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Introduction
Last summer our small medical team visited the Calais ’Jungle’. Since that time much has changed

and the camp is being demolished and by the time this article is read, it will probably be long gone.

Some youngsters are finally being brought to the UK under the ’Dubs’ amendment. However, once

this camp is cleared it will not solve the ongoing flight of refugees from war torn areas: other camps

are already appearing.

July 2016
A young Afghan man caught his finger on a sharp point while trying to cross a barbed wire fence.

The finger was partially degloved. He attended the local hospital, where they placed a few sutures,

but now, 2 weeks later, the skin is necrotic and the underlying tissue looks infected. He is in danger

of losing his finger.

A middle-aged Sudanese man has been having rigors and is generally unwell. He says it is similar

to when he last had malaria.

A young Ukrainian woman complains of lower back pain and urinary frequency.

The paths of these three people may never have crossed; yet here they are, denizens of the Calais

Jungle. They turn up to a makeshift primary care ‘clinic’ that we set up in the heart of the unofficial

refugee camp one weekend in July 2016.

With only basic medical supplies, we are immediately challenged by what we see. How can we

arrange secondary care for the young Afghan in danger of losing his finger? We try to persuade him

to return to the original local hospital, but he is reluctant. It was not a good experience for him the

first time round.

With the other two patients, it is easier. They can attend the Salam clinic run by a local association

during weekdays. Later, we receive word that malaria has been confirmed in our Sudanese patient.

More people arrive, presenting with scabies, rat bites, tinea, chest infections, and wheezing from

inhaling smoke from fires lit to cook and keep warm in their tents at night. We examine a severely

malnourished 2-year-old boy. We meet several of the camp’s 600 unaccompanied children, at grave

risk of sexual exploitation. We learn that there is inadequate safeguarding in place to protect them.

A young Eritrean man comes in worried about his eye. He has sustained direct ocular trauma from a

rubber bullet, and will never see normally again out of that eye. We see haematomas from police

batons, and hear about children being exposed to tear gas again and again (Figure 1).

The reality
These are no ordinary patients. They have travelled far from home to escape war, poverty, and mis-

ery. They have endured personal odysseys to get here, experienced untold hardships, and suffered

unimaginable privations. Many have survived the loss of their families, torture, and rape. Their jour-

neys over, for the moment at least, they must make their homes in the Calais Jungle. Their new shel-

ters are in many cases mere tarpaulin covers, and their new beds just rugs on the ground. They own

next to nothing. There is little for them to do, besides use their ingenuity to cross the English Chan-

nel in search of a better life. They are vulnerable to exploitation, crime, injury, and disease. Poten-

tially violent clashes with local police, with other ethnic groups resident in the Jungle, or local far

Clare G and Nyiri P. BJGP Open 2017; DOI: 10.3399/bjgpopen17X100557 1 of 5

PRACTICE & POLICY

CC      BY        license (

*For correspondence: les.toop@

otago.ac.nz

Competing interest: See page 3

26 January 2017

Accepted: 29 January 2017

Published:

Author Keywords: general

practice, integration, alliancing,

New Zealand

DOI:10.3399/

bjgpopen17X100845

Steps towards more integrated care in
New Zealand: a general practice
perspective
Les Toop, MD, MRCGP, FRNZCGP*

Head of Department of General Practice, University of Otago, Christchurch, New
Zealand

The imperative to better integrate health care in New Zealand started a quarter of a century ago

and has accelerated in recent years, some of it recently showcased at the 4th World Congress on

Integrated Care in 2016.1 There exist mature models of horizontal integration, patchy examples of

effective vertical integration, and much talk from the highest levels of government of the need for

more intersectoral integration. The concept of improving horizontal integration by co-location and

collaboration is of course far from new, with many and varied primary care workers in New Zealand

expressing the wish to develop closer working relationships in the 1990s.2 These collaborative senti-

ments were not always shared by national disciplinary leaders and politicians.3 The integrated family

health centre or healthcare home model with innovative models of care is only now gaining momen-

tum in parts of New Zealand4, but is yet to be trialled and evaluated at scale.

First steps for organised general practice in New Zealand
In the 1990s, competition in health was enshrined in policy by a hard-line, right-wing government

with public hospitals rebranded as ’Crown Health Enterprises’. They were instructed to compete

against each other and to deliver profits.5 Meanwhile, general practice was organising itself into col-

laborative independent practice associations (IPAs) to share after hours care, to negotiate collec-

tively, to take back control of their own continuing education, to provide support for evolving

computerisation, and to work together on other areas of mutual interest. The opportunity for several

nascent IPAs to take on risk-sharing budgets for selected referred services, (principally medicines

and laboratory tests), arose from a policy vacuum on primary care direction, spiralling expenditure

and innovative thinking from the sector. In some places, budget holding proved to be very success-

ful in the early years and provided those IPAs with the financial resources to begin developing more

integrated services. Importantly, these initiatives were designed, owned, and implemented from the

ground up. In Canterbury, the Pegasus IPA was formed in 1992. It was, and remains, the largest

organised general practice network in the region. Pegasus quickly developed and self-funded a

range of initiatives, including peer-led interdisciplinary education and quality improvement, together

with a number of population health programmes, most of which continue today.6 Vertical integration

was given a further boost with the introduction of an acute demand programme in 2000, which deliv-

ered care for selected higher acuity patients in the community, who previously would have been hos-

pitalised. The key success factor was allowing general practice teams to decide what resources and

services were required to safely replace a hospitalisation with care in the community. Coordination

was provided by Pegasus and an immediate, no-questions-asked approach to funding approval

achieved enthusiastic uptake and rapid results in decreased acute medical hospitalisations. This

highly successful community-governed model, contrasting with the hospital-in-the-home outreach

model much used in Australia, is now in its 17th year. It has established many local community part-

nerships, works closely with secondary care, and has been replicated extensively around New

Zealand.7

In 2001, the now centre-left government launched a Primary Health Care Strategy8 that, for the

first time, encouraged universal patient enrolment with part payment of fees under a capitated
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formula. Most funding was to be distributed through new entities named primary health organisa-

tions (PHOs), which were allowed to form themselves from willing participants, but which were

required to have community involvement in governance. Beyond the obvious advantages of the

mutual responsibility that comes with enrolment, this change encouraged closer and more formal

working relationships between primary care clinicians, community agencies, and non-

governmental organisations.

Introducing the concept of alliancing: shared problems,
shared solutions
Moving on a few years, and a change back to a centre-right government, it was becoming clear that

the pace of change needed to increase to meet the changing demographics (of both the population

and the health workforce) to address unacceptable inequities in health outcomes between the most

and least advantaged. In response to a new policy document introduced in 2009, called Better,

Sooner, More Convenient9 volunteer groups, mostly in the geographic distribution of district health

boards, submitted plans to develop more integrated services. The concept of alliancing was encour-

aged, and in Canterbury, this approach was adopted enthusiastically with the formation of the Can-

terbury Clinical Network. The measurable benefits of this new way of working and planning have

been substantial, and some of these, together with their detailed workplan are publicly available.10

Acceleration and incentive was provided by the destructive Christchurch earthquakes in 2010–2011,

which significantly reduced hospital inpatient capacity. The key success to the alliancing approach is

seen as the commitment from all partners to own the problems, and plan and work together to find

solutions. Clinicians from across the system work with funders, and multiple community agencies to

redesign services with a shared focus on organising care that is integrated to provide ’best-for-

patient’, ’best-for-system’ outcomes. Nationally, productive alliancing activity has been patchy, but

there are some notable successes in progressing integrated care detailed on the General Practice

NZ website.11 In parallel, horizontal and vertical integration have been facilitated by a number of col-

laborative IT developments, between general practice, secondary care, and local funders. Health-

Pathways12 and HealthInfo13 are prime examples. Developing the content of the care and referral

pathways fosters strong primary and secondary care relationships. Locally adapted healthpathways

have now been extended to most of New Zealand, much of Australia, and now has a foothold in the

North East of England. HealthOne14 is a shared electronic record view of many parts of the health

system (primary care, secondary care — inpatient and outpatient — pharmacy, radiology, labora-

tory, community nursing, and others). This platform will soon extend the visibility or relevant parts of

clinical records to the whole South Island of New Zealand.

The beginnings of intersectoral integration
The current New Zealand government, championed by the new prime minister, is very enthusiastic

about developing greater intersectoral collaboration, and has identified the need for, and commit-

ment to, social investment in the most vulnerable and at risk populations who repeatedly require the

services and attention of social welfare, education, and justice systems.15 Early social sector trials,

which allow increased local autonomy in social service provision, are being evaluated.16 The recent

introduction of a co-developed national system level measures framework to replace the previous

single disease-based pay-for-performance programme, should also add incentive to integration

organised through local alliances.17

In Canterbury, both horizontal and vertical integration are developing.18 Comprehensive intersec-

toral integration seems inherently sensible. Whether it is practically achievable, or simply a chimera,

remains to be seen.

Provenance

Commissioned; not externally peer reviewed.

Toop L. BJGP Open 2017; DOI: 10.3399/bjgpopen17X100845 2 of 3

Practice & Policy

http://dx.doi.org/10.3399/bjgpopen17X100845


Additional information

Competing interests

LT: Chair of Pegasus Health. Member of the Canterbury Clinical Network Alliance Leadership Team.

Member of the Executive of General Practice New Zealand.

References
1. International Foundation for Integrated Care. WCIC4 – 4th World Congress on Integrated Care, Wellington,

New Zealand http://integratedcarefoundation.org/ (accessed 20 Feb 2017).
2. Toop LJ, Hodges I. Primary care teamwork in the Christchurch area part 1: health professionals actual and

preferred levels of inter disciplinary contact and collaboration. N Z Fam Phys 1996; 23: 42–49 (available from
http://www.otago.ac.nz/christchurch/otago633959.pdf).

3. Toop LJ, Nuttall J, Hodges I. Barriers to greater collaborative teamwork in primary care in the Christchurch
area. N Z Fam Phys 1996; 23: 51–59 (available from http://www.otago.ac.nz/christchurch/otago633958.pdf).

4. CompassHealth. Future vision: health care home, health care neighbourhood. (Planning for 2020). 2016.
http://gpnz.org.nz/wp-content/uploads/Health-Care-Home.pdf (accessed 20 Feb 2017).

5. Upton S. Your health & the public health. 1991. http://www.moh.govt.nz/NoteBook/nbbooks.nsf/0/93
E9C76187239F264C2565D7001869CC/$file/your%20health%20and%20the%20public%20health.pdf
(accessed 20 Feb 2017).

6. Pegasus Health (Charitable) Ltd. What we do. http://www.pegasus.health.nz/direct-to-patient-services
(accessed 20 Feb 2017).

7. Our health system. Programme profile: acute demand management services (ADMS). 2014. http://www.
cdhb.health.nz/What-We-Do/Projects-Initiatives/Acute-Demand-Management-Services/Documents/Acute%
20Demand%20Management%20Service.pdf (accessed 20 Feb 2017).

8. Ministry of Health, Manatu Hauora. Primary health care strategy. 2001. http://www.health.govt.nz/
publication/primary-health-care-strategy (accessed 20 Feb 2017).

9. Ministry of Health, Manatu Hauora. Better, sooner, more convenient health care in the community. 2011.
http://www.health.govt.nz/publication/better-sooner-more-convenient-health-care-community (accessed 20
Feb 2017).

10. Canterbury Clinical Network. Transformation of health in Canterbury. http://ccn.health.nz/OurHealthSystem/
HowitBenefitsOurPeople.aspx (accessed 20 Feb 2017).

11. General Practice NZ. Integrated care — key links. http://gpnz.org.nz/research-and-innovation/integrated-
care-key-links/ (accessed 20 Feb 2017).

12. HealthPathways Community. What is HealthPathways. http://www.healthpathwayscommunity.org/About.
aspx (accessed 20 Feb 2017).

13. Healthinfo Canterbury Waitaha. About Healthinfo. http://www.healthinfo.org.nz/index.htm?About-
HealthInfo.htm (accessed 20 Feb 2017).

14. HealthOne. About HealthOne. http://healthone.org.nz/home/about-healthone (accessed 20 Feb 2017).
15. The Treasury. Kaitohutohu Kaupapa Rawa. http://www.treasury.govt.nz/statesector/socialinvestment

(accessed 20 Feb 2017).
16. Ministries of Social Development (MSD), Justice, Health, Education and New Zealand Police. Final evaluation

report. Social sector trials — trialling new approaches to social sector change. http://www.msd.govt.nz/
documents/about-msd-and-our-work/work-programmes/initiatives/social-sector-trials/msd-social-sector-
trials-evaluation-report-may-2013.pdf (accessed 20 Feb 2017).

17. Ministry of Health. Manatu hauora. system level measures framework. http://www.health.govt.nz/new-
zealand-health-system/system-level-measures-framework (accessed 20 Feb 2017).

18. The King’s Fund. The quest for integrated health and social care: a case study in Canterbury, New Zealand
https://www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care (accessed 20 Feb 2017).

Toop L. BJGP Open 2017; DOI: 10.3399/bjgpopen17X100845 3 of 3

Practice & Policy

http://integratedcarefoundation.org/
http://gpnz.org.nz/wp-content/uploads/Health-Care-Home.pdf
http://www.moh.govt.nz/NoteBook/nbbooks.nsf/0/93E9C76187239F264C2565D7001869CC/&x0024;file/your%20health%20and%20the%20public%20health.pdf
http://www.moh.govt.nz/NoteBook/nbbooks.nsf/0/93E9C76187239F264C2565D7001869CC/&x0024;file/your%20health%20and%20the%20public%20health.pdf
http://www.cdhb.health.nz/What-We-Do/Projects-Initiatives/Acute-Demand-Management-Services/Documents/Acute%20Demand%20Management%20Service.pdf
http://www.cdhb.health.nz/What-We-Do/Projects-Initiatives/Acute-Demand-Management-Services/Documents/Acute%20Demand%20Management%20Service.pdf
http://www.cdhb.health.nz/What-We-Do/Projects-Initiatives/Acute-Demand-Management-Services/Documents/Acute%20Demand%20Management%20Service.pdf
http://www.health.govt.nz/publication/primary-health-care-strategy
http://www.health.govt.nz/publication/primary-health-care-strategy
http://www.health.govt.nz/publication/better-sooner-more-convenient-health-care-community
%20http://gpnz.org.nz/research-and-innovation/integrated-care-key-links/
%20http://gpnz.org.nz/research-and-innovation/integrated-care-key-links/
http://www.healthpathwayscommunity.org/About.aspx
http://www.healthpathwayscommunity.org/About.aspx
http://www.healthinfo.org.nz/index.htm?About-HealthInfo.htm
http://www.healthinfo.org.nz/index.htm?About-HealthInfo.htm
http://www.treasury.govt.nz/statesector/socialinvestment
http://www.msd.govt.nz/documents/about-msd-and-our-work/work-programmes/initiatives/social-sector-trials/msd-social-sector-trials-evaluation-report-may-2013.pdf
http://www.msd.govt.nz/documents/about-msd-and-our-work/work-programmes/initiatives/social-sector-trials/msd-social-sector-trials-evaluation-report-may-2013.pdf
http://www.msd.govt.nz/documents/about-msd-and-our-work/work-programmes/initiatives/social-sector-trials/msd-social-sector-trials-evaluation-report-may-2013.pdf
http://www.health.govt.nz/new-zealand-health-system/system-level-measures-framework
http://www.health.govt.nz/new-zealand-health-system/system-level-measures-framework
https://www.kingsfund.org.uk/publications/quest-integrated-health-and-social-care
http://dx.doi.org/10.3399/bjgpopen17X100845



