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1)
BACKGROUND
On May 11, 1975 the Medical Association of New Zealand published
a commentary on the Government's White Paper on Health.
To enable. the vital health issues raised in the White Paper to
be more carefully thought through and more widely understood,
the Association called upon Government to provide the opportunity
for greater consultation with interested organisations and for
wide-spread public discussion.
The commentary recommended that:1)

The Government should withdraw the White Paper and
introduce instead a "Green" Paper on its overall
health service proposals which would be open to full
public discussion.

2)

In the meantime, urgent consultations should be
held on the four basic problems confronting the
existing dual health service so that early action
could be taken to overcome them.
These four basic problems are:i)

A shortage ofgeneral practitioners.

ii)

A shortage of specialist hospital staff and
nurses.

iii)

An unwieldy administrative machine which badly
needs streamlining.

iv)

Insufficient co-ordination between those
who supply the health service.

2)

3)

Until the Green Paper has been fully discussed, and
acceptable decisions taken on the re-organisation
of the existing health service, the Government
should take constructive interim steps to improve
communications with the various bodies concerned.

The Association also undertook to produce alternative proposals
for the improvement of New Zealand's health services.
These proposals are incorporated in the present submissions
which represent the majority views of the 3,300 doctors who
are members of the Medical Association of New Zealand.
Assistance was received in their preparation from working parties
in each of the 21 regional divisions of the Association, and from
a number of other medical groups and individuals.
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3)
THE

M A N Z

PHILOSOPHY

It is now universally accepted - certainly in the developed
countries - that good quality health services should be
available to all citizens as of right. It is totally
unacceptable - both socially and politically - that people
should be debarred from receiving the advice and treatment
they need because of their social or economic circumstances.
Each country is faced with the problem of finding the human
and economic resources to provide health care of the best
possible standard for its people.
With the development of new and sophisticated methods of
treating the severely ill, and the longer life span which,
follows effective health care, medical and other similar
services are, and will increasingly become, more demanding of
these resources.
Each nation must find its own solution to this problem.
New Zealand has steered a middle course between the completely
state controlled system of Great Britain and the free enterprise
system of the United States.
The result, MANZ believes, is one of the best health services in
the world. It permits all patients to obtain the kind of
service they choose, reduces the demand for unnecessary services
and lessens the burden on the national finances by way
of out-of-pocket payments by the patient, insurance and prepayment plans and considerable contributions in cash and effort
from voluntary organisations.
MANZ believes the New Zealand health service can, and indeed
should be improved; these submissions contain many positive
recommendations for upgrading it.

4)
But the basic structure is sound, requiring progressive
organic change rather than the radical massive restructuring
envisaged in the White Paper.
The Association will support any proposal which ensures constant
improvement in the standards of health of the New Zealand people;
but it will not support change for the sake of change, nor change
which merely creates new administrative structures without
tackling the real needs of health care at grass-roots level.
It believes that the Government should take note of the recent
comment from the United Kingdom Minister of State for Health.
Dr David Owen said that: "....... there will never be a Government
or a country that has enough resources to meet all the demands
any nation will make on a national health service." The
implication that the White Paper will meet all of New Zealand's
demands is based on unsound assumptions.
The proposals outlined in this document will, in the Association's
view, yield rapid, significant and worthwhile improvements to the
present high standard of health care in New Zealand without
major upheaval.
In summary form, the Association's basic tenets, on which all
the recommendations in this submission rely, are as follows:1)

That improvements to the health services should
be evolutionary and continuing. Massive change is
neither necessary nor desirable.

2)

That there should be a minimum of State control
and direction.

5)
The State's role is not to exercise a central
monolithic control, but to provide guidelines
for regional, community and individual decision
and responsibility.
3)

That, while the State has a responsibility to
ensure that every citizen is able to obtain the
medical treatment he requires without financial
barrier, the individual must also retain a
personal responsibility for his health care.

4)

That the present dual public/private system
provides a sound foundation for constant and
worthwhile improvements, and should be stimulated
and encouraged.

6)
SUMMARY

1)

OF

RECOMMENDATIONS

That hospital boards be encouraged to continue the
process of merger and rationalisation into soundlybased regional groupings in which community of
interest and geography, instead of population, are
the determinants of boundaries.

2)

That hospital boards remain answerable to their
local communities and that they be given greater
freedom to act without reference to a central body.

3)

That the principle of local election remain for
hospital boards but that the Government have the,
right to appoint a minority of members, up to a
maximum of one third, if necessary.

4)

That the system of compiling hospital waiting
lists be revised.
5)

That public hospital administration be streamlined to
ensure better utilisation of staff and procedures.

6)

That, to ease congestion in outpatient clinics,
the specialist medical benefit provisions be
extended to encourage greater use of private
consultation and treatment.

7)

That the fee for service principle be retained as
the method of general practitioner and specialist
remuneration; but that the benefits be upgraded and
expanded, reviewed annually and special additional
benefits continued for the disadvantaged.

I

•

4

7)
8)

That a public education campaign be launched to
make people more aware of the disciplinary and
complaints procedures at present available to
deal with patient dissatisfaction.

9)

That more realistic incentives be offered to
general practitioners to practice in difficult
under-doctored areas.

10)

That the development of medical centres, group
practices and modern practice methods be actively
encouraged where there is a proven need; and that,
where hospital board health centres exist,
unnecessary central restrictions be abandoned.

11)

That machinery be provided to co-ordinate the
activities of public and private pathology laboratories
and facilitate the exchange of work and information.

12)

That the Government recognise that unless additional
assistance is given to private laboratories, collection
services as supplied to outlying areas by private
pathologists may suffer.

13)

That the radiological benefit be immediately reviewed
and that urgent attention be given to reducing the
present serious shortage of radiologists.

14)

That the Government recognise the vital role
played by private hospitals and make an immediate
increase in the patient benefit to ensure their
survival.

15)

That voluntary health and preventive health agencies
be permitted to retain their autonomy but that
facilities for voluntary co-operation and co-

8)
Ordination should be provided.
16)

That physiotherapy benefits be regularly
reviewed and a chiropody benefit introduced.

17)

That medical benefits for the aged and infirm, and
the socially, physically and mentally handicapped
be updated. In particular, there is a real need
for greater attention to the needs of those who
because of disability require aids for ordinary
living or to hold down a job. Such essential
equipment as hearing aids, wheel chairs, breast
prostheses, artificial eyes and limbs should be of
the best quality.

18)

That effective steps be taken to ensure better
care for the elderly in need within the community.

19)

That the practice nurse scheme be broadened to
include community and home nursing, complementary
to the district nurse scheme.

20)

That a suspensory loan scheme be introduced to enable
doctors to establish their own practices and to give
them the incentive to stay and work in them.

21)

MANZ supports proposals to increase the numbers of
medical graduates.

22)

That facilities and incentives for continuing
education for general practitioners to match those
available to doctors in hospital practice be
established.

23)

That doctors be encouraged to study the increasing
problems of alcohol and drug addiction, and in
particular, the treatment of addicts within the
community.

10)
HEALTH

ADMINISTRATION

GENERAL COMMENTS
The Government's White Paper is a document written by and for
administrators. It has no grand vision for the better health
of New Zealanders. It has no suggestions as to improving
the quality of treatment. Beyond a cursory, nod to the hope
of better preventive services it gives no hint as to the
ways in which this could be accomplished. In its 312 pages
there is no understanding that health is inextricably tangled
up with social welfare, the economy, education, with the
attitudes and behaviour of people, their actions and their
concern for others. This is a document for the deployment of
the professionals, a new administrative structure, a new
bureaucracy.
It is a basic misconception that health can be delivered or
provided by

benign Government and an efficient administrative

organisation. Health is derived from the wishes and the
determination of people and they have a vital and critical
contribution to make. The question of mobilising and motivating
the non-professional health worker is not mentioned in the White
Paper.
There is an expressed wish in the White Paper to decentralise
the administration but the structure described seems to
strengthen centralism. There are now about 30 hospital boards,
consisting of elected members who appoint their own chairmen.
The suggestion is that the regions will be redrawn so that there
will be only 14 regions. Each will have an authority of 13 members
but 6 will be appointed and the Minister will appoint the chairman.
In addition, there will be an increased executive staff of
professional administrators.

ii)
The Minister can dismiss the chairman, the appointed members
and, indeed, the authority if he thinks fit. The experience
of twelve months of a similar organisation in the United
Kingdom has been described as "nightmare knots of bureaucracy"
which is a frightening prospect from the patient's point of view.
Great power is given to the envisaged organisation by means of
its financial support. A recurring theme in the White Paper
is that administrative control should follow finance to its
source. Another way of expressing this sentiment is the adage
"He who pays the piper calls the tune".
In both the intent is to control. The quality of the tune,
whether melodious or dissonant, is less important. It is a
philosophy which suggests that an independent, efficient,
acceptable and economic effort could be changed to one of lesser
quality which is submissive to state direction.
A tight control, as in a business organisation, facilitates
smooth administration at all levels, but in matters of citizen
involvement it will be a disincentive.
Yet efficient and centralised services are necessary in some
important sectors. Public health can only be administered in
this way. In those situations where the irresponsible acts of a
few people threaten the wellbeing of the majority - such as in
matters of pollution, quarantine, pure milk and water supplies,
food handling and so on - acceptable standards must be set,
legislation may be passed, enforcement is undertaken by the
police and the departments, and the courts will punish offenders.
With new drugs and new industrial processes, such as nuclear
power, there is an increasing need for a central authority to
advise, monitor and enforce where necessary.

12)
In other sectors where it is necessary to change the behaviour
of the majority of people, not just an irresponsible minority,
the central authority is of less importance because the
principle of citizen participation gives the best chance of
achieving such aims successfully.
The State must also have authority in the provision of an
appropriate spread of hospitals, otherwise the expense of unplanned and duplicated services would be too great for the
national finances. But it is at least doubtful if the new
structure as described in the White Paper would improve the
position. Our present hospital board system has not, failed,
though it may require review and modernisation. There is general
agreement that there should be a voluntary reduction in the number
of boards because of the advantages of regionalism.
Each area needs to be delineated by the citizens who live there
for only they know the lines of communication and the community
of interest which holds them together.
Designation of "base " or "community" and "private" hospitals
would allow regions to plan their own district facilities. The
authorities should certainly retain their elected character and
should elect their own chairmen.
It is only through the clean lines of elected representatives,
who must be seen to be truly representative, that local interest
and support will be fostered. It is suggested that the board
should be a co-ordinating body for all hospitals and all
institutions which provide accommodation for sick or disabled
persons. They should also have a role for the supporting agencies
who provide services to the chronically sick, the aged and infirm
and the handicapped who can be cared for in their homes.

13)
For the purposes Of future planning MANZ agrees with the Board
of Health's recommendation that about 20 per cent of all
medical and surgical hospital beds should be in private
hospitals.
To summarise, MANZ recognises there are deficiencies in the
present system of health administration, but emphatically
refutes the White Paper contention that they can be eliminated
only by the establishment of a brand-new administrative
structure at national and regional level.
All that is needed is an improvement in the existing structures
and a greater degree of co-ordination at a national level between
the various organisations and departments involved in health
care.
The Government may well find that economies can be achieved by
unifying the present departments of Social Welfare and Health,
but this should not be allowed to interfere with the existing
services provided at grass roots level by hospital boards,
medical practitioners, voluntary agencies and the Accident
Compensation Commission.

MANZ believes that regional co-ordination and co-operation is
attainable without the imposition of a new administrative machine.
It believes that the present regionalisation of hospital boards
should be allowed to continue according to the needs and desires
of each area; that hospital board functions should be extended
where necessary to achieve co-operation with the private sector;
and that the boards should be allowed the freedom to take their
own decisions within broad policy and performance guidelines
determined by the Government through the Department of Health.

14)
Many complaints of inefficiency on the part of hospital boards
stem in fact from too tight control by the Health Department
itself of boards' activities, particularly in matters relating
to finance and new buildings.

MANZ agrees with the Hospital Boards' Association that "Government
should monitor expenditure rather than control it, as this is
one of the main reasons for the present frustrations and problems
experienced in hospital boards."
The key areas which must be tackled immediately are the undue
strictures on hospital board autonomy and the shortage of
skilled hospital and health care administrators.

RECOMMENDATIONS
1)

That hospital boards be encouraged to continue the
process of merger and rationalisation into soundlybased regional groupings; that these regional groups
should take full account of the community of interest
and of geographic needs and that population should
not be the sole determinant of their boundaries.

2)

That the present division of responsibilities in
hospitals and district health offices be continued:
doctors responsible for all medical and para-medical
activities, and administrators for finance and
administration. This system is well suited to New
Zealand conditions and customs. MANZ is however,
opposed to the White Paper concept of consensus
management at any level.

15).
3)

That active steps be taken immediately to increase
the training facilities available for hospital and
health care administrators to ensure a growing number
of properly-trained and skilled people, who not only
have the ability to administer multi-million dollar
enterprises, but also the freedom to implement the
policies of the hospital boards.

4)

That regionally grouped hospital boards remain answerable
to their local communities for the standard of care
they provide; and to the State for the way in which
their funds have been expended in relation to national
policy guidelines and long-term national plans.

5)

That the White Paper proposal for Government-dominated
regional health authorities be abandoned but that the
Government have the right to appoint, if necessary, a
minority (up to one third) of members to hospital
boards to ensure a reasonable balance of expert
knowledge where this has not been provided through
the normal electoral process.

6)

That hospital boards elect their own chairmen.

16),
PUBLIC

HOSPITAL

WAITING

LISTS

There is probably more confusion about hospital surgical waiting
lists in the minds of the public, the Department of Health and
the Government, than any other aspect of health care.
There is considerable evidence that the compilation of waiting
lists by hospital boards is faulty and that the quoted number
of 30,000 to 35,000 does not convey the truth of the situation.
Worse, waiting lists of such apparent enormity give a distorted
view of the real situation.
The Association knows of no case where a patient's admission has
been delayed when diagnosis showed his condition was lifethreatening.
Some hospital waiting lists, for instance, are artificially
inflated by the inclusion of people waiting for such operations
as the removal of tattoos, plastic surgery to protruding ears,
or the removal of various lumps and bumps. They also invariably
carry a significant number of children with tonsils or adenoids
in case the passage of time fails to cure the condition.
Other irregularities drawn to the Association's attention include:
duplication of names (the result either of clerical error or of
separate referral by different doctors); and cases where.
surgery is no longer required because the problem has rectified
itself, or the patient no longer deems it necessary, or has had
it done elsewhere.
Clearly, there is a need for compilation of more realistic
waiting lists.

17)
Undoubtedly, competition for the available beds by victims of
trauma accentuates the waiting list position, and this is
particularly so in the larger cities. Further pressure arises
from the growth of surgery for the treatment of degenerative
disease. With an ageing population and an ever-increasing
surgical repertoire, there are bound to be delays in specialist
procedures. In orthopaedic surgery alone, it is now possible
to replace every joint in the body except those of the spine.
In all surgical specialities, sophisticated methods of investigating
and treating what are generally known as degenerative diseases
are emerging without, as yet, any clear-cut picture of the.
benefits resulting from the enormous amount of highly-specialised
work involved.
Another factor adding to waiting list problems is the Hospitals
Amendment Act 1973, which allows accident patients to be treated
in public hospitals without cost to the Accident Compensation
Commission. Previously acute cases from accidents at work could.,
under certain circumstances, be admitted to private hospitals.
Now all these cases must enter public hospitals as immediate
acute admissions. Less urgent cases, e.g. hernias from work
accidents, were operated on under the Workers' Compensation Act
in private hospitals with an earlier return to work. At
present there are delays in admitting these people, and they are
frequently put on public hospital waiting lists while the
Accident Compensation Commission decides whether or not to allow
private hospital treatment.
But the length of a waiting list in any situation - apart from
the anomalies referred to above - is determined solely by the
availability of beds, of operating theatre staff, including
nurses and anaesthetists, and of theatre facilities.

18)
While appreciating the problem in some areas, the Association
believes the waiting list position is overall less significant than
the public has been led to believe. It is significant too,
that the greater turn-round on a bed-for-bed basis in private
hospitals compared with public hospitals, is in part the result
of a less rigid organisation of a surgeon's time on a sessional
basis.

RECOMMENDATIONS
1)

That the system of compilation of waiting lists be investigated
and revised so that any problem areas can be
readily identified; and that each hospital board
should be required to publish quarterly a
statement in which a clear distinction is made
between the number of patients awaiting operations
for disabling conditions and those requiring nonurgent operations. The publication of national
totals, for political or other purposes, should
be abandoned.

2)

That as an immediate palliative in areas and
specialties where high demand and long waiting
lists exist, cases from public hospital lists be
offered private hospital beds where these are
available; and that the surgeon responsible be
remunerated on a fee for service basis.

19)
3)

That in certain areas where there are long
waiting lists, surgeons be given the opportunity
to use any spare public hospital theatre time and
any available ward beds; and that remuneration.be
on a fee for service basis.

4)

That an immediate survey of bed usage be made in
consultation with practising surgeons, to ensure
that maximum utilisation is being achieved; and
that in all centres, convalescent homes and
private hospitals should be used to the full to
enable early discharge from base hospitals.
Simultaneously supervision, medical treatment and
ancillary treatment such as physiotherapy should be
actively pursued.

5)

That there be a streamlining of public hospital
administration to ensure that available surgical
staff and facilities are fully utilised at all
times.

6)

That in the long-term the solution lies in the
training of more surgical specialists and
anaesthetists who should have attractive options
of part-time private practice and part-time hospital
employment with good working conditions, a high degree
of medical autonomy and the appropriate service
facilities to keep them fully employed.

20)
OUTPATIENT

SERVICES

Outpatient services at public hospitals represent a serious
bottleneck in some areas, and are undoubtedly a major cause
of public dissatisfaction. Treatment is characterised by
long waiting periods and insufficient time for adequate
consultation. The fundamental cause is a shortage of medical
and para-medical staff and a lack of amenities. The problems
are compounded at certain peak periods, such as weekends,
when the number of victims of sporting and motor vehicle
accidents rises substantially.
Despite the efforts of full-time specialists whom some hospital
boards employ to provide free consultation service, and of, the
many part-time specialists who provide outpatient services by
seeing follow-ups and new patients at hospital clinics, there
are still delays because of the increasing demand for medical
services in general.
The only way to really eliminate the problem is to produce more
specialists.
In the short-term however, some alleviation may be obtained by
referring consultation cases to specialists in their private
capacity where they may work longer hours providing services
for which they may claim their fees. This principle was accepted
by the Accident Compensation Commission, and has resulted in a
reduction of numbers at out patient clinics in some areas because
the general practitioners can direct injury cases to a specialist
outside the hospital environment at no cost to the patient.

21)
Over-strong demand for specialist consultation time at the public
hospital departments hampers the specialised services which the
departments wish to offer and which the situation requires.
It delays access to the hospital facilities to those who most
need such facilities but cannot be identified on the clinic
waiting lists. Increased use of private consultation would
rapidly rectify this and would obviate delays in the diagnosis
of this numerically fairly small but very important group of
patients.
Full use of the private sector for consultation would continue to
provide a service of the highest quality at, by international or
any other standards, an astonishingly low cost.

RECOMMENDATIONS

1)

To ensure that such disadvantaged groups as minors,
pensioners and the chronically ill have access to
specialist services, they should be eligible for
special additional benefits to ensure they pay only
a minimal fee. These benefits to be subject to regular
review to keep pace with cost increases.

2)

That the present specialist benefit be substantially
increased to ensure the private specialist facilities
are used to the maximum to relieve the load on public
hospital outpatient clinics.

22)
COST

TO

THE

PATIENT

The White Paper makes a serious and faulty assumption: that a
majority of the people are unhappy with the cost to them of
health services. However, a recent survey of public attitudes
to medical care, published in the New Zealand Medical Journal,
suggests a high degree of public satisfaction among the public
with fee levels and service, although there are slight regional
differences in attitude between Auckland and Dunedin.
The survey says: "There is a general acceptance ......that
a minority need financial assistance in respect of general •
practitioner services. For most people the amount spent on
general practitioner services in a year is much less than a
month's rental for a television set and it might be that they
would be willing to paymore for a service which would meet
their expressed need more effectively. Most of the comments
on charges were qualified and often referred to specific
instances. Generally, satisfaction with the respondent's own
general practitioner's services was high; satisfaction with the
system was less. Perhaps even the unfavourable comments can be
viewed more as a desire for a better service in specific respects
than a general dissatisfaction."
The issue now facing New Zealand is whether to accept a system
which may involve - as was originally intended in the United
Kingdom National Health Service - completely free care at all
levels; or whether the present system should be retained in its
basic form but improved in specific areas.
The arguments for a salaried or a capitation service, free to the
consumer, have a surface attraction. That medical services should
be accessible and available to all is axiomatic.

23)
But what is debatable is whether they should always be free
to the patient. He certainly has to pay for them in his taxes.
In Great Britain it has been found that service "free at the
point of consumption" provokes an unlimited demand for this
assistance.
Unfortunately financial support for health services is not
unlimited and it has been impossible to allocate sufficient
funds to meet this ever-increasing demand.
The result is a rationing of services and a run-down in their
quality.
The development of payment by item of . service is something which
has evolved over many centuries. It has applied to many service
areas. Because it is administratively convenient to pay doctors
by capitation or by salary does not necessarily mean that this
has advantages for the consumer of the medical services.
The doctor/patient relationship is a very delicate one and it is
important that the patient personally be the employer of the doctor
even if only to a limited extent.
Inherent in the employer/employee relationship is the concept of
choice. In other words, within certain limits the patient as
employer has the right to choose whom he shall employ. By the
same token the employee, the doctor, has some rights in
determining who shall be his employer.
The patient may also ensure the quality of service provided by
his employee is of an acceptable standard. True, he may
seldom be able to judge the quality of care a doctor is providing
form a purely technical point of View.

24)
But on the other hand he is in a very strong position to judge
the quality, sincerity and depth of the doctor/patient
relationship.
With a salaried, pre-paid or capitation system, there is seldom
this opportunity for the patient to decide who shall provide
these services or whether the services provided are acceptable
to him.
A fee for service system whereby the patient makes a small
contribution towards the cost of his care has the effect of
removing any incentive for doctors to over-visit and over-see
patients in order to increase their income. Patient resistance
would soon develop in these circumstances.
A fee for service system does provide an incentive to general
practitioners to develop special skills (family counselling,
psychotherapy for example); to provide special technical services
(electro-cardiography or endoscopy), and generally to improve
the standard of his practice. A salary or capitation system
provides no such encouragement.

RECOMMENDATION
1)

That the fee for service principle be retained;
but that there be annual reviews of the General
Medical Services Benefit, specialist benefits
and the introduction of additional benefits for
the disadvantaged and needy. MANZ is strongly
opposed to any salaried or capitation system as a
basis for the remuneration of medical practitioners
working outside the hospital service.

25)
COMPLAINTS

PROCEDURES

A recent survey on public attitudes to medical care indicated
that a small minority of people is dissatisfied both with the
present system of payment for general practitioner services
and with the standard of service. The Association has always
been most concerned that even a minority of people should be
dissatisfied and is anxious to ensure that the problems are
reduced to an absolute minimum. It recognises, however, that
a situation will always exist, under whatever system, in which
there is a certain minimal level of dissatisfaction. This is
a fact of human nature.

It believes that a basic cause of dissatisfaction is the current
shortage of some 280 general practitioners and that the shortage
is accentuated in some areas through maldistribution.
So long as this shortage exists, the standard of care will suffer
deficiencies and this will be reflected in some public
dissatisfaction.

It is important that patients should receive prompt consideration
of any dissatisfaction they may wish to express about their
medical service. Local publicity regarding the method of
making formal complaints should immediately be undertaken by
MAN

in conjunction with the Department of Health and the

Medical Council.

RECOMMENDATION
That the Department of Health and the Medical
Council join with MANZ in launching an immediate
programme of public education to ensure the public
are more adequately acquainted with their statutory

26)

rights relating to complaints about medical fees and
services. Depending on the response to this
campaign it may be necessary to examine the complaints
mechanism with a view to streamlining it and making it
more accessible to the public.

27)'
R E G I S T R A T ION
The Medical Council, a statutory body, is the profession's
judiciary, and should continue to be separate from its
legislature and executive.
It should be in charge of registration, standards and
discipline, and must retain its independence as a medical
institution, and must not be linked with other similar
professional bodies.

RECOMMENDATION
That the Medical Council of New Zealand retain its
independence and on no account be absorbed within
the Health Secretariat.

28)
THE AVAILABILITY OF GENERAL PRACTITIONERS IN SPECIAL AREAS
It is generally recommended that an appropriate ratio of general
practitioners is about 1 to 1,750 of population. At present,
only one district in New Zealand - Tauranga -,meets this
requirement. On this basis there is a national deficit of at
least 280 general practitioners.
In any country there are a number of practices which are
attractive for geographic, social or climatic reasons. And
there are some which have proved unattractive to doctors. When
there is a shortage of general practitioners it would be expected
that the most attractive districts would be filled up first,
then the average areas and finally, and perhaps reluctantly, the
least attractive districts. In the event of the number of general
practitioners building up they would progressively move into the
less desirable practices. And this is what appears to he
happening in New Zealand.
The medical schools plan to lift their output of graduates until
a level of about 300 a year is reached in 1982. MANZ therefore
sees the problem of maldistribution as a diminishing one
provided:1)

Future graduates see an attraction to enter a
general practice; (this is much more likely if
adequate post-graduate educational facilities
are provided), and

2)

The proportion of doctors required for hospitals
does not increase.

29)
Steps should be taken now to improve the spread of doctors
to the less attractive areas. These measures should,
however, take the form of positive incentives rather than
compulsion.
The Health Department directs "bonded" doctors to special areas
but their experience has not been particularly successful as
the doctor, judging the post to be temporary, very often departs
from it at the first opportunity. The Association, recognising
that suitable motivation is necessary before a good service will
be provided, does not believe that compulsion or direction of
doctors provides a suitable solution.
Instead, incentives should be provided which are strong enough
to outweigh the disadvantages of the situation. For this it
would be necessary to assess each problem area, define why it
is unattractive and compensate with appropriate incentives.
It must be recognised, however, that each district is different:
geographic remoteness, a feeling of medical isolation and
difficulty in getting locums may be the most important factors
in some areas.

In others, the doctor and his family may find

it impossible for their educational, social or recreational
requirements to be met. The new housing areas, where there are
aggregations of people all of a similar age, economic status, and
educational accomplishment, cause a heavy demand for service
without a compensatory reward.

MANZ recognises that it is the responsibility of those doctors
providing primary medical care to ensure emergency services are
available when required. General practitioners with city
offices, but who live in the suburbs, could be required to take
their turn on night call with doctors practising in the suburbs.

30.)
RECOMMENDATIONS
1)

That the areas in which doctor shortages exist
be immediately defined by the health authorities
in consultation with the 'Association.

2)

That appropriate incentives be offered to deal
individually with each situation. These incentives
to include: establishment of suspensory loans
for group practices or medical centres; increased
financial return by bonus, additional G.M.S. benefit,
or additional mileage fees; additional finance
for para-medical support; the provision of
suitable accommodation; a better locum service;
or a car allowance,

31)
MEDICAL

CENTRES

MANZ considers that the development of privately owned medical
centres, group practices and hospital board centres is an
important concept in community health services.
NOTE: In this submission the term "medical centre" refers to
a privately owned centre and the term "health centre" refers
to the hospital board owned equivalent.
The 1972 Report of the Health Centres Advisory Committee provided
suggestions for the establishment of medical and health centres
and group practices when the idea was new and guidelines were
required.
The stage has now been reached where a number of centres have
become established and valuable experience in their operation is
being obtained. This experience should be shared and made
available to others.
At present undue emphasis is being placed on who owns the
building and how much rent is paid, rather than the promotion
of the team concept in which a group of doctors work closely
with para-medical staff such as nurses, physiotherapists and
social workers.
Unity of purpose in a medical centre or group practice can be
achieved in, a number of ways. For instance, as part of the
teaching programme for undergraduate and vocational education,
a medical or clinical school could establish at a medical centre
facilities for primary medical care in neighbouring urban areas.
This idea has been developed with success in many overseas
teaching hospitals and has given good medical care in downtown
urban areas not otherwise attractive to medical practice.

32)
In keeping with the emphasis on the team approach the Association
believes that groups which have already demonstrated the
ability to work together should have priority in funds and
encouragement to develop centres.
Hospital board health centres should be complementary to private
practices operating in the communit'y outside. They must also
reach out into the community, and all health centre staff
should be involved in domiciliary calls.
Private group practices should be given as of right every
assistance to expand their range of services: the present
priority accorded hospital board financed centres is unreasonable
and defeats the purpose for which they are established.
The urban practice nurse scheme is still required as an
adjunct to efficient medical centre operation, but should
include incentives to provide care within the community away
from the surgery: in the homes of the elderly and under-privileged,
or where there are poor or inadequate transport facilities.
A willingness to work in co-operation is the essential
ingredient of an effective hospital board health centre. If,
as has happened recently, doctors with no common interest are
thrust together, serious harm may be done to the concept locally
and nationally.
Hospital Board health centres must not reproduce the 8.00 a.m.
until 5.00 p.m. concept of medicine: provision for a 24 hour
service should be obligatoty, and facilities should be provided
for doctors to sleep overnight if they do not reside in the
district.

33)
The centres could provide the opportunity for a young doctor to
engage in community general practice with an acceptable level
of supervision without capital commitment and with freedom
to move on after due notice. The obverse of this freedom
means a much lower level of general community identification
than has been the case in traditional medical practice.
It is therefore important that the closest possible ties exist
between community leaders and the medical committee of the centre.
This should serve to ensure that the doctors are aware of the
extent to which community needs are being met. Co-operation is
the necessary ingredient but no one group should aim to
dominate the other.
A group determined to provide all aspects of primary health
cáre - preventive, curative and educational - could work well
in a tent if the will to work together exists, but a group of
individuals, whose only common, interest is that they are all
under one roof, will serve neither the community nor themselves.
For thi reason, the Association sees a need for support of
established private groups and for a reversal of the present
Government policy that support for them will be forthcoming
only after hospital board-owned centres have been established
and evaluated.
In all forms of community practice, much more use could be made
of para-medical people than is now done. This would enable each
doctor to tend more patients and give each patient
better primary care. It would also make possible greater
patient care in the home rather than in hospitals and enable
conditions to be treated earlier.
This would help overcome the shortage of general practitioners
and take pressure off hospital facilities.

34)
With all the workers under one roof, the problem of insufficient
co-ordination is overcome and, if the centre is allowed to be
largely autonomous, the need for an unwieldy administrative
machine is eliminated.

RECOMMENDATIONS
1)

That the development of public and private medical
centres be actively encouraged.

2)

That practitioners in group practice be given
every encouragement and financial assistance to
expand their range of services.

3)

That the present policy of supporting only
hospital board owned health centres be abandoned.

4)

That all forms of community medical centre
activity be evaluated to guide planning for
future centres.

35)
DIAGNOSTIC

SERVICES

Pathology,

a)

The present dual laboratory service has for a number of years
provided a high-quality economical service to all patients
despite a serious shortage of pathologists.
Pathology services have proved adaptable to meeting changes
in the needs of primary health care and, in particular, have
been willing to play a role in servicing medical centres.
Pathologists have also learned to utilise and form a satisfactory
relationship with para-medical personnel.
The main weakness in the system is the Government's unwillingness
to recognise the cost of a high standard of service in both the
public and private sector. The substantial increases in motor
vehicle and labour costs in recent years are now threatening
the availability of diagnostic services to small population
areas distant from laboratories.
Another problem is the absence of any section within the Health
Department which has specific responsibility for the
co-ordination of diagnostic services. Such a section would
also be in a position to assess and recommend steps to overcome
the shortage of pathologists.

RECOMMENDATIONS
1)

1

That the present complementary system of public,
academic and private pathology services be
continued but that some basic machinery be
established which will facilitate the exchange

36)
of work and payment, and discussion on common
problems.
2)

That training posts in pathology be increased
in an attempt to overcome the shortage of
pathologists.

3)

That data storage facilities, common to both the
public and private sectors, be established to
avoid duplication of laboratory testing.

4)

That a workload assessment system be adopted to
enable laboratory staff requirements to be
readily determined.

5)

That public, private or academic reference
laboratories be encouraged and that they be
allowed adequate funds to perform their
reference role in addition to their normal workload. (These reference laboratories must be
subject to monitoring to ensure the continuance
of their reference role).

6)

That immediate recognition be given by Government
to the increasingly-heavy costs being borne by
private laboratories in their collection services.

7)

That a national quality control programme,
together with an education programme, be introduced
to complement existing programmes and to ensure
uniform standards of performance in all diagnostic
laboratories.

8)

That a central co-ordinating service be established
immediately to facilitate national quality control
and a national reference laboratory system.

37)
9)

That a regional co-ordinating service be
established to assist co-operation between
private and hospital laboratories.

38)
b)

Radiology

New Zealand suffers from a serious shortage of radiologists.
It is estimated that 200 are required to ensure . a readilyaccessible service, yet there are only 91 - a shortfall of
109.
Private radiology practices serve a vital function in relieving
hospitals of a large number of diagnostic examinations. There
is, however, a strong cost-deterrent to the use of private
services because the radiological benefit has been revised
only once since 1942, despite substantial increases in all costs.
The result is that expensive hospital equipment is being used
for examinations which could readily be carried out privately.
Such equipment would be better utilised in the care of hospital
patients.
The Association finds no cause for concern in the quality of
diagnostic radiology, but it is concerned at the delays which
are inherent in the present system. Radiological services are,
however, still readily available for all urgent cases in both
the public and private sector.
The Association also has doubts about the value of the
Department of Health's mass miniature radiography service.
It has never produced annual accounts, or any other evidence, to
show a worthwhile return for its substantial expenditure,
and the weight of evidence suggests that such a service has no
place in modern preventive medicine.

RECOMMENDATIONS
1)

That urgent attention be given to reducing or
eliminating the present serious shortage of
radiologists.

39)
2)

That public hospitals concentrate their radiological
services on the care of in-patients with certain
exceptions, and that outpatient services be provided
by community based radiologists.

3)

That urgent consideration be given to increasing
the radiological benefit and that provision be made
for regular reviews in the light of cost increases.
(This will have the effect of reducing the demand
on hospital outpatient facilities, of encouraging
radiologists to develop private practices and to
make the substantial investments necessary for
equipment).

4)

That the Department of Health follow the example
of the United Kingdom and disband its mass
miniature radiography service.

40)
PHYSIOTHERAPY

MANZ endorses the views and recommendations submitted separately
by the New Zealand Society of Physiotherapists, National Private
Practitioners' Association.
The Medical Association believes that, in this area also, the
private sector provides an efficient and valuable service.
Today nearly half of all outpatient physiotherapy services are
provided by 200 physiotherapists who have themselves established in
private practice without capital cost to the public purse and whose
fees are state subsidised.
A career structure has been developed whih has led to a stable
highly motivated force of skilled practitioners providing an
essentially personal service to communities throughout the country.
Recognising the integral nature of the Health Team, MANZ affirms
its intention to use physiotherapy services to the best advantage
of all concerned.
To this end it appreciates the necessity for:-

a)

Firm channels of communication between doctors
and physiotherapists.

b)

Undergraduate and continuing education of doctors
in the judicious use of physiotherapy services.

RECOMMENDATIONS
1)

That Government support the expansion of current
postgraduate courses in manual and allied therapy
under the aegis of the two physiotherapy schools.

41)
2)

That the fee for service principle be retained
as an incentive to maintain the present high
standard of patient care and 24 hour, 7 days a
week coverage now provided by most practitioners.

3)

That the physiotherapy benefits be regularly
reviewed, and that they be modified to include those
in need and the chronically ill, and to give greater
assistance to the elderly.

4)

That professional boards retain their present
autonomy and character; and that they continue to
control the establishment and supervision of
minimum educational standards, training programmes,
standards of professional practice and ethics, and
to maintain the statutory registers of members of the
profession.

42)
PRIVATE

HOSPITALS

The White Paper perpetuates a long-standing myth that private
hospitals exist to make a profit. The facts suggest the
contrary. A 1974 survey of private hospitals, by Professor
J. T. Ward of Waikato University estimated that 130 private
hospitals in New Zealand had an aggregate loss of more than
$400,000 for the year; and this was before any allowance had
been made for a return on capital, or a return to management,
other than the management provided by working matrons.
Medical and surgical hospitals with more than 100 beds had an
aggregate loss of $356,000 and medical hospitals with between
31 and 60 beds had an aggregate loss of $200,000. These
losses were only partly offset by the moderate aggregate profit
of the smallest medical-surgical and medical hospitals.
The conclusion evident from this survey was that unless additional
sources of revenue can be found, the large medical and surgical (M&S)
hospitals must face closure.
Licensed private hospitals existed 35 years before the public
hospital system was established under the Social Security Act,
and for the last 25 years they have served as an invaluable
and inexpensive back-stop to the over-burdened public sector.
In 1938 when the Act was introduced there were 288 private
hospitals, providing about 22 per cent of all hospital beds.
In 1950, recognising that the growth of the public health
sector was not fast enough to overtake waiting lists, the
Government introduced a maintenance subsidy scheme for private
hospitals. In 1952 it endorsed this decision on the grounds
that "every private hospital bed is one less bed which the
Government has to pay for and maintain. "

43)
To encourage faster growth in the private hospital sector,
the Government decided that year to grant loans to establish
new private hospitals and extend existing buildings. Over the
next four years the subsidy scheme was abolished but hospital
benefits were increased and a suspensory loan scheme was
introduced to fund capital developments. Explaining these
developments in 1956, the Government noted that "if new private
hospital beds are not established to help meet growing needs
the full responsibility of providing the beds devolves on the
hospital boards and the total cost has to be met eventually
from Government funds."
The Government statement echoed coinments made by the Barrowclough
Committee on Hospital Reform in 1953 which said in its report
that "the State saves a great deal of money whenever a patient
elects to go into a private hospital rather than into a public
hospital. It must be remembered however that the private
hospital patient has paid at least as much in social security
charge and income tax as has been paid by the Public Hospital
patient. It is surely far and reasonable that the former should
expect to receive out of the public fund to which he has contributed
something more nearly approaching the latter. The private hospital
patient has a strong moral claim to much more liberal treatment
than he now receives."

The Committee proposed on this basis that the Government should
give more liberal financial support to private hospitals. In
fact, although loans and subsidies were increased, the regular
source of financial support for private hospitals was through
periodic increases in the rate of private hospital patient benefits.
The number of private hospitals in New Zealand, at 152, has not
changed much in the last 22 years, but efficient planning and
management have seen the number of private hospital beds increase
from 2,223 to 3,992, including maternity beds. This increase
applies almost entirely to geriatric beds.

44)
As well as providing 20 per cent of all available general hospital
beds, the private hospitals also perform 30 per cent of all
surgical operations - currently estimated at 58,000 a year.

The White Paper states that many people in need of medical
attention, but who cannot afford private hospital treatment,
have to wait their turn in public hospital queues, but the
fact is that without private hospitals these queues would be
considerably longer.
Since 1938 the role of private hospitals has been considered
only twice; in 1953 by the Consultative Committee on Hospital
Reform and between 1971-73 by a Board of Health Committee.
While the Board of Health committee stressed thatits terms of
reference did not cover the policy question of a wholly-owned
State hospital system versus the present dual hospital system,
it noted that: "Historically a complementary hospital system
has satisfied New Zealand's needs; legislation updated from
time to time as required has exercised valuable and desirable
control over the functioning of the private sector; and no
evidence has been submitted to the committee of any serious
disharmony between the public and private sectors."
It also said that "the committee considers that private
hospitals have been and should continue to make, a valuable
contribution towards our hospital services generally ........
It is not convinced that there is any justification for moving
away from the present dual system.

.........indeed, the weight

of evidence submitted supported the strengthening of the
private hospital sector, particularly in the geriatric field.
The committee considered it could not ignore the freedom of
choice offered under the present system." The Board of Health
Report went onto make the pertinent statement "the Private
Hospital offers more personal medical and nursing care."

45)
Between 1950 and 1974 loans and subsidies to private hospitals
totalled about $6 million compared with about $350 million
capital expenditure on public hospitals. And in the year
ended March 31, 1974, loans and subsidies to 152 private
hospitals totalled $387,607, while capital expenditure on 200
public hospitals was $24.8 million.
Patient benefits for privat, hospxal patients cost about
$73 million between 1930 and 1973. The cost of maintaining
public hospital patients was about $1,500 million in the same
period, and in the year ended March 31, 1973, patient benefits
for private hospitals totalled $7.9 million compared with the
$186.6 million spent on public hospital patients in the same
year.
The capital replacement value of the 3,992 private hospital
beds would be almost $90 million. The occupancy of these
beds saves the State an additional $15 million a year for
maintenance costs alone.
Benefits for private hospital patients have remained unchanged
since 1971, apart from the new geriatric benefit introduced
in 1974. The present rate of benefit for surgical patients
in private hospitals is $9.00 per day - compared with an
estimated average cost of $35 to $55 a day for public hospital
patients. And whilst this is the national average, the
Association understands that in the high-cost Auckland
metropolitan area the cost for acute surgical cases in public
hospitals varies between $51.00 - $63.00 a day.
The benefits for long-stay medical patients at private hospitals
is $5.50 a day - compared with an estimated average cost of
$14.00 a day for the public h.soital paLients.

46)
Since 1971, when the last increase in surgical and medical
patient benefits was granted, there has been rapid inflation.
As patient benefits had not increased, additional revenue to
meet costs has had to come from fees, yet not all hospitals
have been willing to increase fees, and even for those which
did, the problems have remained.
RECOMMENDATIONS
1)

That private hospitals be recognised by Government
as complementary to public hospitals.

2)

That for the purposes of future planning the
Government acknowledge the Board of Health's
recommendation that approximately 20 per cent
of all medical and surgical beds be in the private
sector.

3)

That an urgent, subsLantial and realistic increase
in the patient benefit be made to ensure the survival
of private hospitals, and that all patient benefits
be subject to annual review.

4)

That an equitable formula be evolved to utilise
available private hospital beds for public hospital
waiting list patients.

5)

That where a suitable specialist opinion is not
available from part-time staff, a full-time
hospital staff employee be permitted to undertake
limited consultation in a private hospital, on
approved terms of remuneration.

6)

That, as far as possible, all health agencies
in an area share relevant staff training facilities
and programmes.

47)
7)

That medical schools be advised of the need for
their curricula to provide students with
opportunities for increasing their knowledge of,
and experience in, selected private hospitals.

8)

That as courses for hospital administrators
further develop, such courses be open to
administrators from private hospitals.

9)

That substantial loan capital be made available
to private hospitals to update units and permit
planned expansion to meet the needs of population
growth and demand.

10)

That the Department of Health continue to be
responsible for the licensing and related
administration of private hospitals.

48)
VOLUNTARY

HEALTH

ORGANISATIONS

The White Paper lists 35 national voluntary organisations
involved in family health, mental health, disease control,
public health, research, charitable aid and welfare.
Most of these operate on both a national and regional basis.
Paragraph 263 states that voluntary action which stems from
social concern should not be stifled, but it understates the
importance of the contribution voluntary agencies can make.
These organisations have two functions: they work and struggle
to achieve their specific objectives in the health field.
The fact that citizens work collectively for something they
believe in is a cohesive force in the community which enhances
the quality of living.
In the White Paper voluntary organisations are lumped together
because all share the characteristic that members are prepared
to work for the common good without financial gain for themselves.
But in every other way they are as diverse as all the facets
of health care. Many were started in a spirit of compassion.
The Crippled Children's Society is an example. Others were
formed to bring people together to share common problems and
provide each other with mutual support. Then the objective
of research was added. The Multiple Sclerosis Society and
National Heart Foundation are examples. Other agencies have
provided special education and employment opportunities to
groups such as the deaf, the blind and the intellectually
handicapped. Still other voluntary agencies provide social
support to people in special need - like

Alcoholics Anonymous.

49)
In all there is a devotion and compassion which adds an extra
dimension to the treatment of a disease or disorder.
there is another type of organisation which specialises in
preventive medicine. The Plunket Society and the Parents
Centres are examples of voluntary workers who provide support
and education to parents so that their children will benefit.
Here is a vast army of unpaid health workers who, through their
enthusiasm and close, community involvement, contribute greatly
towards better health.
In the past, successive Governments have been pleased to support
and subsidise these agencies. But the White Paper, with its
recurring theme of control following finance to its source,
appears to threaten those voluntary agencies who accept
Government assistance. There is an ominous ring to the oftquoted adage that "He who pays the piper calls the tune". The
dominant thought is control of the service and less important
is the quality of the tune - whether it be melodic and appropriate,
or dissonant and out of place. The strength of a voluntary
organisation depends on its autonomy and if this is taken away
the work could die.
MANZ is very aware of the contribution which is made at local
community level by voluntary agencies. It supports the need to
co-ordinate their work and agrees that Government subsidies are
needed.
But MANZ believes the only way to mobilise and motivate these
groups is to give them real responsibility and encourage them
to plan their work, make their own decisions and initiate their
own action.

50)
It is essential that Government help should not impair their
autonomy or reduce their freedom of action
responsibility.
If insensitive controls are imposed, and voluntary workers
denied responsibility and freedom of action, they will lose
interest and transfer elsewhere their enthusiasm and energy
to the detriment of all health services.

RECOMMENDATIONS
1)

That under no circumstances should the activities
of voluntary agencies be brought under central or
regional control. But that their activities at
national and regional levels be co-ordinated to
avoid duplication of effort and wasteful use of
valuable human resources. This co-ordination.
should be entirely voluntary but stimulus provided
for the exchange of information, ideas and plans
through the provision of administrative and
clerical help.

2)

That State subsidies for voluntary organisations
be retained and regularly reviewed in the light of
cost increases; an annual block grant would be one
way of doing this. The organisation should however,
be required to account for its expenditure at the
end of each financial year.

51)
PREVENTIVE

SERVICES

There is a good deal of confusion in paragraph 236 of the
White Paper concerning the promotion of health and the
prevention of disease. An analysis of the requirements of
treatment, as compared with those of prevention, might
show how far apart are the problems, the techniques and the
solutions, of these two separate disciplines.
In treatment, a sick person approaches his doctor and asks
for help so that he can be restored to health. He is likely
to be receptive to the advice he receives. In preventive
medicine, however, it is necessary to influence the actions of
a host of healthy people who have not asked for assistance and
who tend to ignore or resent gratuitous advice.
Authority has an important part to play in the problems of
public health, as Government has a duty to protect the citizens
from communicable disease. In such matters as guarantine, pure
water or milk supplies, pollution, sewage disposal or food
handling, authority has a decisive role. All of these
conditions share one common factor. All result from the
irresponsible actions of a few people which may jeopardise the
wellbeing of the majority. For these problems, politicians,
in a democracy, will frame and pass appropriate legislation, the
police will enforce the laws and the courts will exact punishment
for infringement.
But the greater part of preventive medicine deals with the
majority of people - not just an irresponsible minority. The
decision to have a balanced diet, to take exercise, to drive
safely, to stop smoking, to provide the right environment for
children, must be made by each individual.

52)
In such matters compulsion is neither desirable nor possible,
and better health depends on the voluntary decisions of
ordinary people. The authorities and the professionals find
themselves relegated to an advisory position.
In this situation techniques very different from the easy
communication between a doctor and his highly motivated patient
must be sought. These techniques must also be different from
the authoritarian methods of public health.
Where it is necessary to change the attitudes and behaviour of
a large number of people with regard to a health problem the
principle of participation provides the best chance of success.
Whereas exhortations and directives from authority pass unnoticed by the individual, his or her interest can be stimulated
by giving him or her responsibility to bear, and a useful part
to play. The community is the unit of prevention and its
leaders are the instruments of change. Knowing the social,
religious, economic and cultural pressures of their people they
can interpret the health message into the local idiom far better
than can any outsider.
New Zealand has led the world in citizen participation in
preventive health work. Successive Governments have strongly
supported the work of citizen groups in their efforts to change
community attitudes and behaviour towards better health.
This encouragement is needed even more today than formerly
because the field has become very much more complex and has
taken on new dimensions.

53)

Many of today's problems are diseases of human behaviour,
resulting from social factors, new life styles and the modern
living environment. The new housing areas, the urban and
northern drifts, the mobility of New Zealanders and the
fragmentation of the extended family, industrialisation,
inflation and the need for two breadwinners in the family, all
these are more productive of health problems than the old enemies
of germs and toxins.
Ways in which we can counter these influences, particularly on
behalf of children, will have to be found. As a nation we must
protect the family from unwise planning and thoughtless legislation.
The most important part of preventive medicine is child health.
The environment of infancy and childhood so strongly influences
the development of the individual in terms of personality,
intellectual capacity, social, physical and mental health, that
it requires special measures and special support.
Success in this field may improve the quality of living for the
whole of the life span. And failure may be reduplicated in
diseases and disorders of generations to come.
There is an urgent need for stronger family support and a
realisation at the highest levels that the quality of our
children is of the greatenational importance.
To ensure the family environment receives maximum support at a
time when social changes, modern attitudes and a changing life
style threaten its integrity, it is suggested that a Ministry
of Family Affairs be established to scrutinise prospective
legislation for any harmful side effects to the family, and to
co-ordinate and support all aspects of family life.

54)
All family support organisations from the Department of
Education and Social Welfare, together with representatives of
appropriate voluntary agencies would be able to work under
the wing of such a Ministry.
In the last decade social factors have proved the major
influences on child health but with our separate departments
of state we have no one in authority to oversee the total
problems which have arisen. To assist us to break out of
the strait jacket of professional disciplines and departmental
boundaries, such a Ministry of Family Affairs should have
elements of each included in its professional staff.
A similar Ministry has operated successfully in Denmark.

RECOMMENDATIONS
1)

That a Ministry of Family Affairs be established
to ensure the family environment, which has such an
important part to play in preventive health, receives
maximum support from official and voluntary organisations.

2)

That voluntary agencies involved in preventive
medicine be offered assistance, encouragement and,
where necessary finance. This assistance should
include facilities for voluntary co-operation and coordination but they should retain their independence
and freedom of action.

55)
EDUCATION

1)

&

HEALTH

SERVICES

HEALTH EDUCATION;

Social and economic circumstances in the community are making
unacceptably heavy demands on the health services. Coordinated effort at all levels of education is required to
divert those who need counselling rather than medical
treatment away from the doctor and into the advice bureaux,
marriage and vocational guidance services provided by voluntary
and State agencies.

2)

EDUCATION FOR HEALTH PROFESSIONALS:

MANZ supports proposals to increase the number of medical
graduates.
It regards as vital the improvement of terms and conditions of
service in order to retain a higher proportion of graduates
in medicine and in New Zealand.
It supports the present efforts of the New Zealand Medical
Women's Association and others to enable women graduates to
continue in medicine.

MANZ supports the Council for Postgraduate Medical Education as
the appropriate advisory body to ensure adequate funding and
support for vocational and continuing medical education.
The Association believes the health service has a responsibility
to encourage and facilitate continuing education for all
professions, including doctors, but cannot agree this can only
be done in a nationalised service.

56)
This further education should be a tripartite venture on
the part of Government, universities and vocational colleges.
Facilities and incentives for the continuing education of
general practitioners to match those in full-time hospital
practice are required.
MANZ supports in general the upgrading of teaching programmes
for health related professionals. However, while accepting
that the Department of Health has transferred most educational
responsibility to the Department of Education, the Association
sees a number of serious problems including the following:*

Shortage of trained tutors in hospital schools
of nursing.

*

Failure of Technical Institutes to make proper use
of advisory committees.

*

Progressive and in some instances deliberate
exclusion of medical staff involvement in teaching
programmes matched in many cases by indifference on
the part of doctors to this responsibility.

*

Development of CIT School of Health Services divorced from a suitable clinical situation.

*

Lack of an acceptable reference point in Department
of Education. The failure of Central Advisory
Committee on Nursing Education to meet for a whole
year is a case in point.

*

Greater opportunity for advancement in nursing for
good trained teachers.

57)
*

MANZ has always felt that teacher training has
established a model of programmes at different
levels which permit interchange up to and including
university level, which could be used with
advantage for education of health-related
professionals.

3)

EDUCATION FOR FUTURE HEALTH CARE DELIVERY

MANZ holds firmly to the view that future patterns of health
care delivery in the community will focus on co-ordinated
group style practice in private or public health centres.
While buildings are being designed in some haste, no real
effort has been made to train either the staff or the patients
in the organisation and use of centres. Some form of on
study and advisory group is urgently required if the lessons
being learned in existing health centres are to be passed on
to new ones.

4)

GENERAL CO-OPERATION AND CO-ORDINATION

MANZ believes medical and other health related professionals
could with advantage be educated in the same environment: this
could be an important factor in developing the skills and
attitudes needed to work effectively in a team situation.

RECOMMENDATIONS - REMEDIAL STEPS
1)

That Government recognise that medical education
must continue from entry to medical school to the
end of a doctor's professional career.

58)
Financial support for post-graduate education is
essential to ensure the health services are
staffed by suitably trained people.

2)

That additional teaching staff with a primary
responsibility for postgraduate education be
appointed in the teaching hospitals and medical
schools.

3)

That grants-in-aid be made to vocational colleges
to enable them to make a greater contribution to
postgraduate education through the maintenance and
development of their present activities.

4)

That Government provide suitable incentives to
encourage medical graduates to undertake vocational
and subsequent medical education. Greater tax
relief and increased study grants are but two ways
of offsetting the cost to doctors undertaking
continuing medical education.

5)

The Association supports the man-power study currently
being carried out by the Department of Health in
conjunction with the Medical Council and Colleges
to establish the projected need for trainees in the
various specialties, including general practice, over
the next ten years.

59)
RESEARCH

1)

&

THE

HEALTH

SERVICE

Adequate funding for basic medical research in New
Zealand is essential to establish an atmosphere of
progressive medical activity in teaching institutions.
This is currently distributed by the Medical Research
Council and it is recommended that the Council
continue to do so and that substantial support be
afforded.

2)

Operational research within the Health Service
should be a function of that service, and indeed
some of the present activities of the Health Department
come into this category. It is recommended that part
of the budget of the Health Service be set aside for
research and development which would include such
projects as:a)

Experimental and pilot projects in local
variations in the pattern of health care
delivery.

b)

Evaluation of existing and new segments
of the health system.

These research activities must be carried out with full
co-operation between health personnel whose activities
are being examined and the central authority who will
provide the design and data processing expertise.

60)
APPENDIX

1

MEDICAL PROFESSION: COMPLAINTS PROCEDURES
The MANZ is a company registered under the Companies Act 1955.
Membership of the Association is voluntary but comprises
approximately 3,300 doctors. The Association is organised on
a geographical basis through twenty-one divisions, with the
Council of the MANZ being the governing and policy-forming
body.
The Medical Council is a statutory body under the terms of
the Medical Practitioners Act 1968 and its amendment of 1970.
The Council's functions are those of medical discipline, medical
registration, aspects of medical education and the collecting of
statistical information relating to medicine. It is composed of
eleven medical practitioners, three of whom are appointed ex
officio - the Director General of Health and the two deans of
the Faculties of Medicine in Auckland and Otago Universities.
The remaining eight are appointed by the Governor General.
A Penal Cases Committee of the Council investigates complaints
to the Council against medical practitioners. It comprises two
members of the Council, one of whom is the committee convenor,
and the third member is a solicitor of the Supreme Court. The
Committee members and the convenor are appointed by the Medical
Council.

The Medical Council adjudicates on charges of disraceful conduct
in a professional respect made against medical practitioners and
hears appeals against the decisions of the Medical Practitioners
Disciplinary Committee (MPDC).
A complaint to the Medical Council against the conduct of a
medical practitioner is enquired into by the Penal Cases Committee

61)
and if the Committee believes the complaint should be enquired
into by the Medical Council the Committee frames an appropriate
charge and refers it to the Medical Council. The charge is
prosecuted at the Medical Council hearing by the Penal Cases
Committee.
The Council may exercise its statutory disciplinary powers upon
any registered medical practitioner who:1)

is convicted by any court in New Zealand of any
offence for which the maximum punishment is not
less than two years imprisonment or

2)

is judged by the Council to have been guilty of
disgraceful conduct in a professional respect or
professional misconduct.

The disciplinary powers which the Council may exercise are as
follows: 1)

Order the name of the medical practitioner to be
removed from the Medical Register.

2)

Suspend the person from practice as a medical
practitioner for a period not exceeding twelve
months.

3)

Impose a penalty not exceeding $500.00.

4)

Censure the person.

5)

Order the person to pay the cost of the investigation
and enquiry.

/ -) I
The Act provides for an appeal to lie to the Supreme Court
against any order or recommendation made by the Medical
Council.
The Medical Practitioners Act provides for a disciplinary
committee with lesser powers and jurisdiction than those of
the Medical Council. This Medical Practitioners Disciplinary
Committee consists of five registered medical practitioners,
four of whom are appointed by the Council of the MANZ and one
by the Minister.
Where the MPDC finds a medical practitioner guilty of professional
misconduct it may do one or more of the following things:1)

Order the medical practitioner to pay a penalty
not exceeding $200.00.

2)

Censure the medical practitioner.

3)

Order the medical practitioner to pay any costs
or expenses of and incidental to the enquiry.

The Medical Practitioners Act also makes provision for the Council
of the MANZ to appoint disciplinary committees in any division or
group of divisions of the Association. The disciplinary committee
of any division or group of divisions is known as a Divisional
Medical Practitioners Disciplinary Committee (DMPDC).
DMPDC s have one function under section 47 of the Medical
Practitioners Act and that is to conduct wholly or in part the
hearing of any enquiry under the Act at the request of the MPDC
and furnish to the MPDC a full report of the hearing and the
recommendations thereon.

S

DMPDC

s have three functions which they exercise independently

of the MPDC under the provisions of section 98 of the Social
Security Act 1964. Two of these functions relate to the
taxing of medical fees and the third is the • reporting to the
MPDC

of instances where it appears a medical practitioner has

failed to credit a person with a medical benefit to which the
person is entitled.
A person chargeable with an account for medical fees may apply
to the appropriate DMPDC for the account to the examined and
for an opinion to be expressed as to the reasonableness of the
fees or charges for the services for which the account has been
rendered. The DMPDC cannot tax the fee unless the person
chargeable produces an account for the fee signed by the doctor
and written application for the account to be examined must be
made within one month after receipt of the signed account and
the application must be accompanied by the signed account from
the doctor.
The Court in which any action for the recovery of any fees or
charges in respect of any medical services is pending may refer
the account for the fees or charges for examination to the
appropriate DMPDC. The Court shall not then complete. the hearing
of the action until the opinion of the DMPDC is made known to the
court.
Where it appears to a DMPDC that a medical practitioner has
failed to credit a person chargeable with the amount of any
benefit to which that person is entitled under Part II of the
Social Security Act 1964 in respect of a service for which a
fee or charge is claimed in an account under examination the
DMPDC

must refer the matter to the MPDC which must thereupon

proceed as though the reference were a complaint of professional
misconduct unless an action for the recovery of the fee or charge
under review is pending in any Court.

64)
There is evidence that these complaints and disciplinary
procedures are not being fully utilised by the public, or
indeed that the public are even aware of their existence.
Nor do people seem to know how to complain, to whom their
complaint should be directed or the form it should take.
It is unfortunate that some complaints have been directed to
politicians who might be expected to be better informed than
the general public, and they have failed to pass them on to
the proper quarters, preferring rather to use them for political
purposes.
In the case of complaints received by District Medical Officers
of Health, clear authorisation should be given by the
Department that these complaints should be passed on to the
Disciplinary Committee.

