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Why is it so hard for 
general practice to provide 

COVID-19 vaccines?
Vanessa Weenink

The COVID-19 vaccination campaign is 
the best chance New Zealand has to 
protect our citizens’ health and will 

be a crucial activity for the health sector 
in 2021.1 The procurement strategy for 
New Zealand started early and has been 
a dynamic process.1,2  However, there has 
been no evidence of large-scale and detailed 
operational planning at the level of district 
health boards (DHBs), drawing political 
comments that plans are ‘half-baked’ 3 and 
prompting an Office of the Auditor-General 
review. To have a successful vaccination 
program, New Zealand will need to learn 
from international experience, and it must 
include the participation of primary care.

New Zealand has been praised interna-
tionally for its response to the pandemic, 
and New Zealand has escaped other 
nations’ death rates.4 One of the factors in 
our success has been strong leadership.5 
Communication has been effective, and we 
have had an excellent response from our 
team of five million.1 Regardless of that 
result, the medium- to long-term success 
of New Zealand’s response overall will be 
determined by the success of the vaccine 
campaign. Communication with primary 
care will need to improve in New Zealand if 
we are to continue our excellent response.

The plans for the vaccination rollout seem 
to be evolving fast in New Zealand. A recent 
letter in the New Zealand Medical Journal 
expressed that border workers be vaccinated 
as a priority group, which the Ministry of 
Health (MOH) had not previously planned.6 
Yet, by the time the letter was published, 
the vaccine campaign for border workers 
was underway.2 Detailed plans following the 
border force are not transparent or publicly 
available. The prioritisation of vaccination 
is a small part of the planning required. 
While that has now been established, the 

crucial ‘last-mile logistics’ 7 of the vaccination 
programme may be left to individual DHBs to 
coordinate vaccination for the health work-
force and the wider public. 2,3 

International evidence highlights both 
general practice’s (GP) and community 
pharmacy’s essential role in successful 
campaigns.8–13 In the UK, 75% of the vaccina-
tions delivered have been through primary 
care networks (including GP clinics) and 
only the remaining 25% in specially desig-
nated vaccination centres.14 Israel has fully 
vaccinated more than 50% of its resi-
dents with the Pfizer vaccine in under six 
months,12 and this was coordinated through 
the primary care health plans, where GPs 
commonly work in private clinics and 
are usually salaried by the health plans.12 

New Zealand has limited primary care 
involvement in the initial phases as the 
vaccine is targeted toward the most likely to 
be infected at the border. 3

New Zealand should consider the Israeli 
campaign as a benchmark of success. The 
Israelis have had a few advantages that New 
Zealand could not replicate. For example, 
high population density. 12 Fortunately, 
New Zealand and Israel share a universal 
approach to health, well organised primary 
care, a national unique identifier system for 
patients, substantial investment in vaccine 
procurement and a centralised (rather than 
federalised) government. If the vaccine 
campaign is centred around the community 
through primary care providers, New 
Zealand may meet the projected targets that 
the government has set.2

The National Health Service (NHS) in the 
United Kingdom shares features with the 
New Zealand health system.15 The NHS has 
primary care networks (PCNs), analogous to 
our primary health organisations (PHOs).16 
The NHS is also a universal system and is 
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providing vaccination free to the population. 
In the NHS, mainly nurses (who are already 
qualified vaccinators) are doing the immu-
nisation.14 The NHS attempted to recruit a 
sizeable ancillary vaccination workforce, 
which has been less successful. Without 
additional workers, GP clinics are deferring 
other work to concentrate on the vaccine.17 
The NHS also considers incentive payments 
to PCNs to target priority and hard to reach 
populations. 18 Meanwhile, the New Zealand 
MOH is yet to indicate the payment structure 
for vaccine delivery, leaving primary care 
providers uncertain of their required 
level of involvement. New Zealand GPs 
are not protected by collective bargaining 
as they are under the NHS and the Israeli 
health system, and funding agreements are 
tortuous and often contested.22

Primary care will need to be well 
supported to participate in the New Zealand 
vaccine programme. The logistical consid-
erations for transport to vaccination sites 
are daunting.19 However, in practice in 
the UK and the USA and Australia, one of 
the most significant challenges has been 
coordinating patients to attend booked 
appointments.10,12,20 The coordination is 
made difficult when there are supply 
uncertainties, and the short shelf-life once 
defrosted adds to the complexity of the 
Pfizer vaccine.10 GPs in Australia have 
struggled with administration and logistical 
problems.21 The logistical requirements are 
such that a coordinated approach through 
PHOs may be more efficient than individual 
practices undertaking the work. 

The New Zealand health system is not opti-
mally structured for rapid deployment of 
a whole-population vaccination campaign. 
The semi-autonomous DHBs are centred 
around local hospitals, with variable access 
to services across the country giving rise 
to ‘post-code lotteries’ regarding patient 
services and outcomes.16 Systemic racism 
and inequity exist in every facet of the 
health and social support systems.22 The 
New Zealand health system was under 
review before the pandemic, with the final 
report released mid-2020.23 The government 
planned actions for the transition are not yet 
public, which is unsettling and will require 
MOH and DHB attention and may dismantle 
the PHOs that would be important in coordi-
nating vaccine programmes, like the PCNs in 
the UK.

Despite the challenges in logistics, coor-
dination and personnel outlined above, 
New Zealand can learn from international 
experience. Implementing those findings 
in our system’s milieu will require dedi-
cation and vaccination plans to be ‘fully 
baked’ and transparent to everyone. Logis-
tical limitations are well explained19 and 
anticipated. The vaccination programmes’ 
administrative requirements in the UK and 
Australia have been frustrating to GPs.10,11,21 
In contrast, Israel has efficiently mobilised 
the community health workforce through 
coordinated general practice and has 
stream-lined all the steps.12 New Zealand 
should learn from those international expe-
riences and provide an efficient vaccination 
campaign for our citizens.
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