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New Zealand general practitioners’ characteristics and
workload: The National Primary Medical Care Survey
Antony Raymont, Roy Lay-Yee, Janet Pearson, Peter Davis

Abstract

Aims  To describe the characteristics and workload of New Zealand general medical
practitioners (GPs).

Methods  Data were collected from a stratified random sample of GPs as part of the
The National Primary Medical Care Survey carried out in 2001.

Results Data were submitted by 244 practitioners; a 62% response rate. Women made
up 63% of the GP workforce aged under 40 years, but only 19% of those aged over 50
years. New Zealand graduates made up 69% of GPs; graduates from other areas
occupied particular niches in the GP workforce. Each week, GPs worked (on average)
4 days and saw 102 patients. Eighty percent undertook after-hours work, and the
average on-call roster was 1-in-8. At least 8% of visits to GPs occurred after-hours.
Parameters of workload were lower for women and for those working in community-
owned clinics, and higher for those working outside cities.

Conclusions  An increasing proportion of GPs are women, and more GPs are working
part time. In addition, if the changes in primary healthcare add to GPs’
responsibilities, then more doctors will be needed. At present, GPs’ workload is high
in rural areas, which suggests inadequate recruitment; the distribution of GPs is a
more important workforce issue than absolute numbers.

The New Zealand Government launched the Primary Health Care Strategy in 2002,
proposing significant organisational change in the sector.1 There has been concern
that recruitment and retention of doctors (as well as of nurses) in primary care was
insufficient, and that the system was unsustainable.2 Such concerns have increased
with the implementation of the Strategy that sets out to reduce barriers to care and to
expand the role of the primary health care team. In particular, two ‘pressure points’
have been identified: recruiting practitioners to work in rural areas;3 and provision of
after-hours care.4

This paper presents New Zealand data on the characteristics of GPs and their
workload. It was gathered in 2001, immediately prior to the initiation of the Strategy,
and provides a baseline measurement of workload against which changing demands
can be assessed.

The National Primary Medical Care (NatMedCa) Survey asked participating
practitioners to provide information on patients seen during each of two data
collection weeks. They were also asked to provide data on some personal and
professional characteristics, and their workload.
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Methods
The NatMedCa survey was carried out during 2001/2002 using a nationally representative, multi-stage
probability sample of GPs, stratified by geographical location and practice type. A sampling frame of
all active GPs was generated from telephone (Telecom) White Pages listings, and arrangements were
made to include additional practitioners identified during the recruitment process and to replace those
who were no longer in practice. Details of the methodology have been provided in detail elsewhere.5

Four types of practices were defined in 2001: independent practitioners; practitioners who were
members of Independent Practitioners Associations (IPA); practitioners who were members of
Independent Practitioners Associations and whose funding had been capitated (Cap’t); and practitioners
working for community-owned primary care organisations (Comm.). It has been established that the
characteristics of practitioners and of workload vary across these types.5–7 Data are given by practice
type; data for all New Zealand were estimated as a weighted average to compensate for the over-
representation, in the stratified sample, of capitated and community-owned practices.
Practice ‘site’ was classified as: metropolitan (Auckland): city (>100,000 population); town (30,000–
100,000 population); and rural (<30,000). Place-of-graduation was classified as: New Zealand (NZ);
United Kingdom (UK); Other English speaking countries (Other English); Asia; and Other non-English
speaking.

The practitioner questionnaire asked the doctors to indicate the average number of patients they saw,
and the number of half-days they worked, in a week. It also asked whether the GPs took call outside
office hours and, if so, how often they worked.

It proved difficult to gather data on after-hours work performed by GPs. Such services were often
provided away from the GP’s surgery so that data collection routines were disrupted or they were
provided by individuals or organisations not participating in the survey. Summary data were therefore
sought from GP after-hours services in order to quantify the after-hours workload in primary medical
care.
The NatMedCa study, from which these data come, was approved by the relevant district Ethics
Committees, a process coordinated by the Auckland Ethics Committee.

Results

Recruitment—2779 GPs were identified; 25% of them were classified as
independent, 58% as IPA members, 15% as Capitated IPA members, and 2% as
working for community organisations. Table 1 gives these data as well as the sample
sizes and the response rates.

Table 1. Characteristics of New Zealand GPs in 2001 (response rates by practice
type)

Variable Total Independent IPA Cap’d Comm
Number of GPs in New Zealand
Distribution by practice type
Sample
Number of GPs responding
Response rate

2779
100%
396
244
62%

708
25%
76
37

49%

1598
58%
134
88

66%

411
15%
124
74

60%

62
2%
62
45

73%
IPA=Practitioners who were members of Independent Practitioners Associations; Cap’d=Practitioners who were
members of Independent Practitioners Associations and whose funding had been capitated; Comm=Practitioners
working for community-owned primary care organisations.

Overall the response rate was 62%. A third of those GPs unwilling to participate did
provide some data on themselves and their practices. On average, these practitioners
worked longer hours and saw more patients than respondents.
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Nineteen GP after-hours services were identified which provided coverage for a
defined number of GPs. Eight of these after-hours services were excluded from the
study because they did not provide an overnight service and two were unwilling to
provide data. Three of the remainder have been treated as a single service since they
served adjacent populations and only one remains open overnight covering the whole
area. Data from seven services are presented. Tables 2 and 3 show the GPs’ gender,
age, and place-of-graduation.

Table 2. Characteristics of New Zealand GPs in 2001 (by practice type)

Variable National estimate Independent IPA Cap’d Comm
N
Gender (% female)
Mean age (years)
Mean years in Practice
Place of graduation
- in NZ (%)
- in UK (%)
- in Other English* (%)
- in Asia (%)
- in Other non-English† (%)

2779
37.2
45.6
16.2

68.6
11.2
13.5
8.1
1.4

37
35.1
50.0
18.5

67.9
8.1
16.2
8.1
0.0

88
37.5
45.0
15.6

71.6
11.4
12.5
2.3
2.3

74
35.1
38.3
15.5

59.5
16.2
13.5
10.8
0.0

45
68.9
40.9
10.2

62.2
8.9
6.7
17.8
4.4

*Other English-speaking country (e.g. Australia); †Other non-English-speaking country/region;
IPA=Practitioners who were members of Independent Practitioners Associations; Cap’d=Practitioners who were
members of Independent Practitioners Associations and whose funding had been capitated; Comm=Practitioners
working for community-owned primary care organisations; NZ=New Zealand; UK=United Kingdom.

Table 3. Characteristics of New Zealand GPs in 2001 (by location)

Variable Metro Cities Towns Rural North Is South Is
N
Gender (% female)
Mean age
Mean years in Practice
Place of graduation
- in NZ (%)
- in UK (%)
- in Other English* (%)
- in Asia (%)
- in Other non-English† (%)

55
43.6
44.8
15.4

65.5
9.1
9.1
16.4
0.0

88
47.7
43.6
13.5

73.9
6.8
6.8
8.0
4.5

23
52.2
44.0
13.5

65.2
13.0
17.4
4.3
0.0

78
32.1
46.6
16.9

56.4
19.2
19.2
5.1
0.0

201
42.3
44.8
14.7

63.7
11.9
11.9
10.4
2.0

43
41.9
45.3
16.2

74.4
11.6
14.0
0.0
0.0

*Other English-speaking country (e.g. Australia); †Other non-English-speaking country/region; Metro=Auckland;
Is=Island; NZ=New Zealand; UK=United Kingdom.

Gender—37% of practitioners were female, and this percentage was considerably
higher (69%) for community-based practices. Women favoured ‘towns’ but made up
only 32% of rural practitioners. Studies undertaken a decade ago found that 17% of
GPs were female8—the recent increase in female GPs was reflected in the gender
percentages by age group; past 50 years of age, 19% of practitioners were women; at
ages 40–49, the figure was 44%; and below 40, the figure was 63%.

Age—The mean age of all GPs was 45.6 years. Males and females averaged 47.2 and
41.7 years respectively. Women reported correspondingly shorter times in practice.
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Independent practitioners tended to be older while practitioners in capitated and
community-based practices were younger.

Place of graduation—Of all practitioners, 69% graduated in New Zealand. The
figure was lower for those in capitated and community-based practices, as well as
those in rural areas. UK graduates made up 11% of surveyed practitioners and made
up a larger proportion of capitated and rural practices. Asian graduates made up 8%,
and favour metropolitan and community-based practices; they were also less likely to
be members of (non-capitated) IPA practices. Tables 4, 5, and 6 show the GPs’
workload.

Table 4. Workload of New Zealand GPs in 2001 (by practice type)

Variable Total Independent IPA Cap’d Comm
N
Mean days per week
Mean patients per week
Patients per day
AH work (%)
Mean eve. on call (%)
Mean WE on call (%)

244
3.9

102.5
26.4
78.7
13
12

37
4.0

101.4
25.3
78.4
15
16

88
4.0

103.9
26.2
81.8
15
14

74
4.0

118.1
29.8
86.5
12
11

45
3.5
74.8
21.3
60.0

7
6

AH=After hours; eve.=Evenings; WE=Weekends; IPA=Practitioners who were members of Independent
Practitioners Associations; Cap’d=Practitioners who were members of Independent Practitioners Associations and
whose funding had been capitated; Comm=Practitioners working for community-owned primary care
organisations.

Days worked and patients seen—On average, GPs worked 3.9 days, and saw 102.5
patients per week (or 26.4 patients per day). Just under 80% of them undertook after-
hours work, and these GPs worked about 1 evening or weekend in 8.

Table 5. Workload of New Zealand GPs in 2001 (by location)

Variable Metro Cities Towns Rural North Is South Is
N
Mean days per week
Mean patients per week
Patients per day
AH work (%)
Roster number
Mean WE on call (%)

55
3.6
94.5
26.1
40.0

6
7

88
3.9
93.3
23.8
84.1
12
11

23
3.9

104.3
26.7
87.0
10
10

78
4.0

118.1
29.3
97.4
18
18

201
3.9

102.1
26.4
75.6
11
11

43
3.9

104.2
26.4
93.0
19
17

AH=After hours; WE=Weekends.

Practice type and site – The average number of days worked per week (mean 3.9)
were less for community-based practices (3.5 days) and those in Auckland (3.6 days).
The average number of patients seen per week (mean 102.5) was higher for capitated
and rural practices (both 118.1) and lower for community-based (74.8), Auckland
(94.5), and City (93.3) practices. Salaried practitioners saw fewer patients per week
(88.2 vs 106.5), reflecting the association with community-based practice; the number
of patients seen per day was also somewhat less (24.3 vs 26.9).
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Table 6. Workload of GPs (by practitioner characteristics)

Variable Males Females
<40 40–49 50–59 60+ <40 40–49 50–59 60+Age group (years)

N
Mean days per week
Mean patients per week
Patients seen per day
AH work (%)
Mean eve on call (%)
Mean WE on call (%)

23
3.9

121.1
31.0
87.0
16
17

65
4.3

126.4
29.1
86.2
15
15

38
4.5

124.1
27.4
81.6
17
14

13
4.7

100.1
21.2
69.2

3
20

39
2.8
60.3
21.4
64.1

7
7

52
3.3
82.3
24.8
78.8
12
9

9
4.3

100.9
23.6
77.8
10
4

2
4.5
85.0
18.9
50.0
36
16

AH=After hours; eve=Evenings; WE=Weekends.

Gender—Relative to males, female practitioners worked less (mean 3.2 vs 4.3) days
per week, saw fewer patients (mean 74.8 vs 120.7) per week, and had a lower work
rate (23.1 vs 27.8 patients) per day.

Age—For male practitioners, the number of days worked per week increased with age
with those under 40 working an average of 3.9 days. The number of patients seen per
day was stable (at around 30) but decreased to an average of 21.2 for the 13 doctors
aged over 60 years. For female practitioners, the number of days worked per week
increased with age, with those under 40 working an average of 2.8 days. Those under
40 or over 60 saw relatively few patients per day. For the three major age groups
(<40, 40–49, 50–59), women worked 28%, 25%, and 4% less time than men, and saw
50%, 35% and 17% fewer patients per week.

After-hours work—Overall, 81% of practitioners reported that they undertook after-
hours call. The percentage was much lower in Auckland (40%) than in the cities
(84%), towns (87%), or rural areas (97%)—and the average for the South Island was
high (93%). Only 60% of practitioners in community-based practices undertook after-
hours call. The mean rate for men was 82% and for women was 72%. Women less
than 40 years old took call less often (64%) but women were close to the average
above the age of 40.

For those GPs who took call, most worked 12% of the time, which corresponds to a
roster of 1-in-8. Metropolitan and women practitioners, and those working at
community-owned practices were on call for about 6% of the time, which corresponds
to a roster of 1-in-16.

Data concerning the volume of after-hours work (obtained from the 7 GP after-hours
services covering 400 GPs) showed that the annual number of after-hours visit per GP
averaged 375 but varied from 223 to 710. About 44% of cases were children, and
26.5% were subsidised by ACC. About 60% of the after-hours work occurred on
weekends or on holidays, the remainder being weekday evenings and nights.

Comparison with 1992 data—Table 7 compares the data presented above with data
gathered in three related studies carried out during 1992.8 It should be noted that these
studies were conducted in Auckland, Waikato, and Taranaki only and were not
nationally representative. Therefore, comparisons should be regarded with caution.
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The percentage of female practitioners has doubled from 17% to 37%. It would
appear that workload has decreased: hours-worked-per-week has diminished by 19%
(from 38.4 to 31.1 hours); and patients-seen-per-week has decreased by 21% (from
129.3 to 102.5).

Table 7. Comparison with 1991/2 data

Variable 2001
NatMedCa

1992 Wt’d
Mean

1992
Auckland

1992 Urban
Waikato

1992 Rural
Waikato

1992
Tarnki

N
Female (%)
Hours per week
Patients per week

244
37.2
31.1
102.5

–
17.3
38.4
129.3

167
20

41.9
133

80
20

36.8
126

105
14

35.9
141

79
13

35.9
109

NatMedCa=National Primary Medical Care Survey; Wt’d=Weighted; Tarnki=Taranaki.

Discussion

Over the last 10 years there has been a dramatic increase in the proportion of GPs who
are female. Females now make up 37% of the total GP workforce and 63% of those
GPs under 40 years of age. The situation is similar in Australia, Canada, England, and
the United States where nearly 50% of medical students (and 20–30% of practising
doctors) are female.9

The increase in the proportion of female GPs has workforce implications since
women (especially younger women) work fewer days and see fewer patients than
their male counterparts. Overseas studies have similarly reported that females work
between 7 and 11 hours less than males.9,10

Furthermore, female practitioners in New Zealand are somewhat less likely to practice
in rural areas. Similar findings have been reported from the Canadian province of
Quebec,11 and in the Netherlands.12

Workload (expressed as patients seen per week) averaged 102.5, and was lower in
metropolitan and city practices (approximately 94) and higher in rural practices (118).
The number of patients seen per week is also lower in community-based practices
(75) and higher in capitated ones (118). The New Zealand figures are within the
international range; an average of 87 patients per week was been reported from the
Canadian city of Winnipeg13 and an analysis of four studies from the UK suggested an
average rate of 150 patients per week with 26 additional home visits.14 It is possible
that these numbers reflect, to some extent, the funding context: capitated in the UK;
fee-for-service in Canada; and mixed in New Zealand.

Between 1992 and 2001, the data suggest a reduction of 21% (129.3 to 102.5 patients)
in the mean number of patients seen per week per medical practitioner. The main
cause of this drop is the increase in the number of part-time practitioners. However,
given differences in data collection and response rates between the studies, it would
be unwarranted to say that the number of patients seen per week has diminished for
all categories of practitioner.

Workload expressed as responsibility for after-hours care, is highest (97%) for rural
areas. In metropolitan areas, after-hours responsibility is born by a much smaller
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percentage of practitioners (40%). Frequency of call was 1:3 in rural areas and 1:10 in
towns and cities.

It appears that the average GP’s practice generates about 375 after-hours visits per
year. Assuming 4 weeks of annual leave, the average GP can be expected to undertake
about 4,800 daytime consultations per year, so about 8% of primary-care patient
contacts are after hours.

The variability in the number of after-hours visits per GP probably reflects local
factors such as the socioeconomic status of the population, the distance to hospital-
based emergency services, and the availability of evening surgeries in general
practice. It is also likely, given the established tendency for healthcare services to
vary by area, that local practice styles may develop.

Relatively few centres were able to provide after-hours data related to a specified
group of GPs; this reflects multiple options for the provision of cover. In Auckland,
and over the North of the North Island, for example, there are many Accident and
Medical clinics providing services from 8am to 10pm and some are open 24 hours per
day. GPs may refer their patients to these clinics officially or unofficially, and the
clinics may not be able to relate their clientele to a specific ‘denominator’ population.
In smaller towns, local GPs have a roster, with the GP on-call often using his or her
own surgery. Often no distinguishable records are kept of after-hours work.

The effect of the implementation of the Strategy on workload remains uncertain.15

Reduced co-payments can be expected to increase the number of visits per patient and
an expansion of the responsibilities of primary care may further increase the
workload. British GPs felt that the move to a primary-care-led health service was
increasing their workload.16 This may be offset (to some degree) by a wider use of
nurses and, possibly, other professionals. However, there is evidence4 that recruitment
of nurses into primary care may also be problematic.

This study describes the workload of GPs in 2001, and relates it to the characteristics
of the practitioner and to the practice context. NatMedCa asked practitioners to
indicate how many half days they worked in their surgery; it did not quantify the
number of hours worked or distinguish administrative from patient-contact work. It is
recommended that future assessment of workload should consider these issues.

In assessing the adequacy of the GP workforce under the Strategy, workload should
also be related to the population served and the distribution of work across members
of the primary healthcare team. Particular attention should be given to new functions
required. Such an assessment might move some way to assessing the number (in full-
time-equivalents [FTEs]) of primary medical care practitioners required for an
efficient health system, and to clarify the issue of recruitment levels.

The higher workload in small towns and rural areas (both in terms of patients-per-
week and in frequency of after-hours call) suggests that maintaining adequate services
in these areas may become increasingly problematic. It should be noted that the same
problems may occur in less desirable areas of the cities. Lower workloads in
Auckland and the cities may indicate spare capacity; they may also indicate a
preference for a lower workload.
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To summarise, there is no clear case for more GPs according to these data; of greater
importance is their distribution, the delineation of work roles in the primary health
care team, and new demands of the Primary Health Care Strategy.
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