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While evidence can help inform best practice, it needs to be placed in context. 
There may be no evidence available or applicable for a specific patient with 
his or her own set of conditions, capabilities, beliefs, expectations and social 
circumstances. There are areas of uncertainty, ethics and aspects of care for which 
there is no one right answer. General practice is an art as well as a science. Quality 
of care also lies with the nature of the clinical relationship, with communication and 
with truly informed decision-making. The BACk To BACk section stimulates 
debate, with two professionals presenting their opposing views regarding a clinical, 
ethical or political issue.
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Poverty kills. 

Absolute poverty kills people in the third world 
in their millions, but even relative poverty in the 
richest societies kills people in their thousands. 
Poorer people die younger—often as much as 13 
years younger in relatively wealthy societies such 
as New Zealand (NZ) or Britain.

These socioeconomic adverse gradients in health 
are well described and have been increasing 
rather than decreasing in recent years, and NZ 
is no exception.1,2 Worldwide, a strong primary 
care sector is a key feature of any of the more 
effective health services3–6 and the crux of much 
health care in the developed world is now the 
management of chronic conditions, often in 
people with multiple comorbidities. While the 
overall health of the population is primarily a so-
cial rather than a medical issue, there is no doubt 
that modern Western medicine can make a major 
contribution to extending life and quality of life 
for individuals. Several specialist teams may be 
involved, but each covers only one aspect of the 
overall care of a person. This is where the gener-
alist comes in, not only to act as the gatekeeper to 
specialist services but, as the patient’s advocate, 
to coordinate and monitor the effects of multiple 
medicines and other treatments.

The chronically sick often have increased ex-
penses relative to the well and equally often have 
less money to pay with. Often, too, those in most 
need of acute medical help are the hardest up. 

In the state hospital sector in NZ, services are 
still provided without direct charges to patients 
as originally intended for the whole service. Now, 
however, the hospital-based specialist may advise 
certain medications or other treatments that 
require close monitoring and may write a letter 
to the patient’s general practitioner (GP) advising 
such action. Unfortunately, to obtain such follow-
up and any ongoing treatment, the patient will 
be faced with a bill, not only for the prescription 
charges for medicines, but also for the services of 
the doctor charged with the follow-up. 

Well-intentioned initiatives such as Accident 
Compensation Corporation, and more recently 
such programmes as Care Plus and diabetes 
Get Checked, help only a little and cost a lot to 
administer and police. More recently, general 
medical subsidies based on socioeconomic profile 
within areas have been set up, but there is now 
a confusing proliferation of ‘access’, ‘low cost ac-
cess’ and ‘very low cost access’ practices. 

There is little consistency. In some areas the cost 
of a visit to a GP varies from zero to $50 or more, 
with added fees for out-of-hours calls, includ-
ing fees for children. These complicated schemes 
waste money in management fees and may result 
in patients ‘shopping around’, often attending the 
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free hospital emergency departments inappropri-
ately which helps neither their long-term care nor 
the income security of GPs. From the patients’ 
point of view this is understandable. It costs mon-
ey to walk into a GP surgery while it doesn’t to 
walk into an emergency department, so there is an 
obvious disincentive to consult a GP even though 
s/he may be the most appropriate clinical person. 
A final absurdity can be seen in some NZ hospitals 
where GPs provide out-of-hours services from the 
same building that houses a hospital emergency 
department. See a doctor (possibly the same one in 
some places) at one end of a corridor and you get 
treated without charge. A few metres down the 
corridor in the same building, see a doctor and you 
get a bill—which could run to well over a hundred 
dollars if it’s the middle of the night.

The ‘elephant in the room’ that is blocking the 
most effective implementation of the coordinator 
role of the GP is the patient co-payment—in plain 
English, the doctor’s fee. Along with GST and 
other flat-rate taxation, the user charges in the 
GP sector of the health service disproportionately 
disadvantage the poor, who already suffer worse 
health outcomes.

There is a fear that an entirely ‘free’ health serv-
ice is impracticable; that without the barrier pro-
vided by charges the demand would be such as to 
overwhelm the ability of the service to cope; that 
it would be abused and overused. 

Agreed, there is evidence that demand rises 
where charges are removed, but where this has 
been looked at, the extent of this increase ranges 
from six to 28%.7 This, although hardly negligible, 
is scarcely overwhelming. Equally, there is US 
evidence that even small co-payments (US$2–$3) 
have measurable effects in reducing uptake of 
medical services, both essential as well as less es-
sential, with consequent potential for adversely af-
fecting the already poorer health of the least well 
off.8 It is of interest too that there is recent official 
advice from the World Health Organization that 
direct fees to patients for medical services greatly 
disadvantage the poor and should be abolished.3

Of course primary care is not only provided by 
doctors. The complexities of modern medical care 
require teamwork between health professionals 

both in community and hospital sectors. The 
health care team may include community nurses 
(salaried), practice nurses (salaried), specialist 
outreach nurses (salaried), occupational therapists 
and physiotherapists (salaried), mental health and 
social work personnel (salaried) and hospital-based 
doctors (salaried) as well as GPs (the only non-sal-
aried team member in the whole shooting match!) 
What’s going on there? Doctors may effectively 
be competing against each other as well as against 
other health professionals. Even within group prac-
tices such competition exists. Where income de-
pends too directly on the number of consultations 
rather than their content, doctors will be tempted 
either to rush and to cut corners or to take on too 
much themselves and fail to involve the health 
care team adequately in patient management. 

Fundamental changes are needed. Here are two 
suggestions:

Firstly, remove patient charges completely. That 
way we might just be able to break down at 
least the financial barrier to access to GPs. There 
will be a cost,7,8 and this would have to be met 
from general taxation. Perhaps this will be a 
platform on which future parliamentary elec-
tions will be fought.

Secondly, employ all medical, nursing and allied 
professionals on contracts paying a salary and 
not a fee per patient seen. Just about all NZ GPs 
will have experienced working both for a salary 
in a hospital where no charges are made as well 
as in community practice where they are. Having 
the privilege as I do of working as a GP where 
services are actually already free to our enrolled 
population, I have noticed that locum, trainee 
and new doctors to the service comment almost 
universally on how much they prefer not having 
to charge. There is a contradiction inherent in 
providing support, compassion and sympathy as 
we try to do for people in distress, and then bill-
ing them for our time. 

Health care is too complex and varies too much 
from case to case to allow the current business 
model of primary care to continue. The situation of 
medical staff on annual salaries works well enough 
in the hospital sector. Why not in organisations 
providing community medical services as well?
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NO

Co-payments, or fees charged to patients, have 
been an essential component of the funding of 
health services, particularly general practitioners’ 
services, throughout the Western world since 
the emergence of medical care. Why would one 
contemplate their abolition?

If it were demonstrated that such an action 
improved either access to, the choice of, or the 
quality of health services, then investigation of 
the feasibility of abolition may be worthwhile. 

Sadly, demonstration of these desiderata is lacking.

It is instructive to note that frequently general 
practitioners do not charge co-payments or charge 
discounted co-payments.1 These instances are ra-
tional business decisions influenced by the strong 
thread of altruism that pervades general practice. 
It is a commercial practice that is seldom found in 
other service industries!

We may look at two areas of health services 
where co-payments have not been charged for 
many years and consider if any evidence of 
improvements to access, choice and quality can be 
found. Or possibly may the reverse apply?

The two areas that immediately spring to mind 
are immunisation and maternity. In both these 
cases, general practitioners have foregone the abil-
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ity to charge fees in favour of full payment for 
their services by the government.

In the case of immunisation, it is widely recog-
nised that the payments made are not adequate rec-
ompense for the services provided.2 This may have 
been a factor in New Zealand’s relatively poor 
immunisation rates, which until quite recently ap-
parently have been at almost third world rates.

Free-to-user service has not led, as predicted by 
supply-demand propositions of economics, to the 
wished for high immunisation rates. Classical 
supply-demand graphs suggest that, as the price 
of a good falls towards zero, demand tends to-
ward infinity3 and that has clearly never occurred 
with zero-priced immunisation. 

Turning to maternity services, which when 
provided by general practitioners have been free-
to-user as a consequence of an agreement finally 
reached between the government and the New 
Zealand Division of the British Medical As-
sociation in 1941, is informative. Those general 
practitioners who practised obstetrics under these 
arrangements will agree that their incomes could 
only be sustained by returns from their general 
medical services, which of course included pa-
tient co-payments and government subsidies. 

Another effect of this mechanism, aligned with 
the passage of the Nurses Amendment Act 1990, 
has eventually been the exit of general practition-
ers almost completely from intrapartum maternity 
care and antenatal care beyond the first trimester.4 
Only the most biased observer would consider 
this a beneficial consequence of the arrangement.
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