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Conclusion 

A major study showed that government 
funding of health with comprehensive 
cover and no cost sharing by patients is 
most likely to achieve equitable access 
to health care.14 This was the system in 
New Zealand up to 1991. 

No convincing evidence has emerged 
that current reforms in health will do 
anything other than reduce available 
services to the poorest people and 
increase administrative costs. In terms 
of beneficence, autonomy, justice and 
professionalintegritythecurrenthealth 
reforms are inadequate. Their scientific 
validity is questionable. 
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T here is continuing deep and 
widespread concern amongst 
both health professionals and 

the community about the health 
reforms. This is despite repeated 
assurances from the Minister that 
relatively little change will be noted in 
the way health services are provided in 
July 1993. Although there have been 
significant responses to public 
submissions and further rethinking 
regarding the organisation 
arrangements proposed in the Green 
and White Paper, there appears to be 
littlepublic or professional support for 
the reforms. 

Increasingly, questions are being-asked 
about the ethics of this major social 
"experiment". It is claimed that the 
Government had neither ethical nor 
democratic approval for such a major 
reform process. -This article examines 
some ethical aspects of the reform 
process under the headings of-four of 
the basic principles of ethics: 

- will they do good (beneficence) 

- will they do no harm (noµ-maleficence) 

- will they improve access and equity 
Gustice) 

will they give providers, patients, 
consumers in the community a greater 
voice in the provision of health services 
(autonomy)? 

Beneficence 

The stated aims of the Green and White 
Paper were fo improve access to health 
services at lower cost (to Government). 
Its most fundamental flaw was the lack 
of any vision for a healthier New 
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desired outcome of the new system 
whether achieved by public or personal 
health services. Better access is only 
one factor in ensuring better health. 

More recently however, the Minister 
appears to have come to the view that 
health status is important. In a recent 
address to the New Zealand College of 
Community Medicine he stated that 
the first goal of the reforms "is an 
improvement in the community's 
health status". The Public Health 
Commission will be given the 
responsibility for formulating and 
advising on national health goals and 
objectives to be achieved by both 
personal as well as public health 
services. 

The gr-ea test potential benefit from the 
reforms could be the bringing of the 
general practitioners and other primary 
care providers into an accountability 
relationship with RHAs and CHEs. It 
is surely unethical that over $1 billion _ 
of Government expenditure, which 
until recently has grown at inflation 
adjusted rates of nearly 8% annually, 
should be unconstrained by any 
significant accountability mechanisms 
for outcomes, value for money, equity , 
in geographical distribution or between 
various components such as the relative , 
mix of benefits. Mechanisms to achieve 
accountability through GP contracting 
or even fundholding or a -managed 
primary health care service offers 
consider_able potential for both 
achieving better value for this 
expenditure as well as shifting the focus 
away from the present heavy emphasis 
on institutions and secondary care 
services. 

\ 

Non-maleficence 

There is still widespread concern that 
the reforms could seriously damage an 
already stressed health system. The 
grratest potential damage could occur 
from the Government's intention that 
CHEs should focus on financial rather 
than health outcomes, ie that they · 
should do "well" rather than doing 
"good". This emphasis on the profit 
motive would be seriously ,discordant 
with the goals of health professionals 
working in CHEs and could lead to 
serious compromises with quality,'to 
adversarial rather than collaborative 
relationships and the withholding of 
information thought to be commercially 
sensitive but which is necessary to 
patient care. 

· Other harmful outcomes which have 
alr,eady occurred have been the interim 
part-charging regime and its limitation 
on access qf those in the lower income 
levels of .Group-3 to GPs, prescribed 
drugs and atea health board services. 

Also potentially harmful could be even 
greater fragmentation than exists at the 
moment as a result ofRHAs purchasing 
fragments of services .rather than an 

- integrated service system. 

Justice 

The Government argues that its 
reforms will be fairer in that they will 
ensure access to an agreed core of 
services on affordable terms and within 
a reasonable time. The interim' part
chargingregimewasintended to ensure 
that those who could afford to pay (the 
slightly better off, Group-3) could assist 
in_yroviding better access to those who 



could not (Groups 1 and 2). However, 
the small amounts being received, and 
mainly from those at the lower income 
rangeofGroup3, raises questions about 
the practical value of this policy quite 
apart from the serious political fall out. 

The integration of all funding, including 
for disability and ACC under RHAs, 
whowillhaveanexplicitresponsibility 
for purchasing a balanced set of services, 
could do much to bring about a fairer 
distribution of resources between the 
various components of care than exists 
atpresent. Thereismuchevidencethat 
what is needed in the New Zealand 
health system is not more funding but: 

- a shift from a still overbedded 
institutionalised system to community
based care 

- a shift from secondary to primary care 
including community self-help 

- a better balance between acute and long 
term care services 

- a greater emphasis upon public health 
services which could be achieved through 
the Public Health Commission, but at the 
same time the need to integrate all health 
services both personal and public at the 
provider level. 

But how effective will RHAs be as 
purchasers when they are new, 
relatively inexperienced bodies in 
contrast to well established providers? 

Autonomy 

The shift away from institutional to 
community care and from secondary 
to primary care, especially if local 
communities are involved in self-help 
activity and have a greater voice in 
their own primary health care services, 
should lead to anincreaseinautonomy. 
There could be particular advances in 
the autonomy of those needing long
term care through the development of 
a case manager approach through 
service management. However the 
integration of funding does not 
necessarily lead to the integration of 
provision. Moves towards consumer 
based funding, with those assessed as 
needing long-term care having a 
particular entitlement to purchase their 
own health services from a range of 
alternatives, could greatly increase the 
autonomy of those who now are being 
steered into an institutional bed by the 
incentives of the current fragmented 
funding systems. 

The reforms appear to shift the focus of 
care towards greater individual 
autonomy and improving the ability of 
people to make better decisions about 
their own healthcare eg the 
management of their blood pressure, 

diabetes, asthma and many other 
problems. It appears to signal a shift 
from the present provider dominated 
system to a more community focused 
one although there are legitimate fears 
that this is just cost shifting rather than 
a real increase in autonomy. There are 
also concerns about how well RHAs 
will be able to relate to local 
communities and their needs. 

Conclusion 
Are the health reforms ethical? 
On balance it appears that there are 
significant potential benefits from the 
reforms particularly now that the 
Government appears to have moved 
towards a focus on health outcomes 
and improved health status for New 
Zealanders as its overall goal. 
Nevertheless, there are some serious 
risks particularly those associated with 
competition and the profit motive being 
imposed upon CHEs. The purchasing 
function, integrated through RHAs, 
could lead to a fairer, more balanced 
system, although integrated funding 
does not mean integrated provision. 
There appears to be an intention in the 
reforms to maximise autonomy with 
shifts into primary and community
based services although it is still far 
from clear as to how, exeept through 
local primary health care development, 
the community's voice will be heard at 
the RHA level. 

There are some good features about the 
reforms but many questions remain. 
Despite their concerns health workers, 
dedicated to the care ofbothindividuals 
and communities, will not let the new 
system fail despite being bemused, 
confused and often angry at the 
additional demands that yet another 
organisational change imposes on their 
increasing workloads. Quite simply 
the care of those for whom they are 
responsible is far too important for the 
changes not to succeed. 
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Hon. Simon Upton 
Minister of Health 

Y our Editor has asked me to 
contribute to a forum on 
whether or not the health 

reforms can ·be described as an 
· "unethical experiment". It was 
suggested that my contribution should 
be along the lines that the proposed 
health system will be "no more 
unethical" than the old one. That would 
be a strangely ambivalent reply to those 
who argue that the reforms are 
unethical. So let me take a more robust 
stand: the reforms will secure a more 
ethically defensible pubHc he~lth 
system. 

First, let us be clear about what we 
mean by "ethical" in this context. To 
argue ethics in the context of public 
policy is to argue about how we ought 
to arrange our affairs. The yardsticks 
we will refer to will have something to 
say about the fairness or justice of those 
arrangements. We will want to 
ascertain the extent to which these 
arrangements are respectful of people
in other words, are individuals treated 
as precious in their own right rather 
than just a means to an end? 

If we are to ask these questions of the 
present health system we face an 
immediate problem. Is it a system at 
all? 

What underlying principle informs it? 
Take the question of access to health 
care. Largely, as a result of historical 
accident, the terms of access are highly 
variable. Many New Zealanders are 
entitled to benefit from the GMS if they 
visit a GP. The only trouble is, there 
may or may not be a GP close by. That 
is left to market forces - and remote 
provincial areas and some low income 
urban areas are not well provided. 
Alternatively, they may not be able to 
afford the extra fees charged by the GP 
- over and above the level of subsidy. 
Again, that has always been left to the 
market place. 

On the other hand, access to hospital 
care remains free for half of New 
Zealanders (while the balance face very 
small charges compared with the cost 
of the treatment). But another barrier 
may raise its head. There may be access 
- but not when you need it. There may 
be a two year wait or longer for some 
elective surgery. 

Or take the long term care of elderly 
citizens. If they are lucky enough to get 
into a public geriatric bed, it is free and 
there is no means test. If they occupy a 
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