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SUMMARY. General practice in New Zealand has evolved
into a 'user pays' system and although operating within a
national health service, it has many interesting differences
from general practice in the United Kingdom. Emphasis is
placed on biculturalism in health care. Income is derived
through a fee for service, which includes a proportion from
patients dependent on their means tested reimbursement
from the government for provision of general medical ser-

vices. Consultations are fewer in number and longer in
duration. New Zealand society has considerable awareness
in the area of medical ethics and there is a medical insur-
ance scheme which covers ill health as a result of acci-
dents. Great advances have been made in provision for out
of hours work. New Zealand has its own royal college of
general practitioners, membership examination and
scheme for vocational training. This paper, based on the
authors' personal experience of 12 months' study leave in
New Zealand in 1991-92, examines these important areas
of difference and reflects on the health reforms that are cur-
rently taking place in New Zealand.
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Introduction
THIS paper describes the experiences of living and working in
lNew Zealand, a country remarkably similar to the United
Kingdom, despite their being over 12 000 miles apart. Patients in
the two countries speak the same language, obtaining medical
registration in New Zealand is at present a formality for the UK
graduate, vocational training is similar to that in the UK and
there is an active royal college of general practitioners. Although
the land mass is similar in size to that of the UK the population is
much smaller at approximately three and a half million. In terms
of research, this facilitates data collection from the country's
entire population of, for example, asthma or diabetes sufferers.
Our experience during 12 months' study leave in New Zealand

in 1991-92 suggests, however, that there are important cultural
differences between the two countries which permeate their pri-
mary health care practices. This paper examines this and other
important areas of difference: the fee for service system for gen-
eral medical services, society's awareness of medical ethics in
the consultation and in medical management, and a medical
insurance scheme which covers ill health as a result of accidents.

Biculturalism in health care

New Zealand, like the UK, is a multicultural society. The two
main cultures are those of the Pakeha (white Europeans) and the
Maoris (the indigenous people). In 1840 the treaty of Waitangi
was signed by the British and the Maoris to form a British colony
respecting the rights of Maoris.

Health problems vary with cultural origin. For example, there
is a higher incidence of diabetes' and of cot death2 among the
Maoris than among the Pakeha. However, only about 20% of the
difference in mortality between the Maori and Pakeha popula-
tions can be explained by the disproportionately high number of
Maori people in the lower social classes.3 Furthermore, there are
considerable differences in health beliefs and therefore in the
role of the general practitioner in health education and preventive
medicine. In some areas Maori health care is promoted by Maori
health teams (including practitioners whom we would consider
lay people).

Remuneration and the consultation
General practice in New Zealand is mainly private practice; the
'client' is a directly paying consumer. In 1941 general practi-
tioners decided upon this system to avoid what they perceived as
the 'bureaucratic control of medicine' where the profession
would be civil servants 'governed by the regulations.'4 At the
same time, the reverse process was happening in the UK with the
formation of the National Health Service.

In the UK general practitioners subcontract themselves to the
local family health services authority to provide general medical
services for registered patients in return for capitation fees, and
thus are bound by terms of service. In New Zealand, general
practitioners are self-employed and are not bound by terms of
service, but are answerable to the Medical Council in cases of
perceived medical negligence. General practitioners do not have
lists of registered patients and therefore do not receive a capita-
tion fee, but rather a fee for service for individual consultations.
The fee for service comes from two sources: the paying patient

and from the government. The government subsidizes general
medical services for certain groups of patients who hold a com-
munity services card. Cards are allocated to family units accord-
ing to income (grade 1 to those receiving, for example, unem-
ployment benefit, invalid benefit or a student allowance; grade 2
to those receiving partial family support). Subsidies are then allo-
cated to the general practitioner providing general medical ser-
vices according to the individual's age (maximum subsidy for
children under five years old, intermediate subsidy for those aged
five to 15 years) and the family's card grade (for adults holding
grade 3 cards there is no subsidy)

In addition there is a ceiling for each family's prescription
charges each year. Further subsidies are provided when the indi-
vidual has required sufficient medical care for him or her to qual-
ify for a 'high use health card'. The maximum fee for general
medical services that may be claimed by the general practitioner
for a patient who is a holder of a community card is 81% of the
recommended fee as stated by the New Zealand Medical
Association. A community card allows the holder a reduction in
prescription charges. All prescriptions for contraception (which
may include condoms) are charged at a standard rate of $5.00
(approximately £1.85).

Thus, the government never reimburses the general practition-
er with the full recommended fee for providing general medical
services. The amount that general practitioners charge patients is
at their discretion and many general practitioners waive the
charge for follow-up consultations and those with children under
five years of age, where the percentage claimable from the gov-
ernment for providing general medical services may be as high
as 81% of the recommended fee for a consultation. One study
showed that general practitioners do not charge for 22.5% of
consultations.5
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It seems likely that the fee for service system may influence a
patient's decision whether or not to consult, but no data exist. A
general practitioner from the UK will quickly observe that the
number of patients seen in an average surgery is much lower in
New Zealand than in the UK. The consultation time is longer;
appointments are booked at 15-minute intervals in many prac-
tices. This is despite there being a comparable number of general
practitioners per head of the population - in 1986-87 there was
one general practitioner to every 1923 of the New Zealand popu-
lation.6 Requests for home visits are fewer and this further facili-
tates longer appointments.7

Advantages would appear to exist for both the general practi-
tioner and patient from the longer consultation. There is greater
time to address patients' problems and explore hidden agendas.
However, Marsh has suggested that in the UK consultation time
should be three to five minutes.8 The New Zealand experience
and the research of Wilson and colleagues9 refute this.

Non-authoritarian approach in general practice
Consultations in New Zealand general practice, then, differ from
those in British practice in their duration and financing. On a
superficial level the contrast may appear to end there. However,
the doctor-patient relationship does seem, in general, to be one
of greater mutual respect than that in the UK. Several factors can
be identified which may have brought this about. One is histori-
cal- the colonial spirit has always led New Zealanders to pride
themselves on their egalitarian society and an escape from 19th
century class barriers was a prime motive for the early settlers'
migration. Another is the private fee system and the willingness
of patients to use this as a bargaining tool. A third, more recent,
factor is the publicity surrounding the Cartwright report,'0 dis-
cussed below, which highlighted the dangers of unquestioningly
accepting medical advice and indeed of doctors failing to obtain
adequately informed consent from patients.

It could also be argued that the absence of a list of registered
patients prevents general practitioners feeling that they 'own'
patients. Anecdotal evidence certainly indicates that patients in
New Zealand expect to take part in deciding their management.
This attitude on the part of patients allows the doctor an open-
ness in the consultation which can be refreshing and even liberat-
ing. As one general practitioner in Auckland corrected us, 'A GP
does not "manage" patients. Rather, patients attend the GP for
advice so that they can manage their ailments as they feel appro-
priate.'

Medical ethics and the Cartwright enquiry
Medical ethics has assumed a prominent position in New
Zealanders' minds since the mid-1980s when two journalists
brought to the public's attention a clinical trial investigating the
natural history of carcinoma in situ of the cervix.11 The trial fol-
lowed up a group of women attending the National Women's
Hospital in Auckland in 1955 with carcinoma in situ of the
cervix, and subsequently found that in an untreated group with
continued abnormal cytology 22% developed invasive carcino-
ma.12 The study was carried out because some local gynaecolo-
gists did not believe that carcinoma in situ progressed to invasive
carcinoma and felt that if it did, this should be proved. As a
result some patients died. The fact that this study was able to
take place without patients' knowledge or consent caused public
furore. A committee of inquiry was presided over by Judge
Sylvia Cartwright who reserved some of her harshest comments
for the failure by the medical profession to exercise control over
its own members.'3
To the observer a national difference can readily be detected in

the attitude of patients to the practice of medicine in New
Zealand and the UK, which may in part date from Cartwright's
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findings. Ethical committees had previously been consulted only
for hospital-based research and most drug company financed
research did not require their approval or oversight." Since
implementation of the Cartwright report in 1988, the ethical
committee system has been reformed through the 'promulgation
of a national standard which all health boards must implement'.'3

In cases of dissatisfaction concerning the service provided, a
patient can seek support from a designated patient advocate. Our
own experience was that patients request respect for their auton-
omy and have little time for doctors with a paternalistic attitude.
Alastair Campbell, New Zealand's first professor of biomedical
ethics, describes this as the patient seeking 'the provision of the
kind of information that will allow a sense of active choice to be
restored, in place of the oppressive loss of control which illness
brings'. 13 Furthermore, medical undergraduates in New Zealand
are now taught medical ethics and thus New Zealand medical
schools are among the first in the world to prepare students for-
mally for the dilemmas they will face in medical practice.

Accident Compensation Corporation
All wage earners in New Zealand pay a levy to the Accident
Compensation Corporation which covers health care required as
a result of an accident. General practitioners are reimbursed by
the corporation for providing treatment. The patient can claim
back fees for investigations such as x-ray examination and refer-
ral for treatment such as physiotherapy. The existence of the cor-
poration is one reason why car insurance in New Zealand is rela-
tively inexpensive compared with that in the UK, as those
injured in road traffic accidents are covered by the corporation.

Accidents following medical misadventure are also covered
through a scheme of 'no fault compensation' and thus annual
medical defence payments by doctors are considerably lower
than in the UK. However, New Zealand politicians have been
keen to reform this area as doctors are generally seen to remain
immune from malpractice liability.'4 However, the UK experi-
ence of long and uncertain service hearings and court cases con-
cerning perceived medical negligence is almost absent in New
Zealand owing to the existence of the Accident Compensation
Corporation.'5

Provision of 24 hour cover
In many urban areas of New Zealand out of hours emergencies
are dealt with by after hours surgeries staffed by local general
practitioners on rota. They are located centrally and are situated
adjacent to an emergency pharmacy. These are widely advertised
and those attending are required to pay a fee which is greater
than that charged during the day. The standard of care provided
by the surgeries is excellent and many not only provide on-call
general practitioners, but a limited accident and emergency
department as well. Home visits are made for these unable to
attend the surgery as a result of their illness.

This scheme has several advantages. First, participation in the
rota which is compulsory for local general practitioners who use
the after hours surgery, ensures a high standard of skills is main-
tained. Secondly, patients are seen after a short wait and thirdly,
casualty departments are not burdened by primary care problems.
Finally, all equipment, facilities and nursing staff are available
for emergencies at the after hours surgery. British general practi-
tioners, or their deputies, providing a similar service mainly by
home visits, may find it difficult to provide such a service and in
inner city areas may be at risk of being attacked. One disadvan-
tage of the scheme is that of reduced continuity of care, but this
is a recognition by the profession that the ideal of provision of
24-hour care by the family doctor is not always possible.
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RNZCGP and vocational training
The Royal New Zealand College of General Practitioners was
founded in 1973 and traces its origin to 1954 and the Auckland
faculty of the British college; like the British college it has a fac-
ulty structure. The first object of the RNZCGP is 'to promote in
all ways the highest standards in general practice in New
Zealand'. As a result it encourages vocational training, although
this is not yet compulsory. However, there is an active training
programme, the general practice training programme, for trainees
who are called general practitioner registrars. Doctors who have
had at least two years' hospital training and have been registered
for three years can apply for a government funded year in a prac-
tice approved for training. The government funding for this train-
ing is limited and some doctors have to enter general practice
without this experience.
Membership of the RNZCGP is by examination and candi-

dates can sit part one of the examination following their year as a
registrar, but a further two years must elapse in full time general
practice before part two of the examination may be taken (alter-
natively candidates must have had five years' experience in gen-
eral practice). Part one of the examination involves an essay, two
multiple choice question papers, three simulated interviews to
test the candidate's problem solving ability and communication
skills, and documented proof of competence in cardiopulmonary
resuscitation. Part two requires a report of two years' continuing
medical education and one of two alternative forms of clinical
assessment chosen by the candidate. The first is the traditional
method of essay, clinical diary and a practice visit. The second,
newer, 'quality assurance procedure', includes a confidential
questionnaire sent to patients conceming their satisfaction with
the doctor, a video recording of consultations and a practice visit
arranged by two general practitioners and a lay person appointed
by a local consumer group. This process is used mainly by those
wishing to be accredited as teachers in the general practice teach-
ing programme. In 1994 the RNZCGP is introducing a scheme of
reaccreditation for all its members.

Discussion
General practice in New Zealand can be regarded as an amalga-
mation of UK-style NHS practice and private practice. It is, how-
ever, being influenced by a health service undergoing controver-
sial changes, including a pilot scheme for fundholding general
practitioners. New Zealand has a huge national debt, similar to
that of the UK and ways of reducing public expenditure are
being sought particularly within health and social services. The
first changes took place in February 1992 with the introduction
of hospital charges. Initially these were for both outpatients and
inpatients, but the latter have been dropped as a result of severe
opposition.
More radical changes have been aimed at integrating primary

and secondary care and thus attempting to break down the inde-
pendence of those in primary care. General practitioners are
being asked to sign contracts with regional health authorities and
to consider capitation fees to cover individual general medical
services fees for registered patients. Secondary care's autonomy
is being undermined by progressively limited funding. The result
is a forum for considerable negotiation and fierce disagreement,
with the providers trying to establish common ground with the
purchasers, without a sacrifice in standards of patient care.
The advantages to primary care would be the introduction of

patient and disease registers and thus an opportunity to increase
organized health promotion. Health promotion does, however,
take place through a national register for cervical screening, by
offers of mammography for women aged 50 to 65 years, and by
melanoma screening in designated areas by rotation. Further-
more, many practices offer their own recall systems to promote

the asthma action plan of New Zealand,16 and a national cot
death programme has been well publicized and appears to be
reducing the incidence of sudden infant death syndrome.'7 The
disadvantages could include increased consumer demand and
thus frequency of consultations, particularly home visits, and this
might compromise the duration and quality of the consultation.
These reforms will without doubt be carefully scutinized, in

order that the consultation time of 15 minutes is not threatened.
Maintenance of the quality of the consultation is the key to con-
tinuing the excellent standard of New Zealand's primary care
and high morale among a profession which until recently had
nearly ideal circumstances in which to practice.7
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