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A fundamental feature of the New Zealand 
health care system is that most hospitals are state 
owned and thus designated “ public.” The man
agement is decentralized, and there are 13 elected 
hospital boards throughout the country responsi
ble for hospital policy in their area. Some of these 
boards administer several major hospitals, 
whereas others control perhaps only one small 
hospital. A global sum is determined annually by 
the National Treasury and made available through 
the Health Department for allocation to the boards 
according to the size of the population served. 
Sometimes this is a very considerable sum; the 
budget of the Auckland Hospital Board is said to 
exceed the national budget for the whole of the Fiji 
Islands.

Staffing
Each hospital board has a superintendent-in- 

chief who is medically qualified and who acts as an 
advisor to the board. Each hospital in turn has a 
superintendent who is also medically qualified and 
who is responsible for the day-to-day running of 
that hospital. The superintendent is assisted by the 
chief nurse, who holds responsibility for the nurs
ing staff, and numerous other senior executive of
ficers, as in any other large bureaucratic organiza
tion.

Public hospital medical staffing is provided by a 
combination of full-time and part-time specialists. 
In addition, there is a full complement of house 
officers who, as elsewhere, are full-time and con
sist primarily of (1) interns, who are completing 
the statutory requirement of one year’s rotating 
internship prior to acceptance by the Medical

Council for full registration as a medical practi
tioner; (2) second year house officers, who are 
doing a second year of three-month rotating posts 
in order to further their experience; and (3) regis
trars, who are in their third year subsequent to 
qualification and who, having decided upon their 
future vocation in medicine, are embarking upon 
their first year of formal specialty training.

The full-time specialists are usually employed in 
areas where very special skills are required or 
where continuity is necessary. A few so-called 
full-time specialists have a rotational half-day each 
week in which they are permitted to do private 
work outside the hospital in order to supplement 
their salary. The truly part-time specialists are 
usually employed for three to four half-days each 
week. During this time they attend the patients in 
the wards for which they are responsible. In 
smaller centers, it is not uncommon for family 
physicians who have had some specialized train
ing, such as in anesthesiology or geriatric 
medicine, to hold a position of this type in a public 
hospital.

Depending on the day of the week, patients in 
the public hospitals are allotted to the team which 
has been given responsibility for all new admis
sions on that day. The specialist who heads that 
team has overall responsibility for the patient 
throughout his or her hospital stay, unless the na
ture of the problem falls within the province of 
another specialty, when a change of team may be 
arranged. Whenever possible, patients who re
quire readmission for further treatment are re
turned to the care of the original team.
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0094-3509/82/010185-03$00.75 
• ® 1982 Appleton-Century-Crofts

THE JOURNAL OF FAMILY PRACTICE, VOL. 14, NO. 1: 185-189, 1982 185



VAUUM®(dicizepctm/Roche)
Before prescribing, please consult complete product 
information, a summary of which follows:
Indications: Management of anxiety disorders, or short-term 
relief of symptoms of anxiety. Anxiety or tension associated with 
the stress of everyday life usually does not require treatment 
with an anxiolytic. Symptomatic relief of acute agitation, tremor, 
delirium tremens and hallucinosis due to acute alcohol with
drawal; adjunctively in skeletal muscle spasm due to reflex 
spasm to local pathology; spasticity caused by upper motor 
neuron disorders; athetosis; stiff-man syndrome; convulsive 
disorders (not for sole therapy).
The effectiveness of Valium (diazepam/Roche) in long-term use, 
that is, more than 4 months, has not been assessed by 
systematic clinical studies. The physician should periodically 
reassess the usefulness of the drug for the individual patient. 
Contraindicated: Known hypersensitivity to the drug.
Children under 6 months of age. Acute narrow angle glaucoma; 
may be used in patients with open angle glaucoma who are 
receiving appropriate therapy.
Warnings: Not of value in psychotic patients. Caution against 
hazardous occupations requiring complete mental alertness. 
When used adjunctively in convulsive disorders, possibility of 
increase in frequency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant medica
tion; abrupt withdrawal may be associated with temporary 
increase in frequency and/or severity of seizures. Advise 
against simultaneous ingestion of alcohol and other CNS 
depressants. Withdrawal symptoms similar to those with 
barbiturates and alcohol have been observed with abrupt 
discontinuation, usually limited to extended use and excessive 
doses. Infrequently, milder withdrawal symptoms have been 
reported following abrupt discontinuation of benzodiazepines 
after continuous use, generally at higher therapeutic levels, for 
at least several months. After extended therapy, gradually taper 
dosage. Keep addiction-prone individuals under careful sur
veillance because of their predisposition to habituation and 
dependence.

Usage in Pregnancy: Use of minor tranquilizers 
during first trimester should almost always be 
avoided because of increased risk of congenital 
malformations as suggested in several studies. 
Consider possibility of pregnancy when instituting 
therapy; advise patients to discuss therapy if they 
intend to or do become pregnant.

Precautions: If combined with other psychotropics or anticon
vulsants, consider carefully pharmacology of agents employed; 
drugs such as phenothiazines, narcotics, barbiturates, MAO 
inhibitors and other antidepressants may potentiate its action. 
Usual precautions indicated in patients severely depressed, or 
with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debilitated 
to preclude ataxia or oversedation.
The clearance of Valium and certain other benzodiazepines can 
be delayed in association with Tagamet (cimetidine) administra
tion. The clinical significance of this is unclear.
Side Effects: Drowsiness, confusion, diplopia, hypotension, 
changes in libido, nausea, fatigue, depression, dysarthria, 
jaundice, skin rash, ataxia, constipation, headache, inconti
nence, changes in salivation, slurred speech, tremor, vertigo, 
urinary retention, blurred vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hallucinations, increased 
muscle spasticity, insomnia, rage, sleep disturbances, stimula
tion have been reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; periodic blood counts 
and liver function tests advisable during long-term therapy. 
Dosage: Individualize for maximum beneficial effect. Adults: 
Anxiety disorders, symptoms of anxiety, 2 to 10 mg b.i.d. to 
q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 
5 mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle 
spasm, 2 to 10 mg.t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated 
patients: 2 to 2'h mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 21/2 mg 
t.i.d. or q.i.d. initially, increasing as needed and tolerated (not 
for use under 6 months).
How Supplied: For oral administration, Valium scored tablets 
— 2 mg, white; 5 mg, yellow; 10 mg, blue— bottles of 100* 
and 500;* Prescription Paks of 50, available in trays of 10.* 
Tel-E-Dose® packages of 100, available in trays of 4 reverse- 
numbered boxes of 25,'t and in boxes containing 10 strips of 107 
*Supplied by Roche Products Inc., Manati, Puerto Rico 00701 
tSupplied by Roche Laboratories, Division of Hoffmann-La Roche Inc., 

Nutley, New Jersey 07110

ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701

FAMIL Y PHYSICIAN IN NEW ZEALAND

Continued from page 185

A major incentive to use the public hospital is 
that all services and accommodations are free to 
the New Zealand citizen. Thus no patient need 
ever fear that highly specialized medical care will 
be a financial embarrassment.

From the patient’s point of view the disadvan
tages of the “ public” hospital are that there is no 
choice of physician and, furthermore, that the 
family physician is unable to influence manage
ment in hospital except indirectly through discus
sion with the physician in whose ward the patient 
has been placed.

Private Care
For those who can afford it and those who have 

private medical insurance (this now represents in 
excess of 500,000 people out of a population of 3.1 
million), there is still a private hospital system 
operating in parallel with the public system. One 
disadvantage of most of these hospitals is that they 
are usually geared to relatively unsophisticated 
medical and surgical procedures; only one in the 
whole of New Zealand has a resident medical 
staff. This particular hospital has facilities for open 
heart surgery and can cope with most intensive 
care procedures.

A few of the private hospitals are owned by a 
consortium of physicians; several are owned by 
the largest medical insurance company, while 
most of the others are owned by nonprofit making 
charitable organizations such as the various reli
gious denominations.

Even these hospitals would find it difficult to 
continue to serve the public without a small bed 
subsidy from the Department of Health, and are 
thus paid for out of taxation. This is due to recog
nition by the government of the important role that 
these hospitals play in relieving pressure on the 
public hospitals. The size of the subsidy, however, 
is such that the private patient still has to find a 
substantial part of the hospital fee himself, and 
without private insurance many individuals find 
this prohibitive.

The private hospitals flourish because the pa
tient has a choice of physician and elective surgery 
can usually be done promptly, whereas in many
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urban public hospitals there is a long waiting list 
for such procedures. The private hospitals can 
also offer minor luxuries, such as a telephone at 
the bedside and, for an extra fee, single-bedded 
rooms, at the option of the patient.

Family physicians may admit their patients to 
private hospitals and care for them there, but usu
ally such patients are looked after by the specialist 
to whom they have been referred by the family 
physician. Although referral is not obligatory, 
most such admissions have complexities that are 
considered to warrant specialist assistance. Fur
thermore, it is uncommon for New Zealand family 
physicians to perform major surgery, so virtually 
all surgical cases requiring hospitalization are 
likely to be referred for specialist management. 
Physicians using the private hospitals work on a 
fee-for-service basis and have the right to charge 
whatever they consider a fair fee for the service 
rendered.

Domiciliary Care
A further feature of the New Zealand health 

services is the excellent domiciliary facilities 
available. In most of the larger urban areas, there 
is a full domiciliary pathology service available. 
The laboratories employ young women to collect 
samples and take blood. They are provided with a 
car, which is in radio contact with the base labora
tory. This leads to a very prompt service, and lab
oratory results in urgent cases can be phoned to 
the family physician and are often available more 
rapidly than when similar tests are sought in hospi
tal for hospitalized patients. This efficient service, 
which is subsidized in full by the Health Depart
ment, is therefore available without charge either 
to the physician or his patient. As a result of this 
service many patients who would otherwise re
quire inpatient care (eg, for stabilization of 
anticoagulant therapy) may be cared for at home. 
In some areas there is also a domiciliary x-ray 
service that provides radiographs of sufficient 
quality to exclude such problems as fractures, 
pneumonia, and pleural effusion. This service is 
subsidized but is not completely free to the pa
tient.

The concept of the extramural “ hospital” has 
been described in a previous article.1 Such organ

THE JOURNAL OF FAMILY PRACTICE, VOL. 14, NO. 1, 1982

izations, which now exist in several urban areas, 
are under the control of the local hospital boards 
but are designed to support the general practi
tioner in the care of patients in their own homes. 
The extramural services were originally conceived 
at a time when there was a serious shortage of 
hospital beds. The service can provide home nurs
ing, physical therapy, occupational therapy, di
etary advice, domestic services, meals on wheels, 
and social worker support. In addition, there is a 
linen service and an oxygen service, and wheel
chairs, crutches, and other aids to daily living are 
available on loan. Almost all these services are 
available without charge to the patient at the re
quest of the family physician. Although this 
facility is not inexpensive to provide, it is believed 
that it reduces considerably the usage of expensive 
hospital beds.

Comment
Many New Zealand family physicians take the 

view that most hospital care requires procedures 
involving high technology beyond the capacity of 
anybody not constantly working with such tech
nology. Thus, the monitoring of a patient with an 
acute myocardial infarction over the first one to 
two days has become such a highly specialized skill 
that many feel that delegating to a physician who 
does little else is in the best interests of their pa
tients. On the other hand, were it not for logistic 
reasons relating principally to distance from the 
hospital, many family physicians would welcome 
the opportunity to provide general surveillance for 
patients in hospital in partnership with the special
ists, thus providing a continuity of care which is at 
present lacking. They also feel that a closer attach
ment to the hospital would be beneficial in their 
efforts to keep thir medical knowledge updated. 
Meantime, well-developed facilities designed to 
assist in the diagnosis and management of patients 
in their own homes go some distance toward com
pensating the New Zealand family physician for the 
common absence of hospital privileges.
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