&Ms is no closer than the nearest ED. 

 

5. Reviewing Telephone Triage: Telephone triage certainly has a valuable role to play in any 

system of after-hours care. However, the HML utilisation data and patient survey data 

indicate that rates of HML triage service use are not high, and relatively few patients are 

aware of the service. For HML telephone triage to make a more significant contribution 

to after-hours services, utilisation rates would need to increase substantially, and there is 

no indication of such a trend at present. There is room for other possible uses of PHO 

contributions to the AHI to be considered and weighed alongside telephone triage. A 

substantial proportion of PHO contributions to telephone triage replaces a previous 

source of funding HML (GP subscriptions). We think it reasonable for the network to ask 

whether and how GPs have used these savings to invest in after-hours care.  

 

6. Refining communications: There are two clear issues that require attention. Firstly, there 

are the two messages that are being communicated in the region (lower cost care and 

see your GP first). We believe the lack of a consistent message on the initiative is 

hindering its scope for raising awareness of what is available. Secondly, the lack of reach 

of the message to Quintile 5 groups hinders its ability to support a key population group. 

Patients in this target group are the least aware of reductions in co-payments. A greater 

commitment of resources allocated to communication would go a long way to addressing 

this issue, and we recommend that the network look at commissioning specialist 

agencies to develop publicity campaigns. 
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7. Exploring additional after-hours access options: There is scope for the initiative to be 

widened to include locality-based approaches to extending GP opening hours. Some 

DHBs and PHOs are already exploring such possibilities, and the network could facilitate a 

regional approach to locality-based after-hours services. 

 

The network can continue to provide a platform for collective problem-solving and build on the 

successes and limitations of the after-hours initiative to date. A more integrated approach to 

funding and decision-making regarding the allocation of funding would be required in order to 

support this collective problem-solving endeavour. 

 

7.5 Further Questions for Exploration 

While our evaluation has drawn on an extensive range of data, there are other factors that need 

to be considered in order to provide a fuller picture of the dynamics of after-hours access and 

utilisation in Auckland 

1. Our finding that A&M utilisation and ED utilisation after-hours are positively correlated 

raises the important question of what is driving it. We suspect that epidemiological 

factors – particularly patterns of infectious conditions – may be the cause, but it is also 

possible that many patients are increasingly utilising both services.  

2. We have not considered the effect of the AHI on non-participating A&Ms in Auckland. It is 

quite possible that patients may have shifted from unsubsidised to subsidised A&Ms. We 

are collecting utilisation data from non-participating A&Ms as part of the second phase of 

research. 

3. A key concern of many primary care stakeholders is that the AHI would adversely affect 

utilisation of in-hours primary care services, and had the potential to disrupt continuity of 

primary care, particularly for under 6s. Once again, we are investigating these questions 

and possibilities in the second phase of research. 

4. An important issue is the definition of categories of patient eligibility for subsidies, and 

the absence of Māori and Pacific ethnicity as eligibility categories. Patient survey and 

utilisation data all includes ethnicity variables and we intend to investigate the impact of 

the AHI on Māori and Pacific patients in the next research phase. 

5. A final consideration is that better access to after-hours care in the community may 

contribute to reductions in rates of ambulatory-sensitive hospitalisation (ASH). This may 

be a more suitable way of exploring the link between A&M services and hospital service 

use. However, this would require quite a different research approach involving matching 

of utilisation data to the Ministry of Health’s National Minimum Dataset. 
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Appendix 1: Supplementary tables from patient 

survey 

TABLE 1 FREQUENCIES OF PARTICIPANTS WHO HAD A MEDICAL HOME AND HAD AN A & M AS THEIR MEDICAL HOME 

Frequencies of A & M (N=312) and ED participants (N=209) who had a medical home and had an A & M 
clinic as their medical home  

 
 

A & M survey 
   %         N 

ED survey 
   %         N 

Enrolled or had a usual family doctor     
No 6.1 19 1.0 2 
Yes 93.9 293 99.0 207 

Usual doctor is an A & Ma      
No 75.0 234 84.7 117 
Yes 25.0 78 15.3 32 

a Statistically significant difference  p<0.05 
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TABLE 2 ASSOCIATIONS BETWEEN INDEPENDENT VARIABLES PARTICIPANTS WHO HAD AN A & M AS THEIR MEDICAL HOME 

Associations between independent variables and those who had an A & M as their medical 
home for  A & M  (N=312) and ED (N=209) samples 

                                                                       A & M survey 
  %          N* 

ED survey 
 %          N*                                                         

Age in yearsa     
0-5 16.1 20 14.9 19 
6-17 28.0 14 10.8 4 
18-64 37.5 42 15.6 12 
≥ 65 14.3 2 24.0 6 
        p<0.05                                                 ns 

Ethnicity a     
European 14.3 18  17.2 16 
Māori 16.7 7  12.1 4 
Pacific Island 51.4 36  12.1 4 
Asian 27.5 14  15.8 6 
Other 50.0 2  20.2 2 
       p<0.05                                                  ns 

Quintile 5 (high deprivation)a, b     
No  19.0 40 18.4 25 
Yes  48.0 36  10.3 6 
       p<0.05                                                  

CSC or HUHC cardholder a     
No 23.4 45 20.6 22 
Yes 30.8 32 10.3 10 
         ns                                                      p<0.05 

Eligible for reduced A & M fees a, b     
No 25.0 23 20.4 10 
Yes 26.0 54 13.6 21 
         ns                                                  

Residential location in Auckland 
region a 

    

Central (C) 28.0 23   
East  (E) 36.8 21   
South  (S) 51.0 25   
North  (N) 8.6 5   
West  (W) 2.6 1   
       p<0.05                                                  ns 

Clinic location in Auckland region 
a  

  

Central (C) 21.2 21  17.2 11 
East (E) 0.0 0                          n/a 
South (S) 59.1 52 20.0 16  
North (N) 8.0 4 7.4 2 
West (W) 2.6 1 8.6 3 
       p<0.05                                                         ns 

*N represents the total no. of participants who had an A & M as their medical home (A & M 78/312, ED 32/209). 
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Within IV groups, N represents the proportion of the 78 or 32 who did have an A & M as their medical home. % is the % within 
each category of the IV for whom this applied. The ‘does not apply’ is not reported. 
a denotes a significant difference within categories for each sample   
b denotes a significant difference between the A & M and ED samples. 

TABLE 3 PATHWAYS TO AFTER-HOURS CARE: FREQUENCIES OF PARTICIPANTS WHO SOUGHT PRIOR ADVICE 

Pathways to after-hours medical care. Frequencies of A&M (N=312) and ED (N=209) participants who 
contacted a health service for advice about getting after-hours medical care prior to clinic visit 

 A&M survey 
      %           N 

ED survey 
  %          N 

Contacted any service for advice about getting after-hours 
healthcare a 

  

No 81.1 253 45.9 96 
Yes 18.9 59 54.1 113 

Service type contacted for advice about getting after-hours 
healthcare (multiple responses)a 

  

Family doctor during daytime hours 5.8 18 40.2 84 
Family doctor after-hours telephone service 2.6 8 13.4 28 
Other service telephone helpline 2.9 9 11.0 23 
A&M clinic 3.5 11 8.1 17 
ED clinic  2.0 3 6.7 14 
St John Ambulance 0 0 4.3 9 
Another service 4.3 14 7.3 15 
No response (no service contacted) 81.1 253 45.9 94 

 
Advice about after-hours services influenced service use a 

  

No 7.7 24 7.7 16 
Yes 9.9 31 42.6 89 
Not sure 1.3 4 3.8 8 
No response (no advice sought) 81.1 253 45.9 96 

c Statistically significant difference between A&M and ED samples, p<0.05 
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TABLE 4 PATIENT PATHWAYS: ASSOCIATIONS BETWEEN INDEPENDENT VARIABLES AND CONTACTING A SERVICE PRIOR 

Associations between independent variables and those who contacted at least one health 
service about advice for where to get after-hours medical care prior to their clinic visit for A & 
M (N=312)  and ED participants (N=209) 

 
 

A & M survey 
                   %          N* 

               ED survey 
                 %          N* 

Age in years b     
0-5 14.4 18 46.2 30 
6-17 17.6 9 64.9 24 
18-64 24.0 29 55.1 43 
≥ 65 2.8 3 56.0 14 
          ns                                                       ns 

Ethnicitya     
European 24.1 33 55.9 52 
Māori 27.3 12 59.4 19 
Pasifika 9.9 7 54.8 17 
Asian 10.9 6 52.6 20 
Other 25.0 1 27.3 23     

                                                                   p<0.05                                                  ns 
Quintile 5 (high deprivation)b     

No  24.1 47 53.7 73 
Yes  12.8 10 57.9 33 

                                                                                              ns                                                       ns 
CSC or HUHC cardholderb     

No 19.5 54 54.5 60 
Yes 17.6 5 53.8 50 
          ns                                                       ns 

Eligible for reduced A & M feesb     
No 24.2 24 57.7 30 
Yes 16.3 34 53.3 80 
          ns                                                       ns 

Residential location in Auckland 
regionb 

    

Central (C) 18.2 16 67.5 27 
East  (E) 10.3 6 59.4 19 
South  (S) 14.3 7 47.6 20 
North  (N) 28.8 17 51.0 25 
West  (W) 26.8 11 50.0 15 
          ns                                                       ns 

Clinic location in Auckland regionb    
Central (C) 16.8 18 55.4 36 
East (E) 20.0 5                          n/a 
South (S) 12.4 11 53.8 43 
North (N) 27.5 14 51.7 15 
West (W) 27.5 11 54.8 17 
        ns                                                       ns 

*N represents the total no. of participants who did contact at least one health service for advice about where to get after-hours 
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medical care (A & M 59/312, ED 111/209).  
Within IV groups, N represents the proportion of the 59 or 111 who did contact at least one service. % is the % within each 
category of the IV for whom this applied. The ‘does not apply’ is not reported. 
a denotes a significant difference within categories for each sample, and b a difference between the 2 samples   

TABLE 5 PATIENT PATHWAYS:  PARTICIPANTS’ REASONS FOR CHOOSING AN A & M OR ED FOR AFTER-HOURS CARE 

Participant reasons for choosing services and thematic coding for A & M (N=312) and ED (N=209) survey 
participants 

Reasons for using 
this service 

A & M survey 
        %             N 

ED survey 
      %         N 

Theme 

      
Usual family doctor closed  36.2 113 (2) 12.4 26 (5) Accessibility 

No Family Dr appointment available 1.0 3 0.5 1 Accessibility 
(Other) A & Ms closed 3.2 10 1.9 4 Accessibility 
This A & M / ED closest 57.4 179 (1) 30.1 63 (2) Accessibility (proximity) 

Had to wait for someone to bring me 0.3 1 0.0 0 Accessibility 
Do not have a usual Family Dr 0.3 1 1.0 2 Medical home 

Didn’t know of other places to go 0.3 1 2.9 6 Accessibility 
Been to this A &M / ED before 24.4 76 (3) 16.3 34 (4) Accessibility, (familiarity) 

*Registered at this A & M 4.2 13           n/a Medical home (familiarity) 
Wait is too long in ED 8.3 26 (5)           n/a Accessibility  
Wait times in A & Ms 1.6 5 1.0 2 Accessibility 

This A & M costs less 2.9 9 n/a Cost 
ED is free                  n/a 11.0 23 (6=) Cost 

Transport cost: parking ED/petrol 1.9 6 0.0 0 Cost 
 Referred by another health service 4.8 15 38.3 80 (1)  Referral 

Family Dr office told 1.0 3 19.6 41 (3) Referral 
Telephone helpline told 1.3 4 1.4 3 Referral 

Nurse told 0.0 0 1.0 2 Referral 
Specialist told 0.3 1 2.9 6 Referral 

Hospital ED told 0.3 1 0.0 1 Referral 
A & M told  0.3 1 4.8 10 Referral 

Maternity advisor told 0.0 0 1.4 3 Referral 
Trained family member/ friend told 2.2 7 2.9 6 Referral 

St Johns brought by ambulance 0.0 0 11.0 23 (6=) Referral                                   
Condition deteriorated 5.1 16 (6) 9.6 20 Patient condition 

Came after hospital discharge 0.6 2 2.4 5 Patient condition 
Not serious enough for ED  8.7 27 (4)             n/a Patient condition    

Thought it was an emergency 0.0 0 9.1 19 Patient condition 
Wanted to see a hospital Dr                 n/a 5.7 12 Quality 

A&M / ED care is very thorough 0.6 2 8.6 18 Quality                          
Dissatisfied with A & M care                  n/a 1.4 3 Quality                                 

Total no. of responses               507            333  
*All A & M participants who said they were registered also answered ‘yes’ to an A & M as their usual doctor.  
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TABLE 6  SURVEY PARTICIPANTS’ AWARENESS OF ALTERNATIVE SERVICES THAT COULD BE VISITED AFTER-HOURS  

Awareness of alternative services that could be visited for after-hours medical care for A & M 
(N=312) and ED (N=209) participants 

 
 

A & M survey 
        %            N 

     ED survey 
        %          N 

Aware of at least one after-hours service than the 
one visited 

    

No 20.5 64 22.1 44 
Yes 79.5 248 78.9 165 

Aware of service alternatives by category (multiple 
responses)  

    

 A & M clinics* 50.0 156 68.9 144 
AHI subsidised A&M 27.6 86 60.8 127 
Unsubsidised A & M 29.8 93 26.3 55 

Hospital ED* 47.4 148 13.4 28 
Family doctor 2.2 7 5.7 12 
Other service 1.0 3 1.0 2 
No response 20.5 64 14.1 44 

*For A & M/ED participants this refers to being aware of another similar service to the one they used  

 

 

TABLE 7 ASSOCIATIONS BETWEEN INDEPDENT VARIABLES AND NOT BEING AWARE OF ALTERNATIVE AFTER-HOURS 

SERVICDES THAT COULD BE VISITED 

Associations between  independent variables and  not being aware of alternative A & Ms or 
EDs that could be visited for after-hours medical care in A & M  participants (N=312) and ED 
participants (N=209) 

 
A & M survey 

              %              N* 
      ED survey 
       %            N* 

Are not aware of (other) A & Ms and are 
eligible for reduced  A & M feesa,b   

    

Does not apply 40.4 40 25.0 13 
Does apply 54.8 114 32.5 50 
     <0.05                                         ns 

Are not aware of (other) A & Ms within ethnic 
groupsa 

    

European 37.2 51 25.3 24 
Māori 45.5 20 27.3 9 
Pacific Island 71.8 51 37.5 12 
Asian 55.4 31 39.5 15 
Other ethnicity 0.0 0 45.5 5 
   p<0.05                                         ns 

Are not aware of (other) A & Ms within Quintile 
5a,b 
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Does not apply 45.0 99 25.9 36 
Does apply 66.7 52 43.1 35 
   p<0.05                                     p<0.05 
  

Are not aware of (other) A & Ms within 
patients’ residential locationa 

    

Central (C) 36.4 32a 32.5 13 
East (E) 56.9 33 31.3 10 
South (S) 67.3 33a 50.0a 21 
North (N) 40.7 24 18.0 9 
West (W) 68.3 28a 24.2 8 
  p<0.05                                     p<0.05 

Are not aware of (other) A & Ms by clinic 
locationa 

    

Central (C) 36.4 39 33.8 22 
East (E) 44.0 11 n/a 
South (S) 64.0 57 36.3 29 
North (N) 43.1 22 31.0 9 
West (W) 67.5 27 14.5 5 
  p<0.05                                          ns 

Are not aware of (other) EDs and are eligible 
for reduced A & M feesa,b 

    

Does not apply 62.6 62 80.8 42 
Does apply 47.1 98 89.0 137 
  p<0.05                                           ns 

*N represents the total no. of participants who were not aware of alternative services that could be visited for 
after-hours medical care (A & M sample: A&M 156/312, ED 164/312)  (ED sample: A&M 65/209, ED/181/209) 
Within IV groups, N represents the proportion of each sample who were not aware of an (other) A & M or an 
(other) ED that could be visited. % is the % within each category of the IV for whom this applied. The ‘does not 
apply’ is not reported. 
a denotes a significant difference within categories for each sample   
b denotes a significant difference between the A & M and ED samples. 

 
  



 

 
83 

TABLE 8 FREQUENCIES 

Frequencies of reported anticipated service use if chosen after-hours service was not 
available for A & M (N=312) and ED (N=209) participants 

 
 

A & M survey 
        %            N 

     ED survey 
        %          N 

Would go to (another)  A & M 38.5 120 29.2a 61 
Would go to (another) ED 41.0 128 44.0

a 
92 

Would wait for family doctor to be availableb 24.3 73 12.9 27 
Would not have gone to a doctor 5.1 16 1.4 3 
Would go to another service* 1.9 6 2.9 6 
Don’t know/not sure 4.8 15 14.8 31 

Multiple responses. 
*
A & M users: 4 cited a helpline a 2 a pharmacist. ED users: 3 cited ambulance and 3 a helpline 

aStatistically significant difference within ED sample, p <0.05 
bStatistically significant difference between A & M and ED samples, p <0.05 

 

TABLE 9  FREQUENCIES OF REPORTED AWARENESS OF TELEPHONE SERVICES FOR AFTER-HOURS ADVICE 

Frequencies of reported awareness of telephone services for after-hours medical advice for 
A & M (N=312) and ED (N=209) participants        

 
 

A & M survey 
        %            N 

     ED survey 
        %          N 

Aware of at least one telephone service for after-
hours advice 

    

No 44.2 138 35.4 74 
Yes 55.8 174 64.6 135 

Aware of telephone services by service category      
Healthline 25.0 78 27.3 57 
Plunketline  18.9 59 16.3 34 
Family doctor after-hours  9.6 30 8.6 18 
St Johns Ambulance  2.6 8 9.6 20 
Poisonline 1.9 6 1.9 4 
No response 44.2 138 35.4 74 
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TABLE 10 ASSOCIATIONS BETWEEN INDEPENDENT VARIABLES AND BEING AWARE OF TELEPHONE SERVICES FOR AFRER- 

HOURS ADVICE 

Associations between independent  variables and being aware of at least one telephone 
service for after-hours advice for A & M (N=312) and ED (N=209) participants                                                                                            
 A & M survey 

        %              N* 
      ED survey 
       %            N* 

Age in yearsa     
0-5 70.4 88 76.1 51 
6-17 59.4 28 70.3 26 
18-64 42.1 51 55.0 44 
≥ 65 46.7 7 56.0 14 
                 p<0.05                              p<0.05 

Quintile 5a     
No 60.5 133 67.6 94 
Yes 43.6 34 56.9 33 
                p<0.05                                   ns 

Ethnicitya     
European 62.0 85 60.0 57 
Māori 70.5 31 75.8 25 
Pacific Island 40.8 29 59.4 19 
Asian 46.4 26 76.3 29 
Other ethnicity 75.0 3 45.4 5 
                p<0.05                                    ns 

*N represents the total no. of participants who were aware of at least one telephone service to call for after-hours 
medical advice (A & M 174/312, ED 135/209).  
Within IV groups, N represents the proportion of the 174 or 135 who were aware of at least one telephone service. 
% is the % within each category of the IV for whom this applied. The ‘does not apply’ is not reported. 
a denotes a significant difference within categories for each sample   
b denotes a significant difference between the A & M and ED samples. 
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TABLE 11 FREQUENCIES OF REPORTED AWARENESS OF AHI SUBSIDY 

Frequencies of reported awareness of AHI subsidy in A & Ms for A & M (N=312) and ED 
(N=209) participants 

 
 

A & M survey 
        %            N 

     ED survey 
        %          N 

Aware of A & M subsidy (non-specific)     
No 65.4 202 69.9 146 
Yes 34.6 107 30.1 63 

Awareness of specific eligible groups named by 
participants 

    

Under-6s (0-5 years) 14.2 44 15.8 33 
Older adults (≥65 years) 9.1 28 9.1 19 
CSC or HUHC cardholders 19.7 61 12.4 26 
Low income households 3.9 12 1.4 3 
Not aware of subsidy groups 65.4 202 69.9 146 

TABLE 12 SATISFACTION WITH AFTER-HOURS SERVICES VISITED FOR MEDICAL CARE COMPLETED BY PARTICIPANTS WHO 

RETURNED PART 2 OF THE SURVEY 

Frequencies for satisfaction with after-hours services visited for medical care reported by A & M 
(N=180) and ED (N=110) participants who completed Part 2 of the survey 

                         A & M survey          ED survey 

 

Unhappy or 
very 

unhappy 
% 

Neutra
l 

 
 

Happy or 
very happy 

            % 

Unhappy or 
Very 

unhappy  
 % 

 
Neutr

al 
        % 

Happy or 
very 

happy 
         % 

Wait time, nursea 7.8 28.5 63.7   2.7 12.7 84.5 
Wait time, doctor 14.8 26.3 58.9   16.5 16.5 67.0 
Problem 
explanation 

4.0 14.3 81.7   2.8 18.9 78.3 

Treatment/advice 3.9 11.2 84.9   5.0 13.9 81.2 
Cost of visit 21.5 18.6 59.9           n/a                     n/a                n/a 
Overall satisfaction 3.4 19.3 77.3           2.8      14.7        82.5 

TABLE 13 SATISFACTION WITH TELEPHONE SERVICES COMPLETED BY PARTICIPANTS WHO USED THESE AND RETURNED PART 

2 OF THE SURVEY 

Frequencies for satisfaction with telephone services reported by participants who completed 
the telephone triage component in Part 2 of the survey  

 A & M survey (N=16) ED survey (N=23) 

 Unhappy or 
very 

unhappy 
% 

 
Neutr

al 
      % 

Happy or 
very happy 

% 

Unhappy or 
Very 

unhappy 
            % 

 
Neutr

al 
% 

Happy or 
very happy 

% 

Getting through 
on telephone 

 
0.0 

 
6.3 

 
93.8 4.3 0.0 95.7 

Way call handled 0.0 18.8 81.3 0.0 13.3 87.0 
Advice given 0.0 12.5 87.7 0.0 4.3 95.7 
Overall 
satisfaction 

0.0 18.8 81.3 0.0 4.3 95.7 
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Appendix 2: Supplementary material from utilisation 

analysis 

 

This appendix contains two parts: 

Part A: ARIMA Chart Pack 

Part B: Before and After Charts 
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Figure A1: 
Medical A&M Attendances, All Providers, All Eligible Groups
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Figure A2: 
Medical A&M Attendances, All Providers, Under 6s
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Figure A3: 
Medical A&M Attendances, All Providers, 6s and over
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Figure A4: 
Medical ED Attendances, All Providers (ex. Waitakere ED), All Eligible Groups
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Figure A5: 
Medical ED Attendances, All Providers (ex. Waitakere ED), Under 6s
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Figure A6: 
Medical ED Attendances, All Providers (ex. Waitakere ED),  6s and over
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Figure A7: 
Medical A&M Attendances, All Providers, Over 65s
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Figure A8: 
Medical A&M Attendances, All Providers, CSC/HUHC Holders
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Figure A9: 
Medical A&M Attendances, All Providers, Quintile 5
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Figure A10: 
Medical ED Attendances, All Providers (ex. Waitakere ED), Over 65s



 

 
9

7 

  

Figure A11: 
Medical ED Attendances, All Providers (ex. Waitakere ED), CSC/HUHC Holders
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Figure A12: 
Medical ED Attendances, All Providers (ex. Waitakere ED), Quintile 5
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Figure A13: 
Medical A&M Attendances, South and East Auckland Providers, All Eligible Groups
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Figure A14: 
Medical A&M Attendances, Central Auckland Providers, All Eligible Groups
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Figure A15: 
Medical A&M Attendances, West Auckland Providers, All Eligible Groups
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Figure A16: 
Medical A&M Attendances, North Shore Providers, All Eligible Groups
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Figure A17: 
Medical ED Attendances, South and East Auckland Providers, All Eligible Groups
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Figure A18: 
Medical ED Attendances, Central Auckland Providers, All Eligible Groups
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Figure A19: 
Medical ED Attendances, North Shore Providers, All Eligible Groups
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Part B: Before and After ChartPack 

A&M and ED utilisation for subsidy-eligible patients aged under 6 

This comparison appears in the text.  The relationship between A&M/ED utilisation and location is 

highly significant within this group (Chi-squared (4)   5000, P = 0.000). 

 

A&M and ED utilisation for subsidy-eligible patients aged 6 and over 

The relationship between A&M/ED utilisation and location is highly significant within this group 

(Chi-squared (4)   8600, P = 0.000). 

 

FIGURE B1: UTILISATION OF A&MS AND EDS IN 2010 AND 2012, ELIGIBLE PATIENTS AGED 6 AND OVER 
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A&M and ED utilisation for subsidy-ineligible patients aged 6 and over 

The relationship between A&M/ED utilisation and location is highly significant within this group 

(Chi-squared (4)   5300, P = 0.000). 

 

FIGURE B2: UTILISATION OF A&MS AND EDS IN 2010 AND 2012, INELIGIBLE PATIENTS AGED 6 AND OVER 
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FIGURE B3: RELATIONSHIPS FOR OTHER ELIGIBILITY GROUPS 

 

    2010 2012 

quintile 5 A&M 35,248 39,971 

  ED 36,564 40,933 

    49% 49% 

  A&M Price  $              28.40   $        11.32  

        2010 2012 

Cardholders A&M 31,330 34,060 

  ED 44,673 47,575 

    41% 42% 

  A&M Price  $              35.09   $        18.80  

        2010 2012 

65 and over A&M 10,015 10,976 

  ED 18,728 26,774 

    35% 29% 

  A&M Price  $              74.74   $        39.80  

 

 


