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Turning on a dime—
pre- and post-COVID-19 

consultation patterns in an 
urban general practice

Carol Atmore, Tim Stokes 

The COVID-19 virus was fi rst detect-
ed in New Zealand in late February 
2020, and by the third week in March, 

cases were starting to increase rapidly.1 On 
Saturday 21 March, 2020, in response to 
the emerging COVID-19 pandemic in New 
Zealand and restrictions announced by the 
government, the Royal New Zealand College 
of General Practitioners (RNZCGP) requested 
all general practices in the country to im-
mediately adopt virtual triage for all patient 
contacts and aim to provide most (70%) con-
sultations by virtual means, starting on Mon-
day 23 March.2 The pressing nature of the 
emerging pandemic was viewed as serious 
enough by the body of general practitioners 
and their nursing, practice management and 
administration colleagues, that most general 
practices across the country had changed 
their model of service delivery within a 

few days. Regardless of whether practices 
had experience with virtual consultations 
before, for example through the healthcare 
home model of care,3 or not, New Zealand 
general practice started providing the ma-
jority of patient contact virtually through 
phone or video consultations. Two days into 
the changed service delivery mode, New 
Zealand went into a state of national emer-
gency under Alert Level 4, requiring all but 
essential services to cease across the country 
and people to stay at home.4

Although New Zealand commentary 
has suggested that many patients stopped 
contacting their general practices during 
this time,5 no published data has quantifi ed 
this impact. The aim of this study was to 
measure the impact of these changes to how 
general practice services were provided by 
investigating changes in volume and nature 
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of patient contact with the practice in one 
general practice. This included exploring if 
any patient groups (by age, gender, ethnicity 
or socioeconomic status) had reduced 
contact with the practice and if any services 
were being under-provided compared to the 
‘business as usual’ general practice provided 
in the same time period of the previous year.

Methods
Practice characteristics and 
response

The general practice described was an 
urban Dunedin general practice with about 
2,500 patients providing the traditional 
model of doctor-led general practice care.6

Prior to COVID-19, face-to-face consulta-
tions were the mainstay of consulting: 
phone consultations and nurse triage 
were not established work patterns in the 
practice, although general practitioners 
(GPs) and practice nurses (PNs) would phone 
patients when requested. In response to 
the RNZCGP’s call, general practice team 
members met and outlined how the new 
methods of delivery would be implemented. 
The Monday of the fi rst week of the new 
style of care delivery was a regional public 
holiday, which gave an extra day of prepa-
ration. The practice had no experience with 
or hardware available for video consulta-
tions, so all virtual contact was by telephone. 
Virtual triage and virtual consultations 
were all undertaken by GPs. Due to various 
COVID-19 risk-related reasons, only two 
GPs and no PNs were able to see patients 
face-to-face. Patients were charged for 
phone consultations, but the study was not 
designed to look at fi nancial impacts.

Study design and data collection
A single practice retrospective before and 

after case notes review study was conducted 
during April and May 2020. The two weeks 
following the regional anniversary day 
public holiday in 2020 (24 March to 3 April) 
were compared to the same two weeks 
in 2019 (26 March to 5 April). Details of 
all patient contacts during these two time 
periods were extracted from the elec-
tronic patient record (MedTech practice 
management system) through query builds 
of appointments, patient portal requests 
and patient tasks across the date ranges. 
Demographics of patients interacting with 
the practice were captured (age, gender, 

ethnicity and deprivation). Patients were 
categorised as having multimorbidity or not 
(two or more long-term health conditions 
defi ned using established criteria)7 from 
long-term classifi cations lists. Mental health, 
alcohol or other drugs-related long-term 
classifi cations were separately recorded. 
Data were manually reviewed (CA) and 
patient contacts with the practice was cate-
gorised according to the type and nature 
of patient contact, as shown in Table 1. 
COVID-19 related consultations were catego-
rised as acute problems.

The funded and enrolled patient age-sex 
register of March 2019 and March 2020 were 
obtained. The list of registered patients in 
April 2020 was extracted from MedTech, to 
give age, gender, ethnicity and quintile data 
for the practice population. Ethics approval 
was obtained from the Human Research 
Ethics Committee of the University of Otago, 
HD20/043.

Data analysis 
A descriptively focused statistical 

analysis was conducted using frequencies, 
percentages and cross tabulations with exact 
95% confi dence intervals (CI) reported. The 
associated 95% CI were presented to aid in 
interpreting potential clinical signifi cance of 
fi ndings. Statistical analysis was done using 
Stata-15 software. 

Results
Practice population

There were 2,528 registered patients 
in April 2020, comprised of 48% female 
and 52% male patients. Fifteen percent of 
patients were aged 0–14 years, 11% 15–24 
years, 24% 25–44 years, 26% 45–64 years and 
24% were aged 65 and over. By ethnicity, 
80% were European, 9% Māori, 4% Pacifi c 
and 8% other ethnicities. By socioeconomic 
NZDep quintile, 17% were quintile 1, 15% 
quintile 2, 19% quintile 3, 23% quintile 4 and 
24% quintile 5. 

Patient contact with the practice 
related to patient population

Twenty percent of enrolled patients in 
both years had contact with the practice, 
(491/2,499 enrolled patients in 2019 and 
515/2,613 enrolled patients in 2020), as 
shown in Table 2. The proportion of patient 
contact by gender and age groups was 
similar in both samples. 
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Table 1: Data collected from patient record.

Variable Data collected Details

Contact date Date of practice contact Contact with specified date ranges

Demographics Gender Gender, as defined by patient

Age Age in years

Ethnicity Self reported (Māori, Pacific, European [NZ 
European and Other European] and other)

Deprivation NZ Deprivation Quintile; 1 (low deprivation) to 5 
(high deprivation)   

Multimorbidity Presence of two or more long-term 
classifications

Mental health or alcohol and 
other drugs health diagnoses

Presence of one or more mental health or 
alcohol and other drug long term classifications

Mode of contact Face-to-face In-person consultations

Virtual Phone consultations, either booked as 
appointments in response to request to phone 
patients 

Repeat prescription request through phone call 
to receptionist or patient portal message 

Service provider General practitioner

Practice nurse

Nature of 
contact

Acute problem Acute illness, new health need

Long-term condition Diagnosis, management or monitoring of long-
term condition

Prevention Immunisation

Cervical smear

Cardiovascular risk assessment/blood pressure 
check

Smoking cessation support

National bowel screening consultation

Minor surgery & wound care GP special interest skin lesion clinics, minor 
surgery, joint injections

Wound care 

Accident related Funded by Accident Compensation Corporation

Investigations related Venesection and informing patient of results

Other Other services, included giving information 

DNA Patient did not attend the consultation

Further services Referral to other service Public or private specialist or allied health

Investigations requested Laboratory or radiology investigations 

ARTICLE



68 NZMJ 9 October 2020, Vol 133 No 1523
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

Patient contact with the practice by 
demographic data

Similar proportions of patients had 
contact with the practice by age group, 
gender, ethnicity and deprivation quintile in 
both years, as shown in Table 3. The propor-
tions of patients with multimorbidity and 
mental health, alcohol or other drugs diag-
noses having contact with the practice, and 
the pattern of number of contacts with the 
practice were also similar in both years. 

Type and nature of patient contact 
with the practice

While the proportion of patients having 
contacts with the practice were similar 
in both year samples, the type of patient 
contact was markedly different. In 2019, 
30% of patient contacts were virtual and 
70% were face-to-face contacts, while in the 
immediate COVID-19 period studied, 79% 
of patient contacts were virtual and 21% 
were face-to-face, as shown in Table 4. The 
number of phone consultations increased 
fi ve-fold from 57 in 2019 to 255 in 2020, and 
phoned or electronic requests for repeat 
prescriptions nearly doubled from 146 in 
2019 to 269 in 2020. As noted above, the 
context of the practice meant that most 
contact with patients in 2020 was under-
taken by GPs. 

Similar numbers of acute consultations 
and accident-related consultations were 
undertaken in both years. More long-term 
condition management consultations were 

seen in 2020 compared to 2019. The balance 
of subtypes changed from similar numbers 
of long-term condition reviews and repeat 
prescriptions without review in 2019 (140 
patient contacts for long-term condition 
review and 146 for repeat prescriptions) 
to the majority being for repeat prescrip-
tions in 2020 (60 patient contacts were 
for long-term condition reviews and 285 
were for repeat prescriptions). Patient 
contacts related to prevention were similar, 
with most being for immunisations (85 
immunisations in 2019 compared to 87 in 
2020), with no cervical screening or bowel 
screening consultations in 2020. 

In 2019, 17 patients were referred to 
other health services, 13 of which were for 
long-term condition consultations, whereas 
no referrals were made in 2020. In 2019, 
61 laboratory and radiology investigations 
were ordered, (32 in acute consultations 
and 23 in long-term condition consultations) 
whereas only one investigation was ordered 
in 2020. 

Virtual and face-to-face patient 
contacts

When considering the proportion of 
patient contacts with the practice there was 
no evidence of differential access to face-
to-face or virtual consultations within each 
year sample by gender, age groups and 
ethnicity, as shown in Table 5. The reported 
proportion of face-to-face consultations 
experienced by patients living in quintile 

Table 2: Patients having contact with the practice compared to the enrolled population.

2019 2020

Patient 
contacts

Enrolled 
patients

% (95%CI) Patient 
contacts

Enrolled 
patients

% (95%CI)

Gender Female 262 1,202 21 (20–24) 285 1,246 23 (21–25)

Male 229 1,297 18 (16–20) 230 1,367 17 (15–19)

Age 0–4 11 86 13 (67–22) 13 107 12 (7–20)

5–14 27 250 11 (7–15) 19 284 7 (4–10)

15–24 25 261 10 (6–14) 32 286 11 (8–15)

25–45 93 542 17 (14–21) 102 603 17 (14–20)

45–64 114 676 17 (14–20) 144 676 21 (18–25)

65+ 221 684 32 (29–36) 205 657 31 (28–35)

Total 491 2,499 20 (18–21) 515 2,613 20 (18–21)
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Table 3: Demographics and health characteristics of patients in contact with the practice.

2019 2020

 n % (95%CI) n % (95%CI)

Age group 0–4 11  2 (1-4) 13  3 (1-4)

5–14 27  6 (4-8) 19  4 (2-6)

15–24 25  5 (3–7) 32  6 (4–9)

25–45 93 19 (16–23) 102 20 (16–24)

45–64 114 23 (20–27) 144 28 (24–32)

65+ 221 45 (41–50) 205 40 (36–44)

Gender Female 262 53 (49–58) 285 55 (51–60)

Male 229 47 (42–52) 230 45 (40–49)

Ethnicity European 424 86 (83–89) 450 87 (84–90)

Māori 35  7 (5–10) 31  6 (4–8)

Pacific 9  2 (1–4) 9  2 (1–3)

Other 21  4 (3–7) 19  4 (2–6)

No data 2  0 (0–2) 6  1 (0–3)

Quintile
(socio-economic 
deprivation)

1 (low) 74 15 (12–19) 78 15 (12–19)

2 81 17 (13–20) 76 15 (12–18)

3 96 20 (16–23) 100 19 (16–23)

4 110 22 (19–26) 112 22 (18–26)

5 (high) 117 24 (20–28) 140 27 (23–31)

No data 13  3 (1–5) 9  2 (1–3)

Multimorbidity No or one long-term 
condition

222 45 (41–50) 256 50 (45–54)

Two or more long-term 
conditions

269 55 (50–59) 259 50 (46–55)

Mental health, 
alcohol or other 
drugs 

No diagnosis 384 78 (74–82) 394 77 (73–80)

≥1 diagnosis 107 22 (18–26) 121 24 (20–27)

Number of contacts 
with practice

1 contact 354 72 (68–76) 406 79 (75–82)

2 contacts 95 19 (16–23) 84 16 (13–20)

3 contacts 27  6 (4–8) 17  3 (2–5)

≥4 contacts 15  3 (1–5) 8  2 (1–3)

Total 491 515
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1 and 2 (low deprivation) areas in 2020 
(27% [19–37%] and 29% [20–39%] respec-
tively) was more than double that reported 
for patients in quintiles 3 and 4 areas (13% 
[8–20%] and 12% [8–19%] respectively), with 
the proportion of face-to-face consultations 
for patients living in quintile 5 (high depri-
vation) areas being 24 % (18–31%). While 
this pattern was not seen in the deprivation 
data in 2019, these confi dence intervals 
mostly overlapped as numbers were small. 

Consultations involving patients with 
one or more mental health, alcohol or 
other drugs diagnosis were face-to-face in 
14% (9–20%) of consultations compared to 
23% (19–27%) of consultations involving 
patients without any mental health, alcohol 
or other drugs diagnoses in 2020. This was 
in contrast to 2019, where 70% of patient 
contacts for patients with or without Mental 
health, alcohol or other drugs were face-
to-face. In 2020, 17% (13–21%) of patient 
contact for patients with multimorbidity 
were face-to-face compared to 25% (20–30%) 
of patient contact for those without multi-
morbidity. This compared to 2019, where 

67% (63–72%) of contacts for patients with 
multimorbidity were face-to-face, while 75% 
(69-80%) were face-to-face for those without 
multimorbidity.

Acute care consultations were provided 
in similar volumes in each year, but shifted 
from 93% face-to-face in 2019 to 10 % in 
2020. Accident-related consultations went 
from 96% face-to-face in 2019 to 14% in 
2020. Similarly, long-term condition-related 
consultations went from about half face-
to-face, half virtual in 2019, to nearly all 
(96%) virtual in 2020. In contrast, preven-
tion-related activities were largely provided 
face-to-face, related to the nature of the 
activities, (mostly immunisations) and what 
was not deliberately not provided during the 
COVID-19 early response, such as cervical 
screening. Minor surgery and wound care 
were also not able to be provided virtually, 
given the nature of those consultations, as 
well as venesection. The rates of ‘did not 
attend’ appointments was steady across 
both years at nine episodes, with all ‘DNA’ 
appointments face-to-face in 2019, and eight 
out of nine being virtual in 2020. 

Table 4: Comparison of patient contacts by type, provider and nature of contact, 2019 and 2020.

2019 2020

n % (95%CI) n % (95%CI)

Type of patient 
contact 

Virtual contacts 203 30 (26–33) 524  79 (76–82)

Face-to-face 481 70 (67–73) 136 21 (18–24)

Type of provider GP 481 70 (67–74) 643  97 (96–99)

Nurse 203 30 (26–33) 17  3 (2–4)

Nature of 
consultation

Acute 137 20 (17–23) 156  24 (20–27)

Long-term condition 302 44 (40–48) 364  55 (51–59) 

Prevention 100 15 (12–18) 88  13 (11–16)

Minor surgery and wound care 40  6 (4–8) 15  2 (1–4)

Accident related 28  4 (3–6) 21  3 (2–5)

Investigations related 50  7 (6–10) 7  1 (0–2)

Other 18  3 (2–4) 0  0 (0–1)

DNA 9  1 (1–3) 9  1 (0–3)

Referral for 
other services

Referral made 17  3 (2–4) 0  0 (0–1)

No referral made 667  98 (96–99) 660  100 (99–100)

Investigation 
undertaken

Laboratory or radiology 61  9 (7–11) 1  0 (0–1)

No investigations ordered 623 91 (89–93) 659 100 (99–100)

Total 684 660
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Table 5: Proportion of face-to-face and virtual patient contact by sociodemographic data and nature of consultations, 2019 and 2020. 

2019 2020

 F2F % (95%CI) Virtual % (95%CI) Total F2F % (95%CI) Virtual % (95%CI) Total

Gender Female 262  70 (65–75) 112 30 (25–35) 374 78 22 (18–27) 277 78 (73–82) 355

Male 219  71 (65–76) 91 29 (24–35) 310 58 19 (15–24) 247 81 (76–85) 305

Age 0–4 years 11  92 (62–100) 1  8 (0–39) 12 1  6 (0–27) 17 94 (73–100) 18

5–14 years 24  71 (53–85) 10 29 (15–48) 34 5  23 (8–45) 17 77 (55–92) 22

15–24 years 22  67 (48–82) 11 33 (18–52) 33 7  18 (7–33) 33 83 (67–93) 40

25–45 years 90  69 (61–77) 40 31 (23–40) 130 14  11 (6–17) 118 89 (83–94) 132

45–64 years 93  63 (55–71) 54 37 (29–45) 147 34  18 (13–25) 152 82 (75–87) 186

65 years + 241  73 (68–78) 87 27 (22–32) 328 75 29 (23–35) 187 71 (66–77) 262

Ethnicity European 406  70 (66–73) 177 30 (27–34) 583 122 21 (18–25) 454 79 (75–82) 576

Maori 39  70 (56–81) 17 30 (19–44) 56 5  12 (4–25) 38 88 (75–96) 43

Pacific 9  75 (43–95) 3  25 (6–57) 12 2 18 (2–52) 9 82 (48–98) 11

Other 24  80 (61–92) 6  20 (8–39) 30 3  14 (3–35) 19 86 (65–97) 22

Missing 3 100 (29–100) 0  0 (0–71) 3 4 50 (16–84) 4 50 (16–84) 8

Quintile
(socio-
economic 
deprivation)

1 (low) 70  70 (60–79) 30 30 (21–40) 100 27 27 (19–37) 73 73 (63–81) 100

2 76  75 (66–83) 25 25 (17–34) 101 26 29 (20–39) 65 71 (61–81) 91

3 88  68 (59–76) 41 32 (24–41) 129 17  13 (8–20) 112 87 (80–92) 129

4 109  72 (64–79) 42 28 (21–36) 151 18  12 (8–19) 127 88 (81–93) 145

5 (high) 119  68 (60–75) 57 32 (26–40) 176 43 24 (18–31) 137 76 (69–82) 180

no data 19  70 (50–86) 8 32 (14–50) 27 5 33 (12–62) 10 67 (38–88) 15

Multi- 
morbidity

≤1 long-term condition 211  75 (69–80) 72 25 (21–31) 283 78 25 (20–30) 235 75 (70–80) 313

≥2 long-term condition 270  67 (63–72) 131 33 (28–38) 401 58 17 (13–21) 289 83 (79–87) 347

Mental health, 
alcohol or 
other drugs 

nil 372  70 (66–74) 157 30 (26–34) 529 113 23 (19–27) 376 77 (73–81) 489

≥ 1 109  70 (63–77) 46 30 (23–38) 155 23 14 (9–20) 148 87 (81–91) 171

Nature of 
contact

Acute 127  93 (87–96) 10 7 (4–13) 137 15 10 (5–15) 141 90 (85–95) 156

Long-term condition 155  51 (46–57) 147 49 (43–55) 302 16 4 (3–7) 348 96 (93–98) 364

Prevention 100 100 (96–100) 0 0 (0–4) 100 86 98 (92–100) 2 2 (0–8) 88

Surgery/ wounds 39 98 (87–100) 1 3 (0–13) 40 15 100 (78–100) 0 0 (0–22) 15

Accident 27 96 (82–100) 1 4 (0–18) 28 3 14 (3–36) 18 86 (64–97) 21

Investigations 18  36 (23–51) 32 64 (49–77) 50 0 0 (0–41) 7 100 (60–100) 7

Other 6  33 (13–59) 12 67 (41–87) 18 0 0 0

Non-attendance 9 100 (66–100) 0 0 (0–34) 9 1 11 (0–48) 8 89 (52–100) 9

Total 481 203 684 136 524 660
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Discussion 
Summary of findings 

The same proportion of patients had 
contact with the practice in the immediate 
post-COVID-19 period, compared to the same 
time period in 2019, with a similar number 
of total contacts. Contact by age, gender, 
ethnicity, deprivation, presence of multi-
morbidity or mental health diagnoses were 
similar in both years. 

While 70% of patient contacts were face-
to-face in 2019, just 21% were face-to-face 
in 2020, with a fi ve-fold increase in phone 
consultations in 2020. Patients had more 
long-term condition-related contact in 2020, 
largely due to patients requesting repeat 
prescriptions of long-term medications, 
which was likely to refl ect a desire to secure 
medication supply in a time of uncertainty. 
Most acute illness, accident-related and 
long-term condition-related contacts were 
able to be provided virtually but not preven-
tion-related contact, such as immunisations, 
and other “hands-on” activities such as 
minor surgery.

The study fi ndings suggest that there 
were no obvious patient sub-groups who 
missed out on being able to access services 
during the COVID-19-imposed constraints 
on the practice, although there may have 
been more access to face-to-face consul-
tations for patients living in the most and 
least deprived areas compared to others. In 
addition, patients with multimorbidity and 
with mental health diagnoses may have had 
less face-to-face contact in 2020 compared to 
patients without these conditions.

A sharp drop in the number of referrals 
made and investigations ordered in 2020 
was noted. Most of the referrals made in 
2019 were related to long-term conditions 
consultations, and no referrals were made 
in 2020. In contrast, half of the laboratory 
and radiology investigations ordered in 2019 
were for acute illnesses, with only one inves-
tigation ordered in the two weeks in 2020. 

Strengths and limitations 
A key strength of this study was its 

design as a manual review of the electronic 
primary care record for all patients seen in 
the practice during the sample period, as 
it provided granular detail on the nature 
of patient contact with the practice. The 
quality of long-term condition coding in 

the notes would have infl uenced the preva-
lence of multimorbidity and mental health 
diagnoses, and these could have been 
underrepresented. Practice nurse to patient 
phone contact in 2019 where patients spoke 
directly to the nurse when phoning in were 
not captured by the methods used to detect 
patient contact with the practice. This was 
estimated by the lead PN to be at the most 40 
contacts in the two-week period, compared 
to the 684 contacts detected. 

The small sample size means there is 
imprecision in the point estimates with wide 
confi dence intervals and the single practice 
study design limits the generalisability of the 
fi ndings, particularly regarding Māori and 
Pacifi c patients due to low numbers. There 
is a need for similar research in a broader 
sample of general practices, including rural 
as well as urban settings, and in practices 
with larger proportions of Māori and of 
Pacifi c patients, and over a longer time 
period, to explore these fi ndings further. 

Comparison with existing literature
The practice population was older than 

the New Zealand population, with more 
European and less Māori, Pacifi c and 
patients of other ethnicity than the New 
Zealand population8 and with higher levels 
of deprivation than the New Zealand 
population, as nearly half of the practice 
population (47%) living in deprivation 
quintiles 4 and 5. The practice sits within 
the middle tertile of practice size in New 
Zealand.9 In 2014 about one quarter of 
all New Zealand general practices were 
medium-sized urban practices (263 out 
of 988 total practices), with an average of 
3,124 patients per practice.9 While over 
150 general practices in New Zealand are 
currently implementing the Health Care 
Home model of primary care with routine 
use of virtual contact between practice and 
patients in patient care,10 the majority of 
general practices in New Zealand continue 
with a traditional model of care based 
around the face-to-face patient consultation. 

Our fi ndings of the switch from face-
to-face to virtual consultations during 
the COVID-19 initial phase are similar to 
the limited reported data internationally. 
Analysis of UK data showed that more than 
70% of general practice consultations were 
undertaken face-to-face in the UK prior 
to COVID-19, whereas during their initial 
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‘lockdown’, 23% of consultations were face-
to-face.11 Similarly, a single geriatric primary 
care clinic in the US reported a change from 
no virtual consultations pre-COVID-19 to 
91% of consultations being virtual during 
their ‘shelter-in-place’ order, with the 
majority being telephone calls.12

While there has been media13 and 
medical5 commentary of reductions in 
patient contact with practices during 
New Zealand’s COVID-19 induced change 
in general practice service delivery, no 
published New Zealand data have quan-
tifi ed these impacts to date. In a survey of 
170 general practice providers’ views in 
May 2020, two months into the COVID-19 
pandemic in New Zealand, 84% of respon-
dents reported large reductions in patient 
volumes at their practices, although it was 
not clear whether virtual consultations were 
included, as 58% of respondents noted that 
they were reporting “a lot” of telephone 
consultations.14 One third of respondents 
in the survey were not doing any video 
consultations, which was consistent with 
our experience. Our study did not look at 
fi nancial impact, but 11% of respondents in 
the survey indicated fi nancial diffi  culties.14

Implications for clinical practice 
and health policy

This study has investigated the outcomes 
when a traditional New Zealand urban 
general practice rapidly changed its 
service delivery model during COVID-19 
‘lockdown’ from one based around the face-
to-face consultation to one where the large 
majority of patient contact was by phone. It 
appears that patients continued to connect 
with the practice despite these changes. 
While it is unlikely this high rate of virtual 
consultation will continue, the potential to 
provide healthcare in a different way has 
been shown. It is unlikely that patients15

and practices16 across New Zealand will 
want to completely return to the old way 
of doing things, although a repeat survey 
of general practice providers indicated that 
by June 2020, 90% of respondents noted 
that they were seeing most of their patients 
face-to-face.17 Ongoing evaluation of how 
patients engage with general practices as the 
‘new normal’ in the post-COVID-19 context 
emerges will be needed. It will be important 
to monitor the impact of emerging models 

of mixed face-to-face and virtual patient 
contact on patients with high health needs 
to ensure they have acceptable, equitable 
access and improved health outcomes. 

Most of the referrals to other health 
providers made in 2019 (with none made in 
2020) were for long-term conditions. These 
‘missing’ referrals in 2020 would likely be 
deferrable to a later date. In contrast, half 
of the investigations ordered in 2019 were 
for acute health problems (with one only 
ordered in 2020). Given this large reduction 
in investigations ordered despite a similar 
number of patient contacts in 2019, it would 
be worth exploring if any negative (or poten-
tially positive) impacts were observed in 
patient outcomes.

More patients in the post-COVID-19 time-
period requested a repeat prescription 
rather than a long-term condition review. 
This could lead to deferred and delayed 
management of long-term condition 
complications and should be monitored. As 
practices relax the constraint on face-to-face 
patient contact, deferrable activities such as 
cervical screening, bowel cancer screening, 
and health promotion activities such as 
cardiovascular risk assessment and smoking 
cessation support should recommence and 
this also needs monitoring at population 
level through primary health organisation 
and district health board data collection.

The decision for a patient contact to be 
face-to-face or virtual in the immediate 
COVID-19 restrictions studied here was 
largely doctor-driven rather than patient 
choice and patient satisfaction was not 
explored here. Patients with multimorbidity 
and with mental health and addiction issues 
may have been happy not to come into the 
practice to maintain social distancing so 
as not to get sick, or due to anxiety about 
going out in an uncertain environment. 
The quality of the pre-existing relationships 
with patients may also have infl uenced 
doctors’ decision making, and the nature 
of the health conditions under discussion. 
A recent survey of patient experience with 
virtual consultations during COVID-19 
was generally positive and respondents 
wanted them to continue to be available.15

These areas warrant further investigation, 
including the acceptability of virtual consul-
tations to patients. 
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Conclusion
This study showed that, in one practice 

at least, patient contact was similar pre- 
and post-COVID-19 changes, although the 
nature of patient contact with the practice 
was markedly different. Further inves-
tigation to confi rm these fi ndings across 

multiple practices and over time is needed 
to inform the planning and implementation 
of services in the post-COVID-19 setting. 
Ongoing evaluation needs to explore the 
impact of changes on patient groups with 
high health needs, so that emerging models 
are acceptable and equitable. 
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