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This Issue in the Journal
Adverse events in New Zealand public hospitals II: preventability and clinical
context
P Davis, R Lay-Yee, R Briant, W Ali, A Scott, S Schug

There are over half a million admissions to public hospitals each year. But how safe
are patients? This survey suggests that just over 5% of admissions are affected by a
preventable incident, needing an extra ten days in hospital and resulting in permanent
disability or death for just under 15% of those affected. Older patients are more at
risk, as are those in surgery. About half of the events could be prevented by attention
to systems issues. Consultation with colleagues and education are also seen as
important.

The characteristics of doctors receiving medical complaints: a cross-sectional
survey of doctors in New Zealand
W Cunningham, R Crump, A Tomlin

Complaints against doctors may not lead to improved patient care. This survey looks
at complaints against doctors in New Zealand and finds the incidence of complaints is
rising, and that doctors at highest risk are male, specialising in general practice, aged
40 to 60, and more highly qualified. The time taken to resolve a complaint is long,
and the greatest risk of complaint lies with doctors who are taking responsibility for
patient care. These findings have important implications for the healthcare of all New
Zealanders.

The demographic characteristics of New Zealand medical students: the New
Zealand Wellbeing, Intentions, Debt and Experiences (WIDE) Survey of Medical
Students 2001 study
J Fitzjohn, T Wilkinson, D Gill, R Mulder

This paper is part of the New Zealand Wellbeing, Intentions, Debt and Experiences
(WIDE) survey of medical students. The survey studies all New Zealand medical
students. It looks at the academic, family, financial and ethnic backgrounds of
medical students. It shows that medical students are different from the general New
Zealand population, being less likely to be Maori, Pacific Islander, or to have grown
up in a rural area, and more likely to be Asian and have had well-off, educated
parents.

Unicompartmental knee arthroplasty: is it durable?
S Yang, S Hadlow

Knee arthritis is a common disorder requiring replacement surgery. A review of the
long-term results of one type of partial knee replacement undertaken at a specialist
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orthopaedic centre shows very good outcomes. The type of replacement used is
similar to those now implanted using minimally-invasive techniques. The evidence
lends weight to continuing to choose partial knee replacement for the treatment of
medial osteoarthritis of the knee.
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The HPCA Act – back to the future
Tricia Briscoe

The Health Practitioners Competence Assurance (HPCA) Act is now law and, despite
strenuous opposition from the New Zealand Medical Association (NZMA) and the
Association of Salaried Medical Specialists (ASMS), will govern the practice of
medicine in New Zealand, possibly for the next 20 years. The 1968 and 1995 Medical
Practitioners Acts were both supported by the medical profession; this is the first time
both the NZMA and ASMS have withdrawn their support from the principal
legislation governing medical practice.

The NZMA believes that the new Act is a missed opportunity for improvements to
medical practice and offers no assurance of further benefits to patients. It will increase
political influence and bureaucratic involvement in the practice of medicine, with a
consequent decrease in professional self-regulation, which has been at the core of the
development of safe healthcare for New Zealanders. The organisation of healthcare
based on either state or corporate control imposes different goals and values than
models structured on professionalism.

Although the basis of the new Act was to have been the 1995 Medical Practitioners
Act, accepted by the profession as a modern and effective piece of legislation,
cumbersome bureaucratic requirements have been added to the HPCA, together with a
seeming determination to increase political control over health practitioners.

After intense lobbying from many health practitioner groups, three important changes
were made:

• a parallel process for inquiries under Quality Assurance Activities (QAA);

• provision for a majority of health practitioners on disciplinary tribunals;

• provision for a review of the legislation after three years.

While these changes are welcome, they do not alter the essential nature and direction
of the Act, which will introduce untested concepts, undermine self-regulation, make
quality assurance a highly bureaucratic process, and allow much greater levels of
political interference into professional processes than before.

Self-regulation is a cornerstone of medical practice, but the Minister of Health has
removed the medical profession’s right to elect some members to their regulatory
authority. We do not see that the provision allowing the profession to nominate
members for the Minister of Health’s consideration for appointment to the authority is
equivalent to the profession electing its own representatives.

The NZMA recommended that Scopes of Practice be removed from the Bill, or that
the Bill be changed to emphasise broad Scopes of Practice and avoid focus on narrow
or individual scopes. Although the preamble to the Bill when it returned from the
Select Committee talked of broad scopes, the numerous amendments within the Act
make it clear that the opportunity exists for narrow, codified descriptions of each
individual’s practice to be developed.
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The NZMA and ASMS support the Medical Council of New Zealand’s current
intention for medical scopes of practice to be broad. However, the NZMA continues
to have strong reservations about the effects on scopes of practice of the decisions of
future authorities appointed by the Minister of Health, determinations by case law and
consequent changes in other statutes. We fear that, with time, these will make scopes
of practice more restrictive and task oriented.

Already, we are seeing examples of this. A letter from the Ministry of Health was sent
out on 17 September setting out a proposed new regulatory framework for designated
prescribers. The proposal states, ‘for each designated scope of practice’ a list of
approved medicines would be developed. This, by implication, will codify and limit
an individual practitioner’s scope of practice.

This Act brings professional disputes into the political arena, with the Minister of
Health as final arbiter of disputes on overlapping scopes of practice. There have
always been issues relating to boundaries between the scopes of practice of various
health practitioner groups, although we have not previously needed legislation to
address them. Sometimes they persist because there may be no right or wrong answer.

The political agendas of governments and good healthcare that rests on medical
ethical values do not always coincide. The professions must be autonomous in setting
their ethical rules and it is of huge concern that this Act legislates for statutory
regulatory authorities appointed by the Government to set ‘standards of ethical
conduct’. The recent debate on euthanasia is a prime example of potential conflict
between government and medical ethics.

The HPCA Act was assented to on 18 September 2003, with QAA changes coming
into effect on 16 October. In three months, all authorities have the ability to gazette
their scopes of practice. In the same timeframe, the first round of new applications for
groups not currently covered by the Act, but seeking to be recognised as registered
health practitioners, will also be considered and gazetted.

Healthcare systems can actively promote professionalism – or they can discourage it.
The NZMA believes that the HPCA Act is a backward step for the promotion of
professionalism in medicine. We are establishing a monitoring process to assess the
effects of the Act on both doctors and their patients so that we will be prepared for the
planned review in 2006.

Author information: Tricia Briscoe, Chairman, New Zealand Medical Association

Correspondence: Dr Tricia Briscoe, NZMA, PO Box 156, Wellington. Fax: (04) 471
0838; email: nzma@nzma.org.nz
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At last – some reasonable comments on informed consent
Grant Gillett

Ron Paterson has exploded some well-worn myths about informed consent in his
helpful article published in this issue of the NZMJ.1 In fact, the essence of Paterson’s
advice is found in the Hippocratic writings:

‘Although it were no easy matter for common people to discover for themselves the
nature of their own diseases and the causes they get worse or better, yet it is easy for
them to follow when another makes the discoveries and explains the events to them’.2

He has reaffirmed the fact that one does not have to be a communication guru or a
mind-reader to satisfy the requirements of New Zealand law, which are among the
clearest in the world on this issue. We are required to speak in a way that is honest
and open about what we are doing, but that has been a hallowed and non-negotiable
principle in all cases since the early twentieth century. We are also required to give
the patient a sufficient basis on which to believe and trust us by being open and honest
about the patient’s problem, its likely course, and what we can hope to achieve to
influence that for the better. Again, this is no more than any one of us would expect
from any reasonable professional or tradesperson with whom we were dealing. A key
concept here is that of ‘material risk’: the risk that would be taken into account by a
reasonable person in making the decision in question.

Again, the Hippocratic writings demonstrate a clear understanding of the patient’s
predicament:

‘Physicians come to a case in full health of body and mind. They compare the present
symptoms of the patient with similar cases they have seen in the past, so that they can
say how cures were affected then. But consider the view of the patients. They do not
know what they are suffering from, nor why they are suffering from it, nor what will
succeed their present symptoms. Nor have they experience of the curse of similar
cases. Their present pains are increased by fears for the future.’2

When we consider conveying such information we are reminded that we need to share
the information that a reasonable person in the patient’s position would want to know
(the reasonable patient test), and that we must answer honestly any questions posed by
the patient before us (reaffirmed by Rogers vs Whitaker).3 These questions, among
other aspects of the conversation, should indicate to us the kinds of considerations that
the particular patient before us would consider relevant to the decision he or she is
facing. Once again, all the legal precedents are convergent on these simple points.

I have always taught that the requirements for informed consent can be summed up
neatly by breaking the process into spontaneous and responsive phases. We must
spontaneously volunteer the information that a reasonable patient would want to hear
(an objective standard) and responsively disclose what this particular patient would
want to hear (a subjective standard). The former process can be assisted by
information sheets and printed material, including pictures, but the latter requires a
conversation. Neither is so time consuming as to be prohibitive and both can usefully
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be achieved in a way that does not convey any pressure to the patient. Almost always
the surgeon performing the operation must be involved in at least part of this process,
even if the form itself is signed in the presence of a junior who can provide an
opportunity for the patient to share any concerns that would not be aired in the
presence of his more powerful, and perhaps intimidating, colleague. Of course, that
will not work if the junior is likewise so overawed by the specialist that he is too
inhibited to make the patient feel at ease.

If we act so as to take these requirements seriously, we have, as Paterson assures us,
nothing to fear from the complaints process, where common sense and a sharp eye for
the clinical reality are very much in evidence in recent cases.

In reality we are best served by treating the patient as a partner (in the words of the
British Medical Journal). A partnership involves respect and trust and a commitment
to cooperative problem solving, and that, I think, is the essence of all good clinical
relationships. What continues to amaze me is that doctors, and particularly specialists,
who are sensitive to the quality of evidence adduced and the reasoning based on it in
making good medical decisions, are often cavalier or downright sloppy in their use of
ethical and legal evidence and reasoning in their clinical thinking. Paterson’s article is
a worthwhile antidote to that kind of approach.

Author information: Grant Gillett, Neurosurgeon and Professor of Medical Ethics,
Dunedin Hospital and Otago Bioethics Centre, University of Otago Medical School,
Dunedin

Correspondence: Professor Grant Gillett, Otago Bioethics Centre, University of
Otago Medical School, PO Box 913, Dunedin. Fax: (03) 474 7601; email:
grant.gillett@stonebow.otago.ac.nz
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Adverse events in New Zealand healthcare
John Morton and Shona MacMillan
‘Unsafe acts are like mosquitoes. You can try to swat them one at a time, but there will always be
others to take their place. The only effective remedy is to drain the swamps in which they breed. In the
case of errors and violations, the “swamps” are equipment designs that promote operator error, bad
communications, high workloads, budgetary and commercial pressures, procedures that necessitate
their violation in order to get the work done, inadequate organisation, missing barriers and
safeguards…the list is potentially long but all of these latent factors are, in theory, detectable and
correctable before a mishap occurs.’1

In international research an adverse event (AE) is defined as ‘an unintended injury
caused by medical management (not the disease) that has harmed a patient causing
death, disability, or a prolonged hospital stay.’2 Since patient safety is defined as
‘freedom from accidental injury’, patient care would be safer if AEs could be
prevented or reduced in frequency.

In the New Zealand Quality of Health Care Study,3 Professor Davis and his team
applied the methods that were developed in New York about ten years ago to elicit
AE rates from hospital records and subject them to epidemiological analysis.2 (Private
hospital record systems in New Zealand are not suitable for this type of analysis.) The
AE rate revealed in the Quality in Australian Health Care Study in 19954 was similar
to that now found in New Zealand.3 In this issue of the NZMJ attention is focussed on
the clinical context in which the adverse events in New Zealand occurred and the
extent to which they might be preventable.5

For practical and historical reasons this work is very important for the future of New
Zealand healthcare.

Some AEs arise through medical error but since we are all fallible it is impossible to
avoid mistakes. However, harm might occur less commonly if the precipitating
factors predisposing to error were better understood. Systems can be designed to
anticipate the potential for mistakes and take corrective action before harm occurs.6

The study published today gives the lie to the common misconception that all AEs are
due to medical error – for almost two thirds of the AEs detected there was little or no
evidence that they could have been prevented.5

In the past, mistakes tended to be hidden.7 Medicine was slow to acknowledge that it
is human to err. No distinction was made between culpable errors (which merit
punishment) and non-culpable errors (which it is pointless to punish.) Error revelation
was prejudiced through fear of blame and shame. Thus it was that the rates of
occurrence were unknown, the extent of injuries unmeasured, and attempts at the
prevention of patient injury insecurely based on anecdote. All that has changed as a
result of studies such as the one published today.5 The Christchurch Hospital Inquiry,
for example, arose through allegations that three deaths may have been avoidable. The
Davis study confirms that a New Zealand hospital with 50 000 admissions every year
would, like an Australian hospital, be expected to have 3000 in-hospital AEs a year.
For 180 of these there would be virtually certain evidence that they were preventable.
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This study has demonstrated that the majority of errors are no longer hidden in New
Zealand, where tort liability was abolished in 1972. For almost 90% of the AEs
identified, an annotation in the patient’s record acknowledged medical injury and
more than 80% of AEs involving system failure in hospitals were annotated.8

It has been strikingly demonstrated that these injuries not only have a major impact on
patients but are also a financial burden on the health service. The mean prolongation
of hospital stay attributable to each AE was 9.3 days. A hospital with 50 000
admissions a year utilises about 30 000 bed days a year to deal with in-hospital AEs
and as many more again for AEs in the community that  require admission. In
addition, the costs of lost work time, disability benefits and the wider economic
consequences are greater still.9

Since 20% of AEs were system related the prospects for prevention are theoretically
good. This finding supports the belief that the greatest overall quality improvement is
likely to come from redesigning healthcare systems to make it easier for clinicians
and other healthcare workers to deliver safe, high-quality care.10

Redesign for safety presents a major difficulty. The present healthcare quality
‘industry’ tends to operate at the margins of service delivery but no effort to improve
quality and safety will be successful unless those at the workface are fully involved.10

This must also include the community workforce, where half of the AEs originated.
This involvement should begin with clinical attention focussed on the AEs identified
in the study.5

The understanding of safety problems can be enhanced by the experience of high-risk
industries such as aviation and nuclear power.11 Incident reporting originated in
aviation early in its history when high pilot mortality demanded change. (There is an
old saying: ‘The pilot is the first one to arrive at the scene of an accident.’) Capacity
guidelines are also relevant to healthcare. A sky captain would decline to lift off with
an overloaded, short-staffed plane but clinical staff may feel obliged to do something
like that for patients with needs more pressing than travel. Such conditions can
precipitate situational violations of the rules in order to get the job done.9 Pilots now
accept that professional competence in crew resource management is as important as
their technical knowledge and flying ability.

Whilst automation and advanced equipment can lessen some risks, they may relocate
others. In contrast, training people to work effectively in teams is less expensive but
can achieve significant enhancements of human performance, as in aviation.9 The
Health Workforce Advisory Committee has recognised the need for better teamwork.
Kendall and Lissauer have identified the way in which patient-centred safe care will
require change and this challenge will necessitate paradigm shifts in educational and
employment cultures and practices.12

The elderly were more likely to experience AEs and for them the impact was greater.
The study found a need for better communication and education,5 which replicates the
findings of the National Confidential Enquiry into Perioperative Deaths in England. In
the 2002 report, Mr Ron Hoile, the principal surgical coordinator, said ‘Much of the
latest report is not about problems with individual clinical practice, as it was in the
past. It is about the provision of ongoing service, such as consulting with intensivists
before surgery.’ He added ‘We cannot simply blame lack of resources for all the
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failures, although it often plays a part. Poor communications between departments
and lack of integrated team working are also enormous problems.’13

Such consultation is especially necessary when surgery is being considered for frail,
elderly people with multiple comorbidities. These patients often have a poor
prognosis through their vulnerability to AEs such as myocardial infarction, stroke and
renal failure. For such patients the bleak choice may be between death from the
disease or death associated with an AE. In Australia, 45% of the deaths associated
with AEs were of patients admitted for ‘life-saving’ treatment (ie, they were at risk of
imminent death regardless of treatment.) It may be more helpful to quantify AEs
resulting in death in the person-years of life lost.14

In monitoring medical care, tolerance is essential and in the search for mistakes there
should be no condemnation associated with peer review.7 The goal must be
educational and practical: it must be linked to the improvement of all doctors and
systems and not to the punishment of those who make non-culpable errors. No
amount of admonition will eliminate human fallibility. The challenge is to minimise
its damaging consequences.9 As Brent James observed ‘It is easy to demonstrate that
current health care as practised in Western democracies is easily the best the world
has ever seen. We get better health care and better results than any previous
generation living in this world experienced. You would be a total fool if you were ill,
to avoid the health care system.’15

What can be aimed for? From an extensive study of the healthcare system in the
United States, the Institute of Medicine’s National Round Table on Health Care
Quality judged that typically it achieved 60% of theoretical potential. The challenge is
to narrow that big gap.16

When AE studies like this demonstrated the existence of a major public health
problem in other countries a huge effort in time and money was devoted to the search
for solutions.10 New Zealand has been slow to put the lessons learned into practice,
but the Ministry of Health’s recently released Improving quality (IQ): a systems
approach for the New Zealand health and disability sector aims to reduce the AE rate
as part of a comprehensive quality initiative.17 How is the quality ‘industry’ to be
refocussed to operate at the coalface? The achievement of that goal would require a
level of teamwork that is at present lacking in health services.13 What is being done
about that in the Health Department, the colleges, the district health boards (DHBs)
and clinical departments? Will clinical leaders learn crew resource management?
‘Perhaps most importantly, and I almost hesitate to say it, there is more than a
smidgen of arrogance in many of our professional colleagues,’ Dr AJ Sinclair
observed in a talk he gave in 1988. ‘This often manifests itself as a sort of
righteousness which makes them aloof and unapproachable at times.’ For crew
resource management to take root and thrive in medicine this attitude would need to
change.11

Early drafts of the Health Practitioners’ Competence Assurance Bill threatened the
capacity of providers to conduct rigorous quality assurance activities without fear of
disclosure. Following submissions from the DHBs (and others) it will now be possible
to investigate the vast majority of AEs as a quality assurance activity. The inclusion
of all health practitioners in quality assurance activities supports the necessary
multidisciplinary approach.
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AE research has produced important new knowledge about the safety, quality and
complexity of healthcare organisations. W Edwards Deming, leading the road to
quality modern industry, taught his students that there is no substitute for knowledge.
The dominance of successful biomedical knowledge in healthcare has tended to
exclude the broader range of knowledge from non-medical fields that will be
necessary if health systems are to be made safer. This will require a shift in mindset
and behaviour by healthcare workers, acceptance of new ideas, and a readiness to
develop new ways of working together.

As mindset is to the individual, culture is to the organisation. Transformation to safer
systems can occur only when a critical mass of people within the organisation has
undergone the required mindset change. The fastest way to achieve critical mass, as
well as widespread commitment to change, is through whole-system involvement in
the process. Clinical leaders must ensure that all healthcare workers are included in
the change process that is required.

Author information: John Morton, Medical Adviser; Shona MacMillan, Quality
Manager, RMO Unit, Christchurch Hospital, Christchurch

Correspondence: Dr John Morton, c/o RMO Unit, Christchurch Hospital, Private
Bag 4710, Christchurch. Fax: (03) 364 0897; email: john.morton@cdhb.govt.nz
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Adverse events in New Zealand public hospitals II:
preventability and clinical context
Peter Davis, Roy Lay-Yee, Robin Briant, Wasan Ali, Alastair Scott and Stephan
Schug

Abstract

Aims To assess the preventability and clinical context of adverse events identified in
New Zealand public hospitals.

Methods Two-stage retrospective review of 6579 medical records randomly sampled
from admissions for 1998 in 13 generalist hospitals providing acute care. Initial
screening and medical review according to a standardised protocol.

Results  Eight hundred and fifty adverse events were identified, of which over one
third (315) were preventable to a significant degree. Preventability of events increased
with age of patient, and was more characteristic of certain diagnostic categories. Half
of all events (413/850) were both preventable and occurred in hospital, giving an
occurrence rate of 6.3%. This rate increased with patient age, as did impact on
patients and extended stay. There were also variations by diagnostic category. Over
half of the events were associated with surgery (489) and one third with medicine
(303); operative incidents were predominant in the former, drug-related in the latter,
and system issues in both. Events in medicine had greater patient impact, and were
less likely to have occurred in a public hospital. System errors featured prominently as
an area for prevention, being associated with nearly half of all preventable in-hospital
events. Consultation and education were also important, resources less so.

Conclusions  Preventable adverse events have a major impact on patient outcomes
and extended hospital stay. A substantial proportion of these are system related and,
hence, in principle susceptible to quality improvement.

The subject of patient safety has received increasing attention in New Zealand. Thus,
a number of public inquiries into hospital care have highlighted quality issues, most
recently at Christchurch and Gisborne hospitals.1,2 Furthermore, in the 1990s the
Ministry of Health investigated the introduction of various indicators of the safety
performance of hospitals, such as a risk-adjusted mortality, readmission and
complication indices.3 Despite the evident activity of public authorities, however,
there has – with some notable exceptions4 – been little systematic research in this
area.

An important advance has been the development of standardised procedures capable
of eliciting from the audit of medical records a generic patient safety outcome – the
adverse event – that has reasonable measurement properties, is susceptible to
epidemiological analysis, and has clinical relevance.5 A further development has been
the increasing application of these standardised procedures within a quality, rather
than a medicolegal, framework. With this evolution of available methodology and
focus has come greater interest in the causation and preventability of adverse events.6
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In recently published work the application of this standardised methodology to
hospital admissions in New Zealand public hospitals demonstrated that 12.9% (850
from 6579 admissions) were associated with an adverse event.4 The objective of the
current investigation is to assess these same adverse events as to their preventability,
with a special focus on incidents of ‘in-hospital’ origin. As further assistance to the
determination of causation, information is provided on the broad clinical context of
adverse events. As in the previous publication in this series, only qualitative and
indicative judgements are made from the data.

Methods
The survey population was defined as all patients admitted in calendar year 1998 to 20 general
hospitals with more than 100 beds (excluding day, psychiatric and rehabilitation-only cases). A random
sample of 13 hospitals was then selected following stratification by hospital type and geographical
area. The sampling frame for each hospital was a list of all eligible admissions in that hospital, ordered
by admission date. Approximately 575 admissions were randomly selected from each hospital,
resulting in 6579 medical records for assessment. Experienced and specially trained nurse screeners
and physician reviewers, using a standardised protocol, then carried out a two-stage retrospective
review of those records. Data collection took place over a period of three weeks at each hospital.
Detailed information on the sample design, availability of routine administrative data, and method of
primary data collection is reported in an earlier paper.4

The degree to which adverse events could be judged to be preventable was a key aspect of this study.
Preventability, and possible means of preventing recurrence, were assessed by medical reviewers. A
structured set of ten preparatory questions was designed to assist reviewers in this task. The questions
were based on: consensus (ie, wide professional acceptance, about diagnosis and treatment); case
complexity; appropriateness of management; comorbidity; and urgency and risk of management.7

Definitions An adverse event (AE) was operationally defined as (1) an unintended injury, (2) resulting
in disability, and (3) caused by healthcare management rather than the underlying disease process.
Each of these criteria needed to be fulfilled. To be included in the study an AE had to be related to, or
have occurred during, the sampled admission. An AE that occurred during the sampled admission was
defined to be an ‘in-hospital’ event. An AE that occurred, for example, in a community setting and
resulted in the sampled admission was defined as an ‘outside-hospital’ event.
Disability was defined as temporary, lasting up to a year, or permanent impairment of function, or
death. The level of disability was assessed from details documented in the medical record.
Preventability of an AE was assessed as an error in healthcare management due to failure to follow
accepted practice at an individual or system level.
In assessing impact on patients of AEs, three criteria are drawn upon in the tables that follow:
proportion of hospital stay affected; extra bed days attributable to the AE; and effect on patient health
status (for example, permanent disability or death).
‘System’ was defined in two different contexts according to the study protocol. First, an AE was
classified into ‘clinical areas’, including whether it was a result of ‘system error’ (ie, due to
inadequacies of equipment/supplies, communication, training/supervision, staffing, scheduling, or
functioning of hospital services; or to lack of or failure to implement a protocol). Second, in relation to
areas in which effort could be directed to prevent AE recurrence, ‘system areas’ encompassed
policies/protocols, information and communication issues, and organisation management/culture.

Results
Information on the attribution of preventability to AEs by medical reviewers is
outlined in Table 1. For nearly 40% of cases reviewers could detect no evidence of
preventability. For over one third of events, however, the judgement of preventabilty
was greater than 50:50. Examples of synthetic cases of varying preventability are
provided in Figure 1.
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Table 1. Adverse events (AEs): attribution of preventability

Preventability score Preventability level n %
1
2
3
4
5
6

Virtually no evidence
Slight to modest evidence
Close call, <50:50
Close call, >50:50
Moderate/strong evidence
Virtually certain evidence

None
Low
Low
High
High
High

319
143
73
135
132
48

37.5
16.8
8.6
15.9
15.5
5.6

All AEs 850 100

Figure 1. Examples of high- and low-preventability adverse events

Example of outside-hospital adverse event with high preventability

A fit, elderly man presented with blood in his urine. For 3 years had been on warfarin anticoagulant
for his heart condition and blood tests to monitor the dose; had been stable. The admission test
showed marked loss of clotting ability, INR* over 20. It was found that he had been prescribed his
usual dose of warfarin 4 x 1 mg tablets daily, but dispensed as 4 x 5 mg tablets daily. Problem settled
with temporary withdrawal of warfarin; there were no longer term consequences.

Adverse event = medication dispensing error
Preventability = high
Disability = low, 3 days in hospital

Example of in-hospital adverse event with low preventability

A 40-year-old woman with heavy vaginal bleeding, not responding to medication, had an elective
vaginal hysterectomy with appropriate antibiotic cover. At 10 days post-operation she developed
pelvic pain and fever, ultrasound showed a collection; assumed to be abscess, treated with
intravenous antibiotic.

Adverse event = complication of medicated operation
Preventability = low, no additional preventive strategy identified
Disability = moderate (recovery in 1 to 12 months)

Example of in-hospital adverse event with high preventability

A known substance abuser with recent history of self-harm was admitted to hospital with pneumonia.
A 24-hour watch was ordered, but not supplied. On day 2 the patient walked out of hospital and
attempted suicide. He was returned to hospital and transferred to Psychiatry when pneumonia settled.

Adverse event = system failure
Preventability = high
Disability = low

*INR = international normalised ratio; this is a test for fine-tuning warfarin dose

Taking ‘greater than 50:50’ as the study measure of preventability (termed ‘high
preventability’), Table 2 examines the demographic and clinical distribution of
preventable AEs. While the occurrence of preventable AEs appeared to be higher for
older patients, for cases arising outside a public hospital, and for certain diagnostic
categories, these differences were not striking, and there seemed to be little systematic
variation by gender, ethnic group, or deprivation of area of residence.



NZMJ 10 October 2003, Vol 116 No 1183 Page 4 of 11
URL: http://www.nzma.org.nz/journal/116-1183/624/ © NZMA

Table 2. High preventability of adverse events (AEs), by age group, gender,
ethnic group, area deprivation score, major diagnostic category (MDC), and
location of occurrence

Patient characteristics (n) High preventability*
(%)

Age group
0–14 (102)
15–29 (104)
30–44 (129)
45–64 (169)
65+ (346)

28.4
36.5
35.7
36.7
40.5

Gender
Male (380)
Female (470)

38.4
36.0

Ethnic group
European (626)
Maori (135)
Pacific (32)
Other (57)

37.2
34.8
40.6
38.6

Area deprivation score (quintiles)†

1 (96)
2 (128)
3 (185)
4 (207)
5 (227)

37.5
43.0
38.9
31.9
37.4

MDC‡

Digestive system (99)
Skin, tissue (33)
Respiratory system (51)
Circulatory system (115)
Nervous system (42)
Kidney and urinary tract (42)
Musculoskeletal system (150)
Injuries, poisonings and drugs (55)
Pregnancy, childbirth (56)
Newborns/neonates (34)
Other (remaining 15 MDCs) (173)

49.5
48.5
47.1
41.7
35.7
35.7
32.0
29.1
19.6
11.8
39.9

Location of occurrence
Inside public hospital (683)
Outside public hospital (167)

34.9
46.1

All AEs (850) 37.1% (315/850)
*preventability score 4 to 6
†NZDep96 quintiles were derived from patient domicile codes as a measure of residential area
deprivation; quintile 5 represents the highest level of deprivation; 7 cases could not be coded
‡principal diagnosis was classified according to 25 Major Diagnostic Categories (MDCs) derived from
Australian AN-DRG 3.1; ordered according to % high preventability

In order to provide more focus for the analysis of preventability and causation, in
Table 3 the data set is restricted to those events that occurred in hospital and that were
preventable (ie, any evidence of preventability). The number of events in the analysis
approximately halved – from 850 to 413 – producing an occurrence rate of 6.3%. This
rate appeared to increase with age, as did the impact of these events (longer hospital
stay and higher levels of permanent disability and death). Variations in occurrence
and impact were evident by diagnostic category, although these were not notably
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consistent across criteria. Thus injuries had high event occurrence, but relatively low
impact. The major diagnostic categories of digestive, kidney and urinary, respiratory,
and nervous system had high impact on patient outcome, but no consistent level of
effect on either event occurrence or extended hospital stay.

Table 3. Occurrence and impact of preventable in-hospital adverse event (AE)
rates, by age group and major diagnostic category (MDC)

Patient characteristics (n) AE rate*
(%)

Permanent
disability or death

(%)

Attributable bed
days per AE†

(mean)
Age group
0–14 (44)
15–29 (53)
30–44 (65)
45–64 (92)
65+ (159)

3.3
4.9
6.5
7.8
8.1

9.1
0

9.2
18.5
18.9

16.2
4.4
6.2
10.7
12.1

MDC‡
Injuries, poisonings and drugs (28)
Musculoskeletal system (71)
Digestive system (60)
Kidney and urinary tract (19)
Circulatory system (52)
Skin, tissue (15)
Respiratory system (31)
Nervous system (18)
Pregnancy, childbirth (21)
Newborns/neonates (12)
Other (remaining 15 MDCs) (86)

13.1
9.6
9.0
7.8
5.9
5.9
5.5
4.2
2.9
2.5
6.3

3.6
14.1
23.3
21.1
15.4

0
22.6
27.8

0
0

9.3

9.6
10.4
18.6
13.5
9.8
8.7
7.3
11.9
2.8
6.0
7.8

All AEs (413) 6.3%
(413/6579)

13.8%
(57/413)

10.3
(408)

*AEs that occurred inside public hospital, preventability score 2 to 6
†extra bed days associated with an adverse event that were spent in the study hospital during one or
more admissions; 5 cases had missing data
‡principal diagnosis was classified according to 25 Major Diagnostic Categories (MDCs) derived from
Australian AN-DRG 3.1; ordered according to AE rate

The issue of clinical context is taken up in more detail in Table 4, with AEs broadly
classified by both clinical area and specialty. Furthermore, greater focus on aetiology
is provided by presenting analysis of preventable in-hospital events as well. Data on
AE ‘mentions’ – including instances in which more than one area was affected – are
also addressed.

Considering first the distribution of AEs by specialty, about 60% were associated with
surgery, both for all events and for those classified as ‘preventable in-hospital’. Most
events were classified in either medicine or surgery. Operative and system event
mentions were typical of surgery, while system and drugs were characteristic of
medicine. However, medicine had a wider range of affected areas, with therapy,
diagnosis and procedure also identified. Overall, both for all events and for those
classified as preventable in-hospital, operative and system areas were most frequently
mentioned. However, compared with all AEs, system problems were more prominent
for the in-hospital analysis, as were errors in therapy and diagnosis.
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Table 4. Distribution of all adverse events (AEs) and preventable in-hospital
AEs: clinical areas by specialty

SpecialtyClinical area* (n)
Surgery†

(%)
Medicine‡

(%)
Other§

(%)

All mentions¦

(%)

All AEs (850)
Operative (258)
System (254)
Drug (130)
Therapy (89)
Diagnosis (85)
Procedure (82)
Other (162)

42.4
20.6
2.4
6.6
6.0
4.6

17.4

0.8
26.1
30.0
11.9
12.1
13.7
5.4

4.9
38.3

0
4.9
2.5
2.5

46.9

24.3
24.0
12.3
8.4
8.0
7.7

15.3
All clinical areas % (n) 100 100 100 100 (1060)
All AEs % (n) 57.5 (489) 35.7 (303) 6.8 (58) 100 (850)
Preventable in-hospital AEs (413)¶

Operative (117)
System (194)
Drug (43)
Therapy (62)
Diagnosis (66)
Procedure (38)
Other (57)

31.7
31.2
2.0

10.2
8.5
4.8

11.6

1.0
35.2
18.7
13.0
18.1
10.4
3.6

9.7
51.6

0
3.2
3.2
3.2

29.0

20.3
33.6
7.5

10.7
11.4
6.6
9.9

All clinical areas % (n) 100 100 100 100 (577)
All AEs % (n) 62.5 (258) 32.9 (136) 4.6 (19) 100 (413)

*operative = related to an operation or occurred during the 30-day post-operative period; system =
defective equipment or supplies, equipment or supplies not available, inadequate reporting or
communication, inadequate training or supervision of doctor/other personnel, delay in provision or
scheduling of services, inadequate staffing, inadequate functioning of hospital services, no
protocol/failure to implement protocol or plan, other; therapy = correct diagnosis but inappropriate or
delayed treatment; other = falls, fractures, obstetrics, neonatal, or anaesthesia
†includes all surgical specialties plus anaesthiology and obstetrics
‡includes all medical specialties plus psychiatry and paediatrics
§includes dentistry/oral surgery, dietary, hospital physical plant, midwifery, nursing, pharmacy,
occupational therapy, podiatry, transportation support services, speech/language therapy
¦ a ‘mention’ refers to an instance where a reviewer identified a particular clinical area. Clinical areas
are mutually exclusive except that ‘system’ may be identified alone or in addition. Note that the total
number of mentions is greater than the total of AEs
¶AEs that occurred inside public hospital, preventability score 2 to 6

Table 5 assesses impact – as reflected in patient outcome and extended stay in
hospital – preventability and location, by specialty and clinical area. Considering all
AEs by specialty, incidents in medicine tended to have a greater impact on patient
outcomes, and were also more preventable. Compared with surgery, however, a much
lower proportion of these took place in a public hospital. For preventable in-hospital
events, a similar impact profile to that for all AEs was evident.

In the case of clinical area, system issues were rated highly preventable for all events,
while operative incidents were not. It should be noted that only about one half of
drug-related events occurred inside a public hospital. There was, however, no marked
pattern of impact by clinical area. For preventable in-hospital events, operative
incidents had a higher than average impact on patient outcomes, although not
markedly so for attributable bed days.
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Table 5. Impact, preventability, and location of occurrence of adverse events
(AEs), by specialty and clinical area

Permanent
disability or
death (%)

Attributable
bed days per
AE* (mean)

High
preventability†

(%)

Inside public
hospital (%)

All AEs (n = 850)

Specialty (n)
Surgery (489)
Medicine (303)
Other (58)
Clinical area‡ (n)
Operative (258)
Drug-Related (130)
System (254)
Other (418)

12.1
18.5
15.5

15.9
12.3
16.1
14.8

8.8
9.9
10.3

10.7
7.8
9.7
9.3

30.1
46.2
48.3

15.9
43.9
70.5
46.2

93.7
65.7
44.8

93.4
53.4
80.3
80.6

All areas 14.5%
(123/850)

9.3
(839)

37.1%
(315/850)

80.4%
(683/850)

Preventable in-hospital AEs
(n=413)§

Specialty (n)
Surgery (258)
Medicine (136)
Other (19)
Clinical area‡ (n)
Operative (117)
Drug-Related (43)
System (194)
Other (223)

12.8
17.7

0

18.0
9.3
13.9
13.5

10.0
11.2
9.2

11.9
7.3
8.9
10.8

All areas 13.8%
(57/413)

10.3
(408)

*extra bed days associated with an adverse event that were spent in the study hospital during one or
more admissions (11 and 5 cases respectively had missing data)
†preventability score 4 to 6
‡system may be identified alone or in addition to another clinical area
§AEs that occurred inside public hospital, preventability score 2 to 6

The potential for prevention is an essential aspect of the assessment of the
preventability of AEs. This was determined by study reviewers considering likely
‘areas of effort’ for preventing the recurrence of incidents, and these data are reported
in Table 6. Alongside these areas are considered impact, preventability, and location.
Nearly one third of all events were seen as having a system component, followed by
deficiencies in consultation with colleagues, and education. In the case of preventable
in-hospital events, nearly one half were affected by system issues.

On impact criteria, only ‘consultation’ stood out for patient outcomes, and problems
with ‘resources’ for extended stay. This was the case both for all events and for
preventable in-hospital incidents. For all events, most areas of effort showed high
levels of preventability and occurred inside a public hospital.
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Table 6. Prevention of recurrence of all adverse events (AEs) and preventable in-
hospital AEs: areas of effort by impact and preventability

Area of effort* (n) All AEs
(%)

Permanent
disability or
death (%)

Attributable
bed days†

(mean)

High
preventability‡

(%)

Inside public
hospital

(%)
All AEs (850)
System (262)
Consultation (182)
Education (153)
Resources (84)
Quality assurance (59)
Other (109)

30.8
21.4
18.0
9.9
6.9
12.8

15.7
20.3
13.1
15.5
11.9
15.6

10.9
11.1
8.8
16.6
6.7
9.7

63.0
69.2
75.8
53.6
67.8
48.6

77.5
80.8
73.2
75.0
86.4
86.2

All areas 14.5%
(123/850)

9.3
(839)

37.1%
(315/850)

80.4%
(683/850)

Preventable in-
hospital AEs (413)§

System (203)
Consultation (147)
Education (112)
Resources (63)
Quality assurance (51)
Other (90)

49.2
35.6
27.1
15.3
12.4
21.8

13.8
21.8
13.4
15.9
13.7
14.4

10.2
12.2
9.4
16.6
6.5
9.5

All areas 13.8%
(57/413)

10.3
(408)

*the percentage for each area is the percentage of all AEs; more than one area could be identified so the
percentages do not add to 100%; system = policies/protocols, access to or transfer of information,
communication, discharge procedures/protocols, organisation management/culture, record-keeping,
other; consultation = with specialists or peers; resources = personnel, equipment/other physical
resources, other
†extra bed days associated with an adverse event that were spent in the study hospital during one or
more admissions (11 and 5 cases respectively had missing data)
‡preventability score 4 to 6
§AEs that occurred inside public hospital, preventability score 2 to 6

Discussion
Nearly 40% of AEs identified in admissions records to public hospitals in New
Zealand were judged by study reviewers to be associated with a significant degree of
preventability (Table 1). This result is consistent with findings for the United States
(27.6%),8 Australia (51%),9 and the United Kingdom (48%).10 Of all sampled
admissions, 6.3% were associated with preventable events of in-hospital origin, a
level approximately half that of the overall rate of occurrence (12.9%).

Older patients suffered more highly preventable events, a higher rate of preventable
in-hospital AEs, and experienced a greater level of impact – as reflected in permanent
disability or death and in extended hospital stay (Tables 2 and 3). High preventability
– and preventable in-hospital event rates – also varied by diagnostic category, as did
patient impact. The vulnerability of older patients to preventable AEs has been
confirmed in a number of studies internationally. In the United States a comparator
study determined that proportionately more hospitalised elderly patients experienced
preventable AEs, and experienced permanent disability or death as a result, than did
the non-elderly.11 More generally, medical injuries were more common and more
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often preventable among elderly hospitalised patients (of 65 years and over) than in
younger patients.12 Although increasing age was a factor in the proportion of
admissions resulting in serious disability or death in the QAHCS (Quality in
Australian Health Care Study), the proportion of AEs with high preventabililty was
not strongly associated with age.9 In a British study of hospital patients, those with
AEs were older than patients who did not experience an AE.10

The majority of all AEs occurred in surgery. These were predominantly operative,
were generally less preventable, and had lower impact than events in medicine, and
they occurred almost exclusively inside public hospitals. Over one third of events
were in medicine. Many of these were drug related, but therapy and diagnosis were
also implicated. These events had greater impact, were more preventable, and a higher
proportion occurred outside a public hospital than events in surgery (Tables 4 and 5).

These results are consistent with the findings from the QAHCS,9 in which the
majority of AEs occurred in surgery, with half of these being operative, and such
events being less preventable and associated with lower impact. The converse held for
AEs in medicine, among which a high proportion (nearly 16%) occurred outside
hospital. A similar pattern was apparent in research in the UK, where the majority of
AEs detected were in surgery (and orthopaedics), were less preventable, but led to
more extra bed days in hospital.10 The findings from the US studies also supported
these results: most AEs occurred in surgery, were mainly operative, had lesser impact,
and were less preventable than those occurring in medicine (where adverse drug
events were predominant).13,14

System-related issues were an important clinical area common to both surgery and
medicine in this investigation. These showed high levels of preventability. They were
also reflected in the assessments of prevention of recurrence, where one third of all
events and half of preventable in-hospital incidents were judged to have system
involvement (Table 6). In the Australian study, system errors produced higher
proportions of AEs with permanent disability and high preventability, and were
responsible for 16% of all events.9 Similarly, in the Harvard Medical Practice Study,
one third of the AEs due to negligent care, and a similar proportion associated with
severe disability, were linked to systems and related problems.14

The strengths and limitations of the general methodology being applied in this study
have been discussed elsewhere.4,7 It should also be noted that, despite the
demonstrated weakness of the study instrument in measuring AE rates,15 there were
consistency and plausibility in key areas. Thus, reviewers were more likely to
attribute preventability to events that were judged to show relative professional
consensus, inappropriate management, substantial deviation from accepted
management, or lack of acceptability of treatment; all conditions plausibly related to
the assessment of preventability.7

The results of the investigation reported here establish that a significant proportion of
admissions to public hospitals in New Zealand are associated with preventable AEs,
that about half of these have their origins inside hospital, and that a high proportion
are system related. This indicates that the issue of medical error is as significant in
hospital practice in New Zealand as it is elsewhere. The substantial costs of such
incidents have since been quantified.16
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While the study establishes the epidemiology and impact of preventable AEs in New
Zealand public hospitals, it provides only an initial indication of required remedial
action, and the judgements from the data have been qualitative rather than definitive.
Thus, in assessing the prevention of recurrence, study reviewers identified as potential
areas for improvement ‘system’ factors, followed in importance by the need for
consultation with colleagues, and also for education. Clearly, such judgements are
indicative only, and more focused investigations are required in order to better
identify the potential for quality improvement. An area in which substantial progress
has been made internationally is in reducing adverse drug events.17 Infection control
is another area of considerable potential, where the impact of hospital-acquired
infections can be assessed for further development of preventive and control
strategies. Various studies report that nosocomial infections are common and are
associated with substantial morbidity, high costs,18,19 and mortality.20 There is
potential here for research to reduce in-hospital AEs.

In summary, just over 5% of admissions to public hospitals in New Zealand are
associated with a preventable AE of in-hospital origin. This study establishes a
baseline and provides indications of the potential for quality improvement, but few
clear-cut signposts for intervention. Nevertheless, older patients are an area of
obvious concern, as is the potential for reducing AEs occurring outside hospitals.
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The characteristics of doctors receiving medical complaints:
a cross-sectional survey of doctors in New Zealand
Wayne Cunningham, Raewyn Crump and Andrew Tomlin

Abstract

Aim To analyse the incidence and characteristics of medical complaints received by
doctors in New Zealand.

Methods A cross-sectional survey of New Zealand doctors randomly selected from
each of three groups from the New Zealand medical register: vocationally registered
general practitioners; vocationally registered hospital-based specialists; and general
registrants.

Results  Nine hundred and seventy one doctors (11% of registered New Zealand
doctors) indicated that 34% had ever received a medical complaint, and 66% had
never received one. The rate of complaint in New Zealand is rising. The annual rate of
complaint in 2000 was 5.7%, with doctors in the 40–60 age group receiving 68% of
complaints. Doctors who were male, vocationally registered general practitioners, and
holding higher postgraduate qualifications were more likely to receive a complaint.
Time to resolution of a complaint is long, with 74% of dismissed and 59% of upheld
complaints being resolved within 12 months.

Conclusions  This study finds a high incidence of complaint in New Zealand. It finds
differences between doctors based on gender, qualification, and field of practice, and
suggests that responsibility for patient care may be an important determinant of the
risk of receiving a complaint.

There is little published information about the experience of medical complaints
(complaints) received by doctors in New Zealand. Complaints have implications for
individual doctors, for the institutions in which they work, for the medical profession
and the society it purports to serve. If complaints have the potential to damage doctors
and reduce the level of care provided to patients,1 then it is imperative to understand
the demographics of doctors receiving complaints, and to identify particular areas of
vulnerability.

In New Zealand in the year to June 2002, the Office of the Health and Disability
Commissioner (HDC) received 571 complaints against medical practitioners, down
from 741 in the year to June 2001, but up from 423 in the year to June 2000.2 In the
year to June 2002, the Accident Compensation Corporation (ACC) received 1900
medical misadventure claims related to doctors, of which 480 were accepted, 53 being
attributed to medical error (personal communication, Rosemary Matthews, Analyst
Medical Misadventure Unit, ACC, 2003). Of the 35 calls from doctors received daily
by the medicolegal advisors to the Medical Protection Society (MPS), approximately
40% relate to complaints. In 2002, the MPS opened 850 ‘complaint files’ for their
doctor members (personal communication, Dr Denys Court, MedicoLegal Advisor,
MPS, 2003).
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Recognised issues confronting the complaints and malpractice process include the
rising rate of complaints, the timeliness of the process, inconsistencies between the
incidence of complaint and malpractice litigation both geographically and with
respect to true malpractice, and differences between doctors who receive a complaint.

In the United States, malpractice payment rates vary between states from 0.7% to
3.7% per physician per year, prompting the comment that ‘such a great discrepancy
seems to challenge the notion that the risk of malpractice litigation consistently
promotes the quality of health care’.3 Malpractice litigation in the United States has
even been described as a ‘lottery’,4 and there may be a low correlation between actual
medical negligence and subsequent malpractice litigation.5

The rate of complaint to the General Medical Council in Britain rose by over 30%
between 1999 and 2000, with 77% of cases having been heard and concluded within
six months, with acknowledgement that ‘justice delayed is justice denied’.6

In New Zealand, the low ratio of successful claims to adverse events in a hospital-
based setting under the ACC legislation suggests that cultural factors rather than a
change in legal doctrine alone are important in the incidence of claim making.7

There are conflicting notions about the characteristics of doctors who receive a
complaint. A study in Florida found that male, board-certified, US or Canadian
medical school graduates had a 56% risk of being sued at least once, compared with a
17% risk for female physicians graduating from medical schools outside the US.
Doctors who had experienced three or more malpractice suits had characteristics
associated with greater knowledge.8 In contrast, a study in Michigan found that lower
training credentials (medical school and residency training programme rankings) were
strongly predictive of future malpractice experience.9

Some specialties may have a higher risk of complaint than others – surgeons in one
study had twice the rate of complaints of non-surgeons10 – but malpractice-risk-
reduction strategies (such as changing communication behaviours) are not necessarily
the same in different specialty groups.11

This study aimed to characterise the distribution of complaints against New Zealand
doctors, to allow comparison with other studies, and to consider the implications of
the findings.

Methods
In June 2001, 1200 questionnaires were mailed to doctors on the New Zealand medical register using a
stratified, systematic sampling technique. From each of the alphabetically ordered lists of (1)
vocationally registered general practitioners, (2) hospital-based specialists, and (3) general registrants
(junior hospital doctors, medical officers of special scale (MOSS), and general practitioners not on the
indicative vocational register), every seventh name was selected until each group contained 400
potential participants. The medical discipline of each respondent was taken as that indicated on the
medical register at June 2001. Hospital-based specialists were classified into ‘procedural’ and ‘non-
procedural’ groups. The former group included surgical subspecialties combined with anaesthetics,
emergency medicine, and obstetrics and gynaecology. All other specialties including radiology were
considered ‘non-procedural’.
Each selected doctor received: (1) a mailed invitation to participate; (2) an information sheet; (3) a
consent form; and (4) two sealed envelopes, one to be opened by those who had never received a
complaint, and the other for those who had ever received a complaint. A complaint was not further
defined, leaving participants free to decide if their experience of a particular event should be called a
complaint, but participants were asked to indicate to which body a complaint had been directed (the
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Health and Disability Commissioner (HDC), the (former) Medical Practitioners Disciplinary
Committee (MPDC), the Accident Compensation Corporation (ACC), ‘in-house’, or other).
All questionnaires requested demographic data, including age, gender, place and year of graduation,
years in practice in New Zealand, and postgraduate qualification. The respondents’ views about the
medical disciplinary complaint system in New Zealand were sought, along with suggestions for
change.
Doctors who had ever received a complaint completed additional sections about the complaint’s short-
and long-term impact on themselves and their practice of medicine. They were asked with which
organisation the complaint had been laid, the time that elapsed from the event or incident that led to the
complaint to actually receiving the complaint, the time to resolution of the complaint process, and
whether the complaint had been upheld or dismissed. They were asked for their view of the reason for
the complaint, choosing any combination of the following options:

• an error in the practice of medicine (including incorrect diagnosis or failure to diagnose, technical
incompetence, adverse reaction or procedural complication, failure of follow up);

• breakdown of communication;
• personality clash;

• systems failure;

• actions of a third party;
• own behaviour (including inappropriate language, sexually inappropriate behaviour);

• fraudulent activity; and

• other issues.
The questions were developed from previous research by one of the authors in his study on the effect of
medical disciplinary complaints on general practitioners,1 and were piloted in the Department of
General Practice, Dunedin School of Medicine.
Non-respondents to the initial mailing were re-surveyed by post with a questionnaire asking only if
they had ever or never received a complaint, to determine whether or not the doctors who completed
the survey were representative of the wider population of New Zealand doctors. This paper does not
include an analysis of suggestions for improvement to the New Zealand complaints process, nor of
attitudinal and practising differences between doctors who have ever or never received a complaint.
Chi-square tests were used to test associations between doctors’ experience of complaints and the
demographic variables. Because of multiple tests, the level of significance chosen for this study was p
<0.01. Ethical approval was obtained from the University of Otago Ethics Committee.

Results
Of the 1200 doctors surveyed, 598 (49.8%) completed the full questionnaire. Of these,
201 respondents (33.6%) had received a complaint at some time during their medical
career and 397 (66.4%) had never received a complaint. There were 373 replies from
the 602 non-respondents who were re-surveyed and, of these, 129 (34.6%) had
received a complaint and 244 (65.4%) had not. The total of 971 replies represented a
response from 11% of the 8715 doctors registered in New Zealand in April 2001. In
total, 330 (34.0%) respondents had received a medical disciplinary complaint and 641
(66.0%) had not.

Table 1 presents the complaints received by doctor characteristic. The gender
distribution of respondents was very similar to the gender distribution of the 8715
doctors on the medical register. There were 2791 registered female doctors (32.0%)
and 5924 (68.0%) registered male doctors in New Zealand in April 2001. In this
study, 591 respondents indicated their gender and, of these, 192 (32.5%) were female
and 399 (67.5%) male. As Table 1 shows, male doctors were more likely to have
received a complaint (p <0.01).
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Table 1.  Complaints received by general practitioner characteristic

Doctor characteristic Complaint
received

n (%)

Complaint
never received

n (%)

Significance

Gender
Female
Male

44 (22.4)
152 (77.6)

148 (37.5)
247 (62.5) <0.01

Years in practice in NZ
0–5
6–10
11–20
>20

12 (6.1)
19 (9.7)
62 (31.6)
103 (52.6)

82 (20.8)
77 (19.5)
123 (31.2)
112 (28.4) <0.01

Vocational group
General practitioner
Hospital-based specialist
General registrant

93 (46.3)
69 (34.3)
39 (19.4)

122 (30.7)
136 (34.3)
139 (35.0) <0.01

Hospital-based specialty
Procedural
Non-procedural

33 (45.8)
39 (54.2)

51 (37.8)
84 (62.2) ns

Place of graduation
New Zealand
Overseas

140 (71.4)
56 (28.6)

270 (68.7)
123 (31.3) ns

Postgraduate qualifications
Fellowship and postgraduate
Fellowship only
Postgraduate only
None

107 (54.9)
64 (32.8)
10 (5.1)
14 (7.2)

157 (39.8)
129 (32.7)
56 (14.2)
52 (13.2) <0.01

Site of practice
Urban
Rural
Small town (<15 000 population)
Non-practising/retired

156 (79.6)
16 (8.2)
17 (8.7)
7 (3.6)

339 (86.0)
18 (4.6)
29 (7.4)
8 (2.0) ns

Vocationally registered general practitioners received more complaints than either
hospital-based specialists or doctors on the general register (p <0.01).

No significant difference in the rate of complaint was found between hospital-based
specialists classified as ‘procedural’ or ‘non-procedural’. Classifying radiology in the
procedural group did not alter the non-significant outcome.

More doctors holding higher degrees received complaints (p <0.01), but there was no
significant difference between doctors who had graduated from New Zealand
universities and those from overseas institutions.

In total, 81% of complaints had been resolved and 14% were still proceeding. Of the
complaints that had been resolved, 136 (83.4%) were dismissed and 27 (16.6%)
upheld. The results are shown in Table 2.



NZMJ 10 October 2003, Vol 116 No 1183 Page 5 of 9
URL: http://www.nzma.org.nz/journal/116-1183/625/ © NZMA

Table 2. Complaint outcome by body to which complaint was lodged

Body Upheld
n (%)

Dismissed
n (%)

Proceeding
n (%)

Unknown
n (%)

Total
n

HDC
MPDC
In-house
ACC
Other

9 (11.8)
9 (12.2)
4 (17.4)
3 (37.5)
2 (10.0)

47 (61.8)
57 (77.0)
14 (60.9)
5 (62.5)
13 (65.0)

16 (21.1)
4 (5.4)
3 (13.0)

-
5 (25.0)

4 (5.3)
4 (5.4)
2 (8.7)

-
-

76
74
23
8

20
Total 27 (13.4) 136 (67.7) 28 (13.9) 10 (5.0) 201

MPDC = Medical Practitioners Disciplinary Committee; HDC = Health and Disability Commissioner;
ACC = Accident Compensation Corporation; ‘Other’ includes civil courts and the coroner

Figure 1 shows the number of complaints received per year as reported by
respondents. The total for 2001 is for reported complaints up to June of that year.
There appears to be a rise in the rate of complaints, which begins in the mid-1980s.
The rate of complaints per doctor for the year 2000 was 5.8% (34/589) for the
respondents in this study.

Figure 1. Number of complaints reported per year (to June 2001) by survey
respondents

Figure 2 shows the age distribution of doctors at the time of receiving a complaint.
There was no significant difference in the age distribution before and after 1997 (p
<0.01). From 1995 to 1998 about 50% of doctors receiving a complaint were between
40 and 60 years old. This increased to 68% in the years 1999 and 2000.
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Figure 2. Age distribution of doctors at time of receiving a complaint

Examination of the time elapsed between the incident providing the reason for the
complaint and receipt of the complaint by the respondent showed that 81% of upheld
complaints, 71% of dismissed complaints, and 61% of complaints that were still
proceeding had been received within 12 months of the incident (Table 3). Seventy
four per cent of dismissed complaints had been resolved within 12 months but only
59% of the upheld complaints.

Table 3 lists the reasons for complaint as viewed by the respondents. The majority of
complaints were considered due to ‘a perceived or actual error in the practice of
medicine’.

Open-text answers in the ‘other’ category included:

‘The patient had serious relationship problems with his wife…I was involved in a
counselling role…the husband took exception to this.’
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Table 3. Reasons for complaint and time to resolution

Upheld
n (%)

Dismissed
n (%)

Proceeding
n (%)

Total
n

Reason for complaint
Error
Communication
Third party
Fraud
Personality clash
Own behaviour
Systems
Other
Total

20 (38.5)
5 (9.6)
7 (13.5)
1 (1.9)
3 (5.8)
3 (5.8)
4 (7.7)
9 (17.3)

52 (100.0)

83 (34.9)
35 (14.7)
21 (8.8)
2 (0.8)

24 (10.1)
23 (9.7)
9 (3.8)

41 (17.2)
238 (100.0)

17 (21.8)
11 (14.1)
6 (7.7)

28 (35.9)
2 (2.6)
1 (1.3)
6 (7.7)
7 (9.0)

78 (100.0)

120
51
34
31
29
27
19
57
368

Time from incident to receipt of
complaint
<12 months
12–18 months
18–24 months
>24 months
Unknown
Total

22 (81.5)
1 (3.7)
0 (0.0)
0 (0.0)
4 (14.8)

27 (100.0)

96 (70.6)
6 (4.4)
8 (5.9)

19 (14.0)
7 (5.1)

136 (100.0)

17 (60.7)
0 (0.0)
3 (10.7)
6 (21.4)
2 (7.1)

28 (100.0)

135
7
11
25
13
191

Time from receipt of complaint to
resolution
<12 months
12–18 months
18–24 months
>24 months
Unknown
Total

16 (59.3)
2 (7.4)
2 (7.4)
4 (14.8)
3 (11.1)

27 (100.0)

101 (74.3)
18 (13.2)
6 (4.4)
5 (3.7)
6 (4.4)

136 (100.0)

18 (64.3)
4 (14.3)
2 (7.1)
1 (3.6)
3 (10.7)

28 (100.0)

135
24
10
10
12
191

Discussion
This report documents the incidence of medical complaints made about New Zealand
doctors. It raises issues about the distribution of complaints, and about the
implications for individual doctors, healthcare institutions, and the medical profession
and society.

This study finds a high incidence of complaint. One in three doctors in this
representative sample had experienced a complaint, and in the year 2000 the
complaint rate per doctor per year was 5.7% (albeit with an 85% dismissal rate). Even
if the rate of complaint stabilises at this level, these findings suggest that almost one
in every seventeen doctors will receive a complaint if they decide to practise medicine
for another year.

Complaints were not evenly distributed throughout the medical workforce. The
evidence that geographic location and procedural practice do not increase the risk of a
complaint should be reassuring to those doctors who may see themselves as
vulnerable for those reasons. Similarly, doctors who have trained overseas (who may
be less familiar with New Zealand culture) do not seem to be at higher risk than their
colleagues trained in New Zealand.

Those carrying a higher risk of complaint are general practitioners, male doctors, and
those with higher postgraduate qualifications. The age and experience of the
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practitioner are independent risk factors. This finding is consistent before and after
1997, suggesting that it is the practitioner being of an age and experience that is
important, rather than the process of ageing and practising. It is possible that it is the
more experienced doctors who are carrying the burden of responsibility for patient
care, and are more vulnerable to receiving a complaint as a consequence. The results
challenge the notion that increasing specialisation (and expertise) is protective of
receiving a complaint.

This study cannot explain why some events lead to a complaint and some do not, but
it does consider doctors’ views about the reasons for complaint. In over one third of
cases (if fraud is excluded), doctors considered that an actual or perceived error in the
practice of medicine contributed to the complaint being made. If error (rather than
doctor–patient communication, personal behaviour or other interpersonal skills) is
seen as paramount in the genesis of complaints, there are implications for how doctors
may behave in order to reduce their risk of future complaint.

Individual doctors may view complaints as inevitable and complaint avoidance as
difficult. They may seek to practise in such a way that error is minimised and their
actions can be defended. This approach risks an increase in both positive and negative
defensive medicine,12 with unnecessary investigation and over-referral, or with
withdrawal of services as respective examples. If important components of the
Patient-Centred Clinical Method,13 such as doctor–patient communication and
enhancing the doctor–patient relationship are considered less important, these aspects
of patient care risk being minimised or even lost in the patient encounter.

In terms of healthcare institutions, this study finds that complaints are spread across
all specialty groups, and are independent of procedural work. Healthcare institutions
may be vulnerable to the impact of the rising complaint rate because the doctors
targeted by complainants appear to be the senior and experienced doctors on whom
the institutions rely to deliver high-quality patient care.

The time to resolution of complaints is unduly long. Not only does society need
timely protection from errant doctors, but resolving complaints rapidly and providing
alternative treatment may be the only opportunity a patient has to get a satisfactory
outcome from poor medical care. For doctors, rapid resolution may improve their
personal wellbeing, and the standard of care provided to subsequent patients.

The role of the complaints system in society needs to be debated and made explicit. If
complaints are to serve to improve the quality of healthcare delivered to patients, the
complaints system must function as an effective vehicle for learning by doctors and
for appropriate change by both doctors and institutions. The non-uniform distribution
of complaints in New Zealand suggests that either the quality of patient care is
unacceptably variable, or that particular groups within the medical workforce are
carrying the burden of responsibility for care and vulnerability to complaint. This
situation may not be in society’s long-term best interest.
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The demographic characteristics of New Zealand medical
students: the New Zealand Wellbeing, Intentions, Debt and
Experiences (WIDE) Survey of Medical Students 2001 study
Julie Fitzjohn, Tim Wilkinson, Denzil Gill and Roger Mulder

Abstract

Aims To develop and administer the first nationwide survey of all medical students in
New Zealand. This paper reports the demographic characteristics of medical students
and compares them with the general population.

Methods A questionnaire was developed, with questions modelled on the New
Zealand Census, and administered to all New Zealand medical students. Data were
then compared with the New Zealand Census.

Results The response rate was 83%. Female students made up 55.9% of the class. The
ethnic composition of the class, Maori (6.8%), Pacific Islander (4.3%), NZ European
(50.9%), Asian (31.4%), differed significantly from the general New Zealand
population. Maori and Pacific Island students, and students from a rural background
were significantly under-represented. Permanent residents represented 11.1% of the
student population. Three quarters of medical students reported that at least one of
their parents had a tertiary qualification.

Conclusions  Medical students are more likely to be socioeconomically advantaged
and from an urban community, and less likely to be of Maori or Pacific Island
descent, than the general population. In the context of a shortage of practitioners in
rural, lower socioeconomic and Maori or Pacific Island areas, these differences are
worrying. The number of permanent residents and female students may have
implications for the New Zealand medical workforce.

Problems exist with the composition and distribution of the New Zealand medical
workforce. The current New Zealand medical workforce is predominantly composed
of medical practitioners who have graduated from a medical school in New Zealand;
however, a significant number (34%) are overseas-trained doctors.1 While it is
thought that the current workforce of medical practitioners is sufficient to meet the
needs of the New Zealand population,2 maldistribution of practitioners has led to
shortages in some specialty areas. Furthermore, there are documented shortages of
practitioners of Maori and Pacific Island ethnicity to work with these communities,
practitioners working in areas of low socioeconomic status, and practitioners in rural
areas.3 The shortage of practitioners working with Maori and Pacific Island patients
and those of low socioeconomic status is of particular concern as these populations
have been documented to have poorer health than other New Zealanders.4 These areas
of shortage are expected to be a continuing problem in New Zealand and future
medical practitioner requirements are being considered by the Health Workforce
Advisory Committee.3
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The demographic composition of classes in New Zealand medical schools has an
impact on the characteristics of the future medical workforce. Selecting medical
students with particular characteristics may be seen as an avenue for addressing
shortages in the medical workforce to fill areas of need. Currently, there is an
intention to change the criteria of entry into New Zealand medical schools with the
hope of producing ‘good doctors’ suited to the New Zealand environment,5 rather
than a move to address areas of shortage. The required attributes of a ‘good doctor’
are difficult to define; however, the ability to effectively communicate and empathise
with patients is regarded as important for all doctors as it underlies the doctor–patient
relationship. Hence, patients may prefer a practitioner with a similar background to
themselves, or at least a good understanding of their experiences. Further, it is thought
that students are more likely to return to environments similar to their own
backgrounds to practise, as is often seen for students of rural background in
Australian studies.6 As well as the requirements for study of a demanding course,
entry criteria to medical school could include considerations of the types of
practitioners needed for the future medical workforce. Before changes can be made it
is necessary to know the demographic composition of medical classes selected using
current criteria and to understand how that composition differs from that of the
general New Zealand population.

Medical training in New Zealand is a six-year degree. New Zealand has two medical
schools. The University of Auckland has 110 government-funded places per annum.
Students at the University of Otago begin their training in Dunedin, and then attend
one of three schools (Dunedin School of Medicine, Wellington School of Medicine
and Christchurch School of Medicine) for the final three years. The University of
Otago has 170 government-funded places per annum. Additionally, the medical
schools may provide a small number of additional ‘full-fee-paying’ places to
international students.

The selection process varies slightly between the two schools and is currently being
modified at both. Auckland has been using an interview for many years, Otago is
introducing an interview. Otago has been selecting students from a first-year health
sciences course; Auckland is changing from using high school grades to performance
within the health sciences course format. There are alternative entry places for
postgraduate students and those with special circumstances, which are similar at the
two schools. Maori and Pacific Islander students may apply for entry to either medical
school with less competitive grades (that must meet a minimum standard) than others,
if they have proven links to their communities. This entry scheme is intended to try to
redress the shortage of culturally similar practitioners for these population groups.
There is no practical limit to the numbers of students that can enter under the Maori
and Pacific Island scheme at this time (due to the limited number of applications).
Consideration has been given to offering rural students medical school quota places or
bonded schemes to encourage future rural practitice;5 however, no such schemes are
currently in operation. The Government has recently announced a bonded
scholarships scheme offering reduced fees (in return for postgraduate service) to
applicants whose parents have a low income in an attempt to encourage students from
lower socioeconomic backgrounds to train in health professions.7

Students of the University of Otago Medical School have been shown in previous
work to be more likely to be urban,8 socioeconomically privileged,9 and non-Maori
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than the general population. These studies have shown these characteristics to be
stable over the years 1987–2000. A previous study of Auckland medical students,
who gained entry between 1968 and 1993 revealed students were more likely to be
male than female, and a majority had a parent who had attended university.10

A number of other medical student demographic features may have an impact on the
future New Zealand medical workforce. New Zealand policy allows permanent
residents who have been in New Zealand for two years the same access and same
government funding for courses as New Zealand citizens. Those students who are
New Zealand citizens may be more likely to stay in New Zealand to practise than
those with only New Zealand permanent residency or significant offshore interests.
The proportion of female graduates may also have an impact on the number of hours
worked by New Zealand medical practitioners. It has already been noted that female
graduates more often seek part-time work and career breaks to have children.11

The aims of this study are to describe the demographic characteristics of all New
Zealand medical students studying during 2001 and to compare these with the wider
New Zealand population. This study includes both of the medical schools in New
Zealand, and allows comparison of the characteristics between the schools. This paper
also introduces the Wellbeing, Intentions, Debt and Experiences (WIDE) survey of
New Zealand medical students. It explains the methodology of the study, and the
characteristics of the sample.

Methods
Questionnaire development and pilot study The New Zealand WIDE Survey of Medical Students is
a questionnaire-based survey that was developed to collect information on New Zealand medical
students. The topics covered in the survey include: medical student demographics; student debt, career
intentions and factors influencing career choice; student health and wellbeing including mental health,
drug and alcohol consumption; and student experiences during medical training. This paper relates to
questions about demographic data, which were worded in a similar way to questions from the New
Zealand Census questionnaire. For the question on rural background, students were asked to indicate
the specified population size group (categorised as for the Census) for the community in which they
had spent most of their life. Students were asked to select their nationality from the options ‘New
Zealand citizen’, ‘permanent resident’ and ‘international student’. The question on ethnicity allowed
students to specify multiple ethnicities, which were not prioritised. An ethnicity variable was derived
from this as follows:
• students who identified as being of only New Zealand European origin;

• students who specified a Maori or Pacific Island identity, consistent with the criteria of the special
entry system (whether or not they also identified with another group);

• students of Indian or Asian subcontinent ethnicity;

• all other students, including those with multiple ethnic affiliations, or alternative ethnicities.
Many questions for other sections were taken directly, or adapted from, previous studies carried out in
New Zealand,12 including the Christchurch Health and Development Study, a general cohort of similar
age to the majority of medical students who participated in the present study.13 A copy of the Alcohol
Use Disorders Identification Test (AUDIT) was included in the questionnaire.14 Questions on student
experiences at medical school were based on overseas studies.12 The survey questionnaire was
developed in consultation with the student associations representing New Zealand medical students.
Input from Maori medical student representatives was sought. Ethical approval from the University of
Otago Ethics Committee was obtained. A pilot study was conducted of all medical students at the
Christchurch School of Medicine from September to October 2000. This confirmed the appropriateness
of the survey tool and the data gathered.12,15

Data collection and analysis Data collection was performed in 2001 as a census of all medical
students in New Zealand at each of the medical school sites, Auckland, Wellington, Christchurch, and
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Dunedin. To ensure that trainee interns, ie, sixth-year medical students, who might be overseas on
elective were surveyed, the survey period extended from May 2001 to October 2001. Students were
asked in advance to collect information on levels of debt from all sources. Participation was voluntary.
The survey was administered and completed by class groups, where possible, during a specifically
allocated one-hour period, after scheduled classes. To ensure anonymity students were not required to
record their name or other identification information on the questionnaires. Participants deposited
completed questionnaires into a box and then crossed their name off a class list. Those students not
wishing to participate were asked to hand in a blank survey and cross their names off. Trainee interns,
and those students absent from class collection times had surveys sent to them via internal mail, with a
request to return surveys to a collection point and cross their names off a list. Students whose names
were not crossed off the list were sent reminders by internal mail three times before being considered
unwilling to participate.
To determine if the responders were representative of the entire medical school classes, the medical
schools provided information on the gender, ethnic and residency status of the 2001 class years
(personal communications: Bruce Savage, University of Otago, 2003; Kate Kilkenny, University of
Auckland, 2003).
Information on the New Zealand population for the year 2001 was taken from official sources. Data
from the New Zealand Census 2001 was taken from tables on the web site of Statistics New Zealand.16

Where necessary, categories in the published raw tables were collated to make data comparable.
Information on secondary school attendance in New Zealand was sought from the Ministry of
Education web site. Data from 1995 were used, as all trainee interns who entered medical school
directly after leaving secondary school would have been in their final year at secondary school at this
time. Attempts were made to obtain the proportion of the New Zealand population who are permanent
residents; however, discussion with the Department of Immigration confirmed this statistic is not kept
(personal communication, Michael Sheridan, Department of Immigration, 2003).
Analyses of the data were performed using SPSS version 7.5. P values for heterogeneity were used
unless otherwise specified. Significance was taken as p <0.05.

Results
Of the 1660 students studying at New Zealand medical schools in 2001, 1384 (83.4%)
completed the survey. Response rates by year and location are shown in Table 1. A
small number of questionnaires were incomplete, or responses were indecipherable,
hence the variation in denominators for some variables. Table 2 compares the
demographic characteristics of those students completing the WIDE survey in 2001,
with the medical schools’ demographic data for the student population in 2001. This
shows that the WIDE sample is representative of the student body at each school.
Permanent residents appeared slightly under-represented in the Auckland survey,
whilst students of Asian ethnicity appeared slightly over-represented.

Table 1. Response rates by year of study and site of medical school attended

Respondents/Total
Auckland Wellington Christchurch Dunedin

Totals (%)

Year 1 71/86 - - - 71/86 (82.6)
Year 2 112/129 - - 164/187 276/316 (87.3)
Year 3 110/132 - - 153/188 263/320 (82.2)
Year 4 138/159 59/63 57/60 43/54 297/336 (88.4)
Year 5 122/127 62/68 61/61 33/53 278/309 (90.0)
Year 6 52/122 47/57 60/64 38/50 197/293 (67.2)
Totals
(%)

605/755
(80.1)

168/188
(89.4)

178/185
(96.2)

431/532
(81.0)

1384/1660
(83.4)
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Table 2. Comparison of demographic characteristics of the WIDE sample with
medical schools’ data on all medical students attending in 2001

Characteristic Auckland
WIDE
sample

Auckland
Medical School

intake data
2001*

Otago WIDE
sample

Otago
Medical School

intake data
2001†

Female 55.7 53.7 56.1 53.4
Asian‡

Maori/Pacific Islander
European
Other

36.2
12.7
44.5
6.6

30.5
14.0
44.6
10.9

27.7
7.3
55.9
9.1

30.2
5.1
58.5
6.2

NZ citizen
Permanent resident
International

83.2
7.3
9.5

73.2
14.7
12.1

81.0
14.0
5.0

71.1
20.3
9.6

*years 2–6 only; data supplied by personal communication, Kate Kilkenny, University of Auckland,
2003
†data supplied by personal communication, Bruce Savage, University of Otago, 2003
‡ethnicity data not directly comparable due to different data handling: in the WIDE survey anyone who
identified as Maori/Pacific Islander was categorised as such; in the schools data students were
classified according to their first choice of ethnicity

Of the surveyed students, 55.9% (772/1381) were female. There was no gender
difference between schools. Only 6.8% (94/1380) identified as Maori, and 4.3%
(60/1380) identified as Pacific Islander. A further seven students identified as both
Maori and Pacific Islander, resulting overall in 147 students (10.7%) identifying as
Maori or Pacific Islander. Of these 147 students, 86 gained entry through the Maori or
Pacific Island admission system, the remainder gaining entry through the other
general categories. Students of Maori or Pacific Island descent are more prevalent at
the University of Auckland (Table 2). The overall proportion of Maori and Pacific
Islanders in the sample (9.7%) is much lower than that in the general population
(20.3%). However, proportions of Maori and Pacific Island students are higher in year
2 (12.8%) and year 3 (13.7%) than in years 5 (5.8%) and 6 (5.6%). New Zealand
Europeans are also under-represented when compared with the general population
(50.9% compared with 72.7%). Students from Asia and the subcontinent are
represented in the medical classes (31.4% of all students, 27.4% of all New Zealand-
government-subsidised students) in proportions many times their prevalence in the
New Zealand population (3.4%).

New Zealand citizens make up 82.0% (1127/1375) of the class, with similar
proportions of NZ citizens at Auckland and Otago. There are more international full-
fee-paying students at Auckland, and a greater proportion of permanent residents
studying at Otago (Table 2). The proportion of permanent residents in the class is
much higher than that expected in the general population.

Students’ ages ranged from 17 to 43 years. The majority of students (86.4%) were
aged under 25 years. Those aged 25 to 29 years made up 9.8% of the classes, with
2.3% of the group aged between 30 and 34 years. Only 0.9% of the class were 35 or
older.

The majority of New Zealand students came from major urban backgrounds as shown
in Table 3. Those at Otago University were significantly more likely to come from an
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area categorised as rural. Of those surveyed, 18.7% (258/1377) reported attending a
private secondary school for the bulk of their secondary schooling compared with
2.7% of the general population.17 A further 11.9% (164) attended an integrated
secondary school (a school that was previously private but now partially integrated
into the public system, often charging partial fees). This compares with 12.8% of the
general population attending integrated secondary schools.17

Table 3. Background characteristics of medical students by medical school
attended, compared with NZ Census (whole population) 2001

SchoolDemographic characteristic
Auckland

% (n)
Otago
% (n)

All medical
students

% (n)

NZ census
2001

%
Ethnicity (p <0.001)*
NZ European
Maori/Pacific Islander
Asian/subcontinent
Other/multiple ethnicity

44.5 (269)
12.7 (77)

36.2 (219)
6.6 (40)

55.9 (434)
7.3 (57)

27.7 (215)
9.1 (71)

50.9 (703)
9.7 (134)
31.4 (434)
8.0 (111)

72.7
20.3
4.3
2.7

Citizenship status (p <0.001)*
NZ Citizen
NZ Permanent Resident
International Student

83.2 (501)
7.3 (44)
9.5 (57)

81.0 (626)
14.0 (108)
5.0 (39)

82.0 (1127)
11.1 (152)
7.0 (96)

n/a
n/a
n/a

Size of home community (p <0.001)*
Rural (<1000)
Minor urban (1000–9999)
Secondary urban (10 000–29 999)
Major urban (>29 999)

2.5 (15)
7.1 (43)
7.0 (42)

83.4 (502)

6.6 (51)
8.6 (66)
9.7 (75)

75.1 (579)

4.8 (66)
7.9 (109)
8.5 (117)

78.7 (1081)

14.2
8.4
6.3
71.0

*p values for comparison of Auckland vs Otago

Half the students (51.0%) surveyed reported both their parents had tertiary
qualifications, and an additional 24.9% reported that either their mother or father had
a tertiary qualification. In comparison, the 2001 Census shows 12% of New
Zealanders aged 35–60 have a tertiary qualification.16 Overall, 17.5% (242/1380)
reported at least one parent who was a medical practitioner. Forty three students
(3.1%) reported that both their parents were doctors. Less than one fifth (19.3%) of
respondents estimated their parents’/caregivers’ income as less than $30 000 per
annum, whilst 27.2% (357/1314) estimated it as exceeding $100 000 per annum.

Table 4. Current living circumstances of medical students by medical school
attended

SchoolLiving Circumstances
Auckland

% (n)
Otago
% (n)

Total
% (n)

Hostel 11.0 (66) 9.5 (74) 10.2 (140)
Parents 43.7 (263) 9.0 (70) 24.2 (333)
Own home 3.8 (23) 3.2 (25) 3.5 (48)
Flat/board/other 41.5 (250) 78.2 (606) 62.2 (856)
Total n 602 775 1377

NB: p <0.001 (p value for comparison Auckland to Otago)
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Current living circumstances are shown in Table 4. There is little difference in home
ownership or hostel dwelling between students of the two schools; however,
Auckland students are significantly (p <0.001) more likely to live with their parents,
whilst their Otago counterparts are more likely to be flatting or boarding. Only 47 of
1377 students (3.4%) reported they were married. Twenty five students reported
having dependent children, with three being the greatest number of dependent
children.

Discussion
This is the first census of all medical students in a single country. The comparison of
the gender, ethnicity and residency data gathered in this survey with the data held by
the medical schools showed that the sample was generally representative. Permanent
residents were under-represented in the WIDE sample from both schools, which
causes some bias in the survey results. Some permanent residents may not have
perceived the survey as relevant to them, because they believed it to be a survey of
debt (which they may not have had), or for ‘New Zealand’ medical students. If these
students did not complete surveys because they have little intent to be New Zealand
doctors, their under-representation in the survey does not stop the survey achieving its
aims. The slight over-representation of Asian students in the Auckland sample may
represent different handling of ethnicity data by WIDE compared with the school.
Overall, these small differences suggest that the information in the WIDE survey can
be taken as very representative of the New Zealand medical student group.

This study confirmed that medical students in New Zealand do vary in demographic
characteristics from the general population and that this holds across the two medical
schools. However, there are some significant differences between the characteristics
of students at each school.

Women are now over-represented at medical school compared with male students. As
compared with their male counterparts, who historically work long hours, these
women may seek shorter working hours, or breaks from practice for family or social
reasons. This may have implications for workforce planning, and these women may
expect work hours and training schemes to become more flexible to accommodate
their social goals.

Students identifying as Maori (6.8%) or Pacific Islander (4.3%) make up a sizeable
minority of students. However, in the general population 14.7% identify as Maori and
6.5% as Pacific Islanders.18,19 These populations already have a shortage of
practitioners, and this situation will worsen if there continue to be fewer medical
students from these communities than population data would lead us to expect. As
New Zealand supplements its trained doctors with foreign graduates, the proportion of
practising doctors of Maori or Pacific Island descent is lower still. Population
projections expect the Maori and Pacific Island populations to grow rapidly over
coming years. By 2020, when these students will be in the middle of their practising
life, it is estimated that around 17% of the general population will be Maori New
Zealanders, while 9% will be Pacific Islanders.18,19 Auckland Medical School appears
to be recruiting more Maori and Pacific Island students than Otago Medical School,
both through general entry and the special admission scheme. This may, at least



NZMJ 10 October 2003, Vol 116 No 1183 Page 8 of 10
URL: http://www.nzma.org.nz/journal/116-1183/626/ © NZMA

partly, be explained by the higher geographical distribution of Maori in New
Zealand’s North Island. Maori and Pacific Island students may be aware of the higher
Maori and Pacific Island student population within Auckland Medical School and
attend there, perceiving greater support from fellow students and closer tribal
affiliations. However, even at Auckland Medical School, proportions of Maori and
Pacific Island students are less than those in the general New Zealand population. The
medical schools have already been working with government ministries to look at
ways to encourage more Maori and Pacific Island students to enter medical school.
Whilst this study shows a higher proportion of Maori and Pacific Island students in
the early years of the course, suggesting the situation may be improving, they are still
not present in sufficient numbers to meet current or predicted populations needs.
These data suggest that efforts are necessary and urgent, and may need more
resources.

Rural students are also under-represented when compared with the general New
Zealand population. Otago Medical School has substantially more students from rural
areas. This may reflect a geographical difference, since the University of Otago is
based in Dunedin in the South Island of New Zealand, which is largely composed of
rural communities. Dunedin is also a smaller city and therefore may be more
appealing to those from smaller towns and communities. These differences in medical
school composition offer a choice if changes to admission systems are made. Either
each school may be expected to actively work to recruit Maori and Pacific Island
students (and possibly those from rural or low socioeconomic backgrounds) or
recruitment could be looked at nationally, with Auckland Medical School being
encouraged to build on its current student population to recruit more Maori and
Pacific Island students. However, the medical schools can only recruit if there are
interested students with appropriate academic backgrounds from those under-
represented communities, which is an issue for Government, society and those
communities, not just the medical schools.

International students are full-fee paying and are expected to leave New Zealand.
Permanent residents, however, have their training subsidised by the New Zealand
Government to the same degree as New Zealand citizens. New Zealand allows new
migrants to access subsidised tertiary training and local quotas after two years’
residency. With 11.1% of this sample (which may under-represent the class
compositions), having permanent residency status, it needs to be established if these
students intend to stay in New Zealand after completing training. An exodus of New
Zealand-trained doctors with permanent resident status would further contribute to
shortages in the medical workforce.

Three quarters of medical students reported that at least one of their parents had a
tertiary qualification. This compares with only 12% of adults aged 35–60 in the 2001
Census16 having a tertiary qualification. Medical students were also shown to be six
times as likely to have attended a private secondary school as the census population.
More than one quarter of students estimated their family income as exceeding $100
000 per annum. A direct comparison with census data is not possible for this statistic;
however, this income distribution is much higher than the general New Zealand
household income distribution.16 Together, these data suggest that medical students
are more likely to come from a socioeconomically privileged background than
members of the general population. Studies at the University of Otago have shown
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that increasing fees over recent years has not changed the socioeconomic mix in the
medical classes.9 However, high fees may be deterring more students from a less
privileged background from entering the class.

Anecdotally, flatting during training allows medical students to gain awareness of
lower standards of housing and budgetary constraint compared with what they may
have experienced during home life. Evidence from this sample suggests that,
especially in Auckland, large numbers of students may be completing much of their
education whilst living at home. This may mean that students from privileged
backgrounds are missing this opportunity to gain important life experiences that may
help them empathise with lower income patients.

The differences between medical students and the general population may have an
impact on the ability of the future medical workforce to respond to those groups in
most need in the community. More concerted efforts to attract more students of Maori
and Pacific Island ethnicity are needed to prevent worsening shortages of Maori and
Pacific Island doctors. Schemes to encourage students of low socioeconomic
background or rural origin may also have merit. Schemes may include targeted
scholarships, quota places and preferential entries. The number of permanent
residents, who may choose not to practise in New Zealand, and an increasing
proportion of females, who may work fewer hours than their male counterparts, may
fuel expected future workforce shortages. We plan to analyse further data from this
study to provide more information on the characteristics of these students and their
future intentions.
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Unicompartmental knee arthroplasty: is it durable?
Steven Yang and Simon Hadlow

Abstract

Aim To analyse the long-term durability of unicompartmental knee arthroplasties
using the Marmor/Mod 2 prosthetic.

Methods Survivorship analysis was used to retrospectively evaluate 113 medial
unicompartmental knee arthroplasties performed between 1974 and 1989 in two New
Plymouth hospitals. An outcome was determined for every case.

Results  The survival rate was 95% at 10 years and 85% at 15 years. All 27 knees
surviving at the time of the study were assessed clinically using the Knee Society
Score, and 25 of the 27 knees underwent radiographic evaluation. The Knee Society
Knee and Knee Society Functional scores were 72 points and 56 points respectively
for the group of 27 surviving prostheses, and the 25 knees X-rayed showed no
loosening or fracture of the prosthesis.

Conclusions  Unicompartmental knee arthroplasty with the Marmor/Mod 2 prosthesis
has provided satisfactory long-term durability in this cohort of elderly patients, in
comparison with similar published studies featuring other prostheses.

Unicompartmental knee arthroplasty has been performed in New Plymouth since
1974. The aim of this study was to evaluate the results of the earliest of the prostheses
used in this centre, the Marmor/Mod 2 unicompartmental arthroplasty, when
implanted for medial osteoarthrosis of the knee. The study included clinical and
radiographic evaluation of surviving patients, and a survivorship analysis of
prostheses implanted over the 16-year period from 1974 to 1989.

Methods
Operating theatre logbooks from the two hospitals in New Plymouth were used to find every patient
who had undergone a Marmor/Mod 2 knee arthroplasty between 1974 and 1989. Relevant variables
were obtained from hospital records, including date of birth, sex, date of index operation, side, and
details of any previous surgery to the index knee. The determination of outcome for each
patient/prosthesis was derived from information obtained from hospital records, direct patient contact,
information from family and relatives, and the Registrar of Births, Deaths and Marriages.
Patients who were alive with the index arthroplasty in situ were assessed clinically with the Knee
Society Score,1 and their knees were X-rayed. The Knee Society Score is divided into a Knee score,
which evaluates the replaced knee only, and a Functional score, which evaluates complete patient
function. Weight-bearing anteroposterior and horizontal lateral radiographs were performed at the time
of the study. Definite component loosening was defined as fracture of the cement mantle or prosthesis,
or a continuous lucent line greater than 1 mm at the prosthetic cement–bone interface.
Survivorship analysis was performed using the Kaplan-Meier survivorship curve, with failure
determined as implant revision or intended revision. The analysis compensates for patients lost to
follow up or dead in each year, so that the data represent the probability of survival of the implant for
each post-operative year. The data obtained from the clinical and radiological reviews were analysed
using the two-tailed t test (alpha = 0.1).
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Results
One hundred and thirty Marmor/Mod 2 (Richards Orthopaedics, Memphis, TN, USA)
knee arthroplasties were performed between 1 June 1974 and 1 July 1989, by six
orthopaedic surgeons, predominantly for degenerative arthritis of the knee. This
implant has a cemented, metallic femoral runner articulating with a cemented, all-
polyethylene tibial tray, the latter inserted using an inlay technique into the tibia. One
hundred and thirteen medial unicompartmental arthroplasties were performed for
osteoarthritis in 89 patients, and these patients formed the study group. The remaining
arthroplasties were either lateral or bicompartmental replacements; these were
excluded from any analysis in this study.

The mean age at the time of the index procedure was 71 years (range 42 to 87 years).
Forty two males and 47 females underwent surgery, with 53 left and 60 right knees
replaced. Twenty two knees had undergone surgery prior to the index procedure ,
most commonly patellectomy, high tibial osteotomy or meniscectomy; none had
undergone previous knee replacement.

An outcome was determined for each arthroplasty at the time of the study (1
September 1999). No patient was lost to follow up. Fifty nine patients (78
arthroplasties) had died with a functioning prosthesis in situ. One patient had
undergone an above-knee amputation due to peripheral vascular disease seven years
after the index procedure, with the knee prosthesis functioning well up to the time of
amputation. Twenty two patients (27 arthroplasties) were alive with a functioning
prosthesis, and formed the basis of the clinical evaluation performed for the study.
Seven patients (seven prostheses) had undergone revision. Six of the revisions were
performed for aseptic loosening, and one for a delaminated tibial component. The
loose prostheses were revised to total knee arthroplasties, but the delaminated tibial
component was simply exchanged.

Survivorship analysis assessed the probability of implant survival at 10 years to be
95% (range 89–100%) and at 15 years to be 85% (range 73–96%) (Table 1). The 27
surviving arthroplasties had an average follow up of 16 years (range 10–23 years),
and the average age of these 22 patients was 82 years (range 71–100 years).

The two components of the Knee Society Score are reported separately. The Knee
component had an average of 72 out of 100 points. The Functional component had an
average of 56 points. Twelve knees were painless, 10 experienced mild occasional
pain, and five gave moderate pain. The average range of motion was 115° (range 90–
130°). The average flexion was 120° (range 95–135°) and average fixed flexion was
5° (range 0–14°).

Twenty five of the 27 arthroplasties (93%) underwent radiographic examination. The
plain radiographs showed 19 knees in varus alignment, with a mean of 4° varus, and
six knees in valgus alignment, with a mean of 4.5° valgus. Nineteen knees showed
degeneration of the patello-femoral joint, and in seven knees the lateral compartment
showed signs of degeneration. There were no radiographically loose or fractured
components. No significant correlation could be shown between radiographic changes
and clinical scores in this relatively small group of patients.
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Table 1. Survivorship rates of unicompartmental knee arthroplasty, showing
95% confidence intervals (CI)

Years since
arthroplasty

No of joints
at risk

Revisions Cumulative
revisions

Cumulative survival rate
% (95% CI)

1 113 1 1 99.1 (97.4–100.0)
2 109 0 1 99.1 (97.3–100.0)
3 103 0 1 99.0 (97.1–100.0)
4 98 0 1 99.0 (97.0–100.0)
5 94 1 2 97.9 (95.0–100.0)
6 92 0 2 97.8 (94.8–100.0)
7 88 0 2 97.7 (94.6–100.0)
8 81 0 2 97.5 (94.2–100.0)
9 81 2 4 95.1 (90.3–99.8)

10 73 0 4 94.5 (89.3–99.7)
11 62 0 4 93.5 (87.4–99.7)
12 53 1 5 90.6 (82.7–98.4)
13 46 0 5 89.1 (80.1–98.1)
14 44 1 6 86.4 (76.2–96.5)
15 39 0 6 84.6 (73.3–95.9)
16 32 0 6 81.3 (67.7–94.8)

Discussion
Patients with unicompartmental knee arthritis may be treated with replacement of the
diseased compartment only. Recent reports of medium-term outcomes have shown
survivorship ranging from 85% to 98%.2–7

Total knee arthroplasty has better long-term survivorship but has disadvantages
compared with unicompartmental knee arthroplasty.8 Post-operative knee flexion in
unicompartmental knee arthroplasty is greater than in total knee arthroplasty. Shorter
post-operative hospital stay and a smaller blood transfusion requirement have also
been observed in unicompartmental arthroplasty. Acute and chronic prosthetic
infection rate is also lower.9,10

The high number of knees that remain in varus and with a flexion contracture reflects
the typical deformity of the arthritic knee prior to surgery, as unicompartmental
replacement cannot correct deformity in the same manner as total knee replacement.
Knees with significant arthritic deformity (varus, valgus, or fixed flexion >10°)
should be treated with a total knee replacement.

Whether high tibial osteotomy or unicompartmental arthroplasty is the better
treatment for medial compartmental osteoarthritis has been debated.
Unicompartmental replacement is more suitable in older patients, whereas high tibial
osteotomy is preferred for patients under fifty years.11,12 However, high tibial
osteotomy has been shown to provide less predictable results compared with
unicompartmental knee replacements.13,14 Preservation of bone stock means revision
of a failed unicompartmental knee replacement is usually easier than revision of a
failed total knee replacement.15,16
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The Knee Society Score was low for the Functional component (mean 56/100), a
reflection of our elderly cohort, many of the patients being frail with multiple medical
conditions. The Knee component had a higher average score than the Functional
component (mean 72/100), but was adversely affected by many knees with varus
deformity. However, varus knee alignment may serve to protect the unreplaced lateral
compartment from excessive degeneration.

The long-term survival rate of the Marmor/Mod 2 medial unicompartmental knee
arthroplasty in this study is comparable with published results from similar
prostheses.2,5–7,9 This procedure has provided satisfactory long-term durability and
knee function in this cohort of elderly patients with predominantly medial
compartmental osteoarthritis. We continue to recommend this operation for patients
presenting with this disease, using a minimally invasive approach with a cemented
metal runner/all-polyethelene tibial tray inlaid into the tibia.
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Informed consent in New Zealand: medical myths
Ron Paterson

Two editorials and a paper published in the NZMJ over the past year perpetuate
common misconceptions about informed consent under New Zealand law. Like
patients who recall, with authority, incorrect facts about a consultation, medical
commentators on informed consent are ‘frequently in error, but never in doubt’.1 It
may be helpful to examine some of the more common medical myths, and the reality.

‘It’s impossible’
Frizelle repeats a frequent refrain about informed consent: ‘The legalisation of what
should be a medical act has increased to such an extent that it is almost impossible to
fulfil the requirements of informed consent’.2 ‘Catastrophisation’ of the potential
impact of properly informing patients has been a theme of medical resistance to
informed consent since the Cartwright Inquiry. In the aftermath of the Inquiry, the
New Zealand Medical Association newsletter warned of surgery postponed while
patients queue for miles as doctors labour to attain the holy grail of informed
consent.3 Fourteen years on, Frizelle warns that ‘increased legalisation’ of the consent
process is leading to a defensive approach that is ‘more expensive to the public
purse’, and that a doctor should ‘do less, talk more, and write it all down’ if he or she
wants to avoid ending up ‘in the gun’.

The latest ruling from the Medical Practitioners Disciplinary Tribunal makes it clear
that informed consent is achievable and that the rationale is to protect patients, not
doctors:

‘The Tribunal stresses that a doctor’s duty to inform and obtain informed consent
from a patient when required is as fundamental as the doctor’s duty to provide
treatment in accordance with appropriate professional standards…It would be
unfortunate if the idea were to gain currency that a doctor should comply with their
obligations to obtain informed consent simply to protect the doctor from potential
disciplinary action. The doctor should comply with their duty to inform and obtain
informed consent because of their respect for the dignity and independence of the
patient, not because they feel bound to protect themselves.’4

The reason why informed consent matters – and is not an overemphasis of patient
autonomy to the detriment of the therapeutic relationship between doctor and patient –
is well explained by the Medical Council in its recent statement on information and
consent:

‘Trust is a vital element in the patient–doctor relationship and for trust to exist,
patients and doctors must believe that the other party is honest and willing to provide
all necessary information that may influence the treatment or advice. The doctor
needs to inform the patient about the potential risks and benefits of the proposed
treatment and let the patient know that his or her welfare is the paramount concern.’5
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‘It’s always the doctor’s fault’
Another frequent lament is that ‘Failure of communication always seems to be
interpreted by complaints authorities as a failure on the part of the medical
practitioner’.2 No evidence is cited for this proposition. My experience as
Commissioner, having adjudicated on hundreds of complaints by patients unhappy
about a doctor’s communication, is that the majority are resolved without the need for
an investigation, and only a minority of cases that are investigated result in a breach
finding.6,7 Effective communication demands good interaction between doctor and
patient: it takes two to tango. But the converse is not true – ineffective communication
can be achieved by the acts (or omissions) of one party alone. And because of the
information asymmetry between doctor and patient, the doctor has the most
information to impart (at least about any proposed treatment) and is necessarily best
placed to frustrate (albeit unintentionally) the process of effective communication.

The oft-cited case of medicolegal risk exposure in the area of informed consent – and
the classic scenario reported in law reports in the United Kingdom and Australia – is
the doctor who fails to disclose a rare risk to a patient who then consents to a
procedure and is injured when the risk materialises. Such cases are relatively rare in
New Zealand medicolegal complaints. The majority of complaints concern ineffective
communication and inadequate explanation of the patient’s condition, other options
(such as treatment in the private system), alternative treatments, and costs.

‘The doctor must ensure the patient understands’
Collett misquotes Right 5 of the Code of Health and Disability Services Consumers’
Rights (the Code) to state that ‘information must be conveyed to the patient in a form,
language and manner that ensures [my underscore] the patient understands the
treatment or advice’.8 The statutory provision actually requires the mode of
communication to ‘enable’ understanding. Doctors are required to facilitate
understanding, but cannot be expected to guarantee patient understanding, and the law
makes no such requirement.

‘The patient must understand the information’
McKeague and Windsor, in a fascinating study on elective general surgical patients’
perception of the adequacy of informed consent,9 suggest that one of the imperatives
of the informed consent process is that ‘the consent giver considers that they
understand [the] information’. That statement is not supported by case law or the
Code. Certainly, the consent giver must be competent, ie, able to understand the
information. And the information must be explained in a way that enables it to be
understood. But the law does not require a surgeon (or any other health provider
seeking consent to a proposed procedure) to be a mind-reader, nor is the patient
required to pass a comprehension test, or even to ‘consider’ that he or she does
comprehend. What is required is that:

1. the patient has been given the information that a reasonable patient, in that
patient’s circumstances, would expect to receive;

2. the patient is competent to make a decision; and

3. the patient of his or her free will gives consent.
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Although it is common to speak of informed consent, it would be more accurate to
speak of consent given by an informed patient. I may have received all the
information any patient in my situation could expect; it does not follow that in giving
my consent to proceed, I truly understand the information provided.

‘The patient must recall the information’
Another theme in the medical literature is publication of data showing the limits of
patients’ recall. Researchers often point to patients’ subsequent inability to recall
information provided in pre-operative consultations as evidence of the futility of the
informed consent process.10 This is to mischaracterise the process as some sort of
comprehension test. What matters is that patients are given the information needed to
make a decision, not whether they can remember it at a later date.

‘New Zealand law is less clear’
McKeague and Windsor state that law on the standard for information disclosure in
New Zealand is ‘less clear’ than that in the United Kingdom, North America or
Australia. In fact New Zealand and Queensland11 are the only jurisdictions in which
the standard for information disclosure has been codified in statutory regulations. The
standard prescribed by Right 6(1) and (2) of the Code is ‘the reasonable patient test’,
modelled on Australian case law (Rogers vs Whitaker).12 The Medical Council
anticipated this position in its 1990 statement on information and consent, noting that
the standard is patient centred rather than doctor centred.5

‘Does the patient have a responsibility as well?’
Frizelle notes that ‘The relationship of trust between the patient and doctor assumes a
willingness on both sides to try to make it work,’ and queries whether the patient has
any responsibility.2 The answer is an unequivocal ‘yes’.

My work as Commissioner over the past three years has been characterised by an
emphasis on patients’ rights and responsibilities. A patient has a responsibility to
share information that he or she knows to be relevant to the particular clinical
decision. But I do not consider that a patient’s right to adequate information should be
qualified by any duty or responsibility in using the information imparted. Many
patients will prefer to leave decision making to their doctor, and Right 6(3)(b) of the
Code recognises that patients are entitled to ask their doctor for a recommendation.
Patients have a responsibility to make a decision, but how they do so is ultimately
their business.

Conclusion
In reviewing recent medical literature on informed consent, one is reminded of the
journalistic adage about ‘not letting the facts get in the way of a good story’.
Published research into patients’ perceptions of the adequacy of informed consent,9

and patients’ recall of pre-operative information,10 provides valuable insight into the
practice of information disclosure to patients. Seeking to highlight real and imagined
flaws in the law of informed consent is unhelpful. As noted by Collett in the NZMJ,
‘Rather than use this paper to fuel our paranoia and give us an excuse for not trying
(because informed consent seems simply not possible), we can use it to guide us into
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making the process more fulfilling to patient and doctor.’8 Contributors are
encouraged to join that endeavour.
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Shame, guilt and the medical practitioner
Wayne Cunningham and Hamish Wilson

Abstract

The underlying positivist philosophy of medicine and the emphasis on ‘knowing’ can
induce a shame response when doctors perceive they have failed. In contrast to guilt,
shame affects the whole of the self and may diminish the doctor’s ability to accept his
or her own illness, respond to a disciplinary complaint, or consider clinical
supervision. Consideration of the polarities of practice can help doctors respond to
mistakes, errors, or wrongdoing with guilt rather than with shame. This places a
perceived failure outside the self of the doctor, enabling restoration of relationships
and learning from clinical experience. This will benefit both doctors and patients.

Shame is a complex and powerful emotional response. It is often a hidden emotion for
doctors (and patients), yet it may drive behaviour without being acknowledged.1 In
contrast to anger, which is more readily acknowledged, it is difficult to admit to being
shamed, and this may prevent doctors from dealing with issues related to shame.

Having entered the twenty-first century, medicine brings with it some of the baggage
of the twentieth, including the remnants of the biomedical paradigm. This paper will
argue that the current epistemology of medicine almost guarantees shame, because it
is reliant on doctors ‘knowing’, and failure to ‘know’ may lead to a sense of failure of
self.

This paper considers how shame differs from guilt in the context of the polarities of
day-to-day practice and how this relates to the notion of knowing. It considers
evidence for shame as an explanation for doctors’ responses to their own illnesses, to
medical disciplinary complaints and to issues surrounding supervision.

The authors do not seek to eliminate shame from the doctor’s emotional repertoire,
but aim to understand the factors that may lead to that response, and to acknowledge
the effect that shame may have on the self of the doctor, an effect that can be taken
into many doctor–patient interactions.

Defining shame
Defining shame is not easy. There are conflicting views in the psychological literature
on the definitions of shame, humiliation, embarrassment and guilt,1–3 but there is
some consensus as to the relationship of the experienced emotion to the self of the
person involved.

A common theme in the psychological literature is the idea that a shamed person
wants to hide, to withdraw, or to even disappear. Shame is about the exposure of self,1

perhaps traumatically, leading to avoidance of that exposure. Shame then, is an
emotion particularly directed to the self of the person. It is internal, and it focuses on
how one feels about one’s self. In contrast, humiliation and embarrassment are usually
experienced in the presence of significant other people. They imply an interaction
with other people, and are objective, not only subjective or within the self.
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Guilt is an emotion with a less pervasive effect on the self of the person than shame. It
implies cognisance of wrongdoing and the potential to separate the action from the
self of the person who did the action. It puts a transgression ‘out there’ rather than
inside the self of the person, in contrast to the internalisation of shame. The respective
difference between guilt and shame may be expressed as: ‘I did that horrible thing’
(guilt), versus a failure of the self, ‘I did that horrible thing’ (shame).

To experience shame or guilt, failure has to be recognised, and a judgement (either
internal or external) made about whether a particular standard has been met or
breached. How doctors make this judgement is related to where a standard lies along a
continuum between two extremes (a polarity), and on the foundation of knowledge
that underlies that particular axis of understanding. This paper will consider these two
notions, and the impact they may have in understanding the complexity of medical
practice.

Failure and the polarities of practice
In order to define mistakes, errors and wrongdoings by doctors, society must make the
distinction between right and wrong, which are two polarised extremes. The
experienced reality, however, is that most medical practice is not absolutely good or
bad, but lies along a continuum between these extremes. The polarity that exists
between actuality and potentiality4 may be the tension that troubles doctors the most.
If internal or external assessment is focused on the potentiality of the situation, and
ignores the actuality or reality involved, the doctor is unlikely to measure up and will
be seen to have failed. Furthermore, if the expectations of society (which may be
internalised by the doctor) are unrealistic, the likelihood of the perception of failure
increases further.

Judged to have transgressed, the doctor may feel shamed; to have experienced a
‘global attribution of failure’, that is a failure of their whole self,1 which is itself a
polarised emotional response.

Guilt, however, implies an understanding of where the judged failure sits on its
relevant axis of right or wrong, good or bad, and of the values and beliefs that placed
it there. Viewed in terms of polarities, guilt offers the opportunity to alter practice on
a particular axis so as to reduce the tension inherent in the dichotomy of actuality
versus potentiality. In other words, it enables better practice of medicine, without
adversely affecting the self of the doctor. In this way a mistake may be rectified,
relationship with an offended or wronged person acknowledged, and errors learned
from rather than repeated.

The notion of ‘knowing’
Doctors and patients seldom question the underlying epistemology of medicine in a
way that might lead to a better understanding of how failure should be judged. The
values and belief system of modern Western medicine are rooted in positivism, the
expression of which is found in the biomedical model.5 That a detached observer (the
doctor), by applying correct medical understanding (history taking, examination and
investigations), can ‘know’ the best way to treat their patient’s disease, remains the
philosophic basis of medicine. Whether setting a fracture, managing a myocardial
infarction, treating a psychosis, reading a cytology slide, delivering a baby or
counselling a grieving patient, doctors in every discipline know the disease and
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thereby know the treatment. The limitations of this objectivity became recognised in
the latter part of the twentieth century,5,6 with increased emphasis on the role of the
person of the patient in medical care. However, biomedicine remains the basis of
much medical teaching, practice and research.7 For the doctor, then, the idea that ‘not
knowing’ equates to failure remains very real.

The patient-centred method8 moves towards a post-modern paradigm. It recognises
that there is no truly detached observer, and that the doctor, by way of their
relationship with the patient, enters the therapeutic process. It enables the doctor to
explore the patient’s illness experience and negotiate a management plan with the
patient, taking a beneficent rather than paternalistic approach. It allows doctors (and
society) to view medical practice through several different lenses, and to assess
performance along multiple axes, which recognise the complexity of patient care. By
making this complexity of care transparent, and recognising the role of the self of the
doctor in the doctor–patient relationship, ‘knowing’ can be judged along a series of
continua rather than as an all-or-nothing dichotomy.

Shame in doctors
To the best of the authors’ knowledge, there is no study finding direct evidence that
doctors are shamed by failing to know. There are, however, studies that support the
notion that doctors are shamed by illness,9–12 by receiving medical disciplinary
complaints,13 and by the exposure of self in supervision.14,15

Although the notion of shame has been extensively discussed in the literature of
psychology and psychoanalysis, very little has been written about shame in doctors
within medicine. Davidoff’s reflection that shame is so big that it is difficult to
recognise may be valid,16 although shame may become more recognisable by
considering it in specific situations that are familiar to doctors.

The experience of illness is one such situation. Lazare’s writings on shame and
humiliation focus mainly on the world of the patient, on how the culture of Western
medicine from its language to its procedures has the ability to shame the patient.10,11

He does, however, mention the potential for the shamed patient to induce shame in
their doctor, or for the doctor to feel shamed by the patient’s disease (particularly
when cure is not possible).

Further evidence for the potential for illness and disease to shame doctors is
poignantly found in accounts of physicians’ own suffering,17,18 and in the response of
colleagues to their illness,19 where the doctor may be found to have been shamed by
the failure of biomedicine to cure their colleague’s disease. There is also evidence that
doctors are reluctant to admit to illness,12 and have significant barriers to being in the
role of the patient,20 despite doctors suffering both physical and psychological
illnesses similar to those of the lay population.21,22 It is possible that illness induces
shame in doctors whose positivist epistemology leaves them little room to engage in
the experience of being unwell.

Issues related to the notions of knowing and judgement and the importance of the
shame response have emerged from some recent research in two seemingly disparate
areas: the response of doctors to receiving a medical disciplinary complaint, and the
role of supervision in medical practice.
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In the medical disciplinary complaint study,13 the authors reported changes in the
ways doctors practised medicine after receiving a complaint that was ultimately
dismissed and that did not proceed to a formal hearing. The implication was that any
changes would be the result of internalised processes, rather than having been
externally imposed. Respondents reported changes including negativity in the way
that they viewed themselves and their work; impairment of the doctor–patient
relationship characterised by loss of trust in patients generally; and changes in their
views about society characterised by cynicism and loss of the joy of medical practice.
Because many of the participants had persisting emotional changes along an axis of
rage or depression, the authors concluded that the respondents may have been shamed
by the complaint, a conclusion consistent with Lewis’ theory of emotional and
behavioural outcomes to a significant internalised event.1 The authors also concluded
that the complaint was sufficiently powerful a stimulus to create a perception of
failure and induce the shame response because it represented a significant threat to the
self of the doctor. By damaging the self of the doctor, shame could have a negative
impact on patient care by reducing the ability of the doctor to enter into a healing
relationship with the patient.

The study on supervision in medicine and its place in professional maintenance drew
attention to issues of power and perceptions of failure with exposure of the self of the
doctor.14 The supervisor was seen as powerful and as being in a position to judge
whether or not the supervisee’s practice was acceptable, even if those standards of
judgement were actually internal to the supervisee. It was the sense of exposure and
the potential to be shamed by the supervisor that was seen as a significant barrier to
doctors using supervision as a form of professional maintenance.

The findings of these two studies are consistent with the notion that shame is real, has
deleterious effects on the self of the doctor and is based on ideas of right and wrong.
Although shame can be experienced through the transgression of an internalised
standard, experiences such as illness, or encounters with patients or supervisors can
also induce a shame response.

Conclusions
Doctors judge themselves using internal and external standards derived from the
underlying philosophic basis of medicine. This positivist philosophy encourages the
belief that it is possible to ‘know’ the right way to practise medicine. Little
consideration is given to the polarities of human existence and the tensions that are
encountered in the reality of practice, and to the notion that it may not always be
possible to ‘know’. By making the positivist nature of medical philosophy transparent
it may be possible to shift the emotional response of failure from one of shame
towards one of guilt. In this way, a doctor’s perceived failure can be separated from
their sense of self, allowing restoration of healing relationships, righting of perceived
wrongs, and permitting learning from experiences in a way that benefits both doctors
and patients.
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Negative βhCG: positive ectopic pregnancy
Adrian Skinner and Peter Jones

A recent case of ectopic pregnancy (EP) following negative urine and ßhCG serum
tests highlights potential difficulties involved in diagnosing EP and illustrates the
importance of a thorough history and clinical examination augmented by investigative
findings.

Case report
A previously healthy 21-year-old woman presented to the Emergency Department
(ED), Auckland Hospital, with a four-hour history of sudden onset, severe, constant,
generalised abdominal pain radiating to back and shoulder tip. Significant history was
recent unprotected sexual intercourse.

She was clinically shocked with a rigid and generally tender abdomen. Vaginal
examination was not performed. Urine pregnancy test was negative. Serum βhCG
indicated a level <5 IU/l (ie, ‘non-pregnant’). Other investigations included
haemoglobin 92 g/l and white cell count 22.12 x 109/l. Electrocardiogram
demonstrated sinus tachycardia. Emergency physician abdominal ultrasound revealed
significant free pelvic fluid.

Impression of ruptured EP resulted in immediate transfer to theatre where the patient
underwent laparotomy and right salpingectomy. Surgeons found a ruptured tubal
pregnancy in the mid-right fallopian tube. The patient was discharged two days later
with uneventful recovery. She re-presented the following day with mild nausea and
vaginal bleeding assessed as normal hormonal or acceptable post-salpingectomy
bleeding. Gynaecological opinion questioned diagnosis of EP given negative βhCG.

Microscopic histology subsequently confirmed presence of EP within the lumen of
the fallopian tube, whose wall was markedly attenuated but without rupture in the
sections obtained.

Discussion

Currently utilised pregnancy tests depend on serum or urine detection of hCG (β
subunit confers specificity), a glycoprotein hormone produced by the trophoblast to
maintain the corpus luteum. Normal pregnancy concentrations of hCG rise
exponentially 10 to 20 days post-ovulation doubling every 48 hours until 8 to 10
weeks and subsequently decreasing to a plateau of around 20% of peak concentrations
until term. This increase has been demonstrated among 71% of patients in normal
pregnancy but among only 15% of patients with EP,1 possibly due to non-viable
trophoblast or absent production of hCG by the EP. Initial rise to certain maximal
levels in EP may be followed by declining levels of hCG.2 Negative urine and serum
hCG tests are reported among 3.1% and 2.6% of EP cases respectively.3 Serum tests
are considered more reliable than urine,4 with false-negative results among up to
17.5% of urine and 2% of serum tests involving positive EP.4
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Auckland Hospital Laboratory utilises ProClinic One-Step Urine HCG Pregnancy
Test for urine and Elecsys 1010/2010 HCG STAT Immunoassay Test for serum. The
former reports detection at 10 days post-conception of 100% of samples containing 40
mIU/ml hCG or greater and 80% of samples containing 25 mIU/ml; the latter reports
values of ≤4 mIU/ml hCG for 97.5% of healthy, pregnant women one week post-
conception. Actual serum βhCG level here was 2.63 IU/l, below the 5 IU/l cut off,
indicating that the patient was neither pregnant nor within retesting level (5–25 IU/l,
with levels up to 5–10 IU/l existing in some healthy women).5 Our patient’s last
menstrual period (LMP) had occurred three weeks prior to presentation. Based on
potential serum hCG detection at 22 to 24 days post-LMP for a woman with a 28-day
cycle, she may have been only just on the detection limit for hCG to show positivity
of pregnancy. Alternatively, heterophilic antibodies and diluted or concentrated urine
specimens can give misleading results.

This case has many features consistent with EP diagnosis including symptoms of
abdominal pain, the most common presenting symptom of EP occurring in up to 97%
of patients.6 Classical EP triad includes lower or central abdominal pain, vaginal
bleeding and amenorrhoea.3,6 Adnexal tenderness occurs in 54%.6 Among tachycardic
patients it has been shown that all had ruptured EPs.3

Incidence of EP is increasing6 and, given reported rates of 50% missed diagnosis at
time of first GP visit and 36% at first ED visit, EP must be considered even with
negative pregnancy test.
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Delayed diagnosis of steroid-induced colon diverticulum
perforation
Andreas Kouyialis, Damianos Sakas, Efstathios Boviatsis, Nick Maratheftis and
Stefanos Korfias

Steroids are nowadays administered for the treatment of a variety of pathological
conditions. Their beneficial effect is well established, but is quite often obviated by
side effects, which can affect all systems. One of the lesser known but most life-
threatening gastrointestinal side effects of steroids is the perforation of colonic
diverticula, which may occur in about 2.7% of patients and carries a mortality risk of
27–100%.1 Although this complication is more common after prolonged
administration it may occur even after short treatment courses. This was first
recognized by Beck et al in 1950,2 but remains under-reported and the
pathophysiological mechanism is poorly understood.

Case report
A 76-year-old woman was admitted to our department with paraparesis and
significant muscle power loss of the upper extremities, present for four months.
Magnetic resonance imaging of the cervical region revealed cervical spondylosis and
cervical intervertebral disk herniation. She was started on oral methylprednizolone 32
mg/d along with ranitidine 300 mg/d.

On the tenth day of corticosteroid therapy, she complained of abdominal discomfort.
Physical examination revealed no signs of abdominal irritation or tenderness.
Temperature, white blood cell count, C-reactive protein and serum biochemistry
studies were normal. The patient’s clinical condition remained unchanged but four
days later she complained of a sudden worsening of symptoms. The abdominal pain
became diffuse and intolerable. She developed distention and rebound tenderness
most marked in the left lower quadrant. A paracentesis of the abdomen revealed
purulent and faecal fluid. Exploratory laparotomy revealed a left lower quadrant
abdominal abscess, due to a perforated transverse colon diverticulum and a diffuse
peritoneal inflammatory reaction. A segment of approximately 7 cm of the transverse
colon was resected and was followed by an end-to-end anastomosis. The patient
required prolonged treatment in the intensive care unit. She survived with a mild
paraparesis.

Discussion
Colonic diverticula, being sites of stasis and prolonged exposure to high
concentrations of colonic flora, are predisposed to bacterial invasion. Areas of mucosa
in contact with the faecal stream undergo repetitive trauma.3 Steroids inhibit the
formation of ground substance and fibroblasts and cause alterations in structural
protein synthesis, thus decreasing mucosal repair and renewal.4 This enables
intraluminal bacteria to penetrate the mucosa of the intestinal wall. Alteration of
structural protein synthesis, thinning of the intestinal wall due to depletion of



NZMJ 10 October 2003, Vol 116 No 1183 Page 2 of 2
URL: http://www.nzma.org.nz/journal/116-1183/631/ © NZMA

lymphoid patches, and the absence of a muscular layer favour diverticula as the most
common sites for perforation.5

The impairment of the inflammatory process leads to an inability for the disease to be
‘walled off’ and to the absence of signs of peritonitis. Hence, the interval between
onset of symptoms and diagnosis of peritonitis is delayed. Fadul et al found the
interval between onset of symptoms and diagnosis ranging from 0 to 14 days, with the
incidence of free peritonitis being 83% in steroid-treated patients, compared with 38%
in non-steroid-treated patients.1 In the latter group, fistula, abscess or sealed
perforation were more frequent. The delay in diagnosis, along with the fact that
perforations in patients on steroids are less likely to be localised, contributes to a high
mortality rate.

In order to avoid this fatal complication, we recommend the following:

• Elderly patients, especially those over 60, receiving steroids should be questioned
about diverticular disease and, if present, lower doses of corticosteroids should be
administered.

• The diagnosis of perforated diverticulitis must be considered in any patient with
abdominal discomfort, fever of unknown origin or unexplained leukocytosis.

• Appropriate radiological studies should be performed in order to diagnose and
treat this complication as soon as possible.

Physicians and general practitioners should be particularly aware of this problem in
neurosurgical patients who have been discharged after or during prolonged steroid
treatment. Early suspicion, prompt diagnosis and expeditious treatment are likely to
substantially decrease morbidity and mortality.
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Medical ethics
This letter is taken from correspondence published in the New Zealand Medical Journal 1903, Volume 3 (10), p217
The Editor, New Zealand Medical Journal.
Sir, – In the British Medical Journal of the 2nd November, 1901, there is a paper on medical ethics that should be read,
 as there is nothing more common than a patient who has been under one medical man desiring the opinion of another,
 and proceeding to obtain it without acknowledging that he is at the time under treatment creates much unnecessary
 friction among members of a profession at all times prone to be a little jealous of one another. A certain number of
 these cases occur through ignorance of the proprieties on the part of the patients, but many cases are due to a low
 description of cunning in imitation of the law procedure of ordering witnesses out of Court. It would be well, whatever
 personal animosity may exist between rival practitioners, if it is laid down as a hard-and-fast rule that an exchange of
 cards should take place between the last and the previous consultant, stating the bald circumstance: such might often
 prevent misunderstandings, and might also lead to explanations of value to patient and medical adviser.
Yours, &c.,
Quod Vide.
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Capsule endoscopy

Figure 1. Capsular endoscope, which
is activated by removal of a magnetic
cover and swallowed.

Figure 2. Image of the lumen of the
small bowel as generated by the capsule
endoscope. These images are viewed as a
one-hour digital video.

Figure 3. Capsular endoscope and receivers. The receivers are strapped to the
abdomen and receive radiofrequency signals from the capsule. Capsular endoscopic
study is currently limited to the small intestine.
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Private firms given NHS deals
In the biggest expansion of private hospitals in a generation, the Health Secretary,
John Reid, has named consortia from the US, Canada and South Africa as among the
seven preferred bidders to develop fast-track centres offering surgery to national
health service patients.

The companies will run specialist centres and mobile operating units, which are
expected to treat 150 000 patients a year by 2005, delivering routine operations such
as hip and knee replacements, cataract surgery, and hernia operations.

Mr Reid rejected bids from BMI Healthcare and Bupa, the biggest of the British
contenders, on the grounds that they could not provide quality service at an acceptable
price.

In addition to the privately run treatment centres there will be 25 run by the NHS.
Together they are set to treat 300 000 patients a year with the aim of cutting
maximum waiting times from a year to six months.

Companies running the centres will be paid a ‘market forces’ rate in excess of the
NHS tariff to compensate them for start-up costs and salaries of staff being brought in
from abroad.

However, the British Medical Association (BMA) claims that a change in government
policy will allow up to 70% of staff to be seconded from the NHS. According to the
BMA’s chairman, James Johnson, guidance issued to NHS trusts permitting doctors,
nurses and therapists to be transferred means that the new centres are instruments of
‘covert privatisation’.

Guardian Weekly, 18–24 September 2003

Taxing fatness?
From the beginning of time epidemics have created havoc. Plague and pestilence have
always been swift, invisible agents of death. In the new millennium we confront a
new epidemic – Excess Adipose Tissue (EAT) – which is highly visible, less swift in
outcome, but just as deadly.

Leading the world in EAT is the United States, where it costs taxpayers more than
US$90 billion each year. A recent editorial in the Chicago Tribune noted: ‘Every so
often, some government agency pronounces Americans are fat and getting fatter. The
bureaucrats make the pitch for more federal dollars to promote obesity awareness and
prevention. Obesity awareness? Please. The ideal obesity awareness tool has already
been invented. It’s called a mirror.’ As a solution, the editorial proposes a ‘Weight-
Added Tax...Every year, at your accountant’s office, you weigh in. If you weigh more
than the ideal for your height, weight and age, you pay a tax, depending on how much
you’ve packed on in the preceding year. If you weigh less, you get a tax break.’

Whether such a tax would be accepted is uncertain.
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What is certain is that EAT, if not tackled, will sorely tax future health budgets.
Med J Aust 2003;179:121

Oncologists may underestimate the risk of thromboembolism
Many oncologists underestimate the risk of venous thromboembolism, despite the
vulnerability of many patients with cancer to the condition. Kirwan and colleagues
surveyed all oncologists in northern England. Over a quarter thought that their
patients were not at risk of venous thromboembolism, independent of the type of
tumour treated. Most reported not using prophylaxis routinely in chemotherapy,
hormone therapy, or radiotherapy. Over a third of oncologists estimated that less than
1% of their patients were taking prophylactic therapy. The authors say that national
guidelines on prophylaxis for venous thromboembolism during cancer treatment are
needed.

BMJ 2003;327:597–8

Lethal fakes
Makers of fake pharmaceuticals that cause death or serious injury could face the death
penalty in India. In a report to India’s health ministry last week, a panel on drug
regulatory issues criticised the government for weak and inadequate control of the
market in fake drugs, which is worth almost $10 billion per year. ‘We want to have
one of the most stringent systems in the world,’ says panel chairman Raghunath
Mashelkar. Health industry officials and industry representatives welcome the
recommendations.

New Scientist, 23 August 2003

If it ain’t broke, don’t fix it
Employees at the National Institutes of Health (NIH) in Bethesda, Maryland, have
been chafing lately under what many regard as unwarranted micromanagement by
officials at the Department of Health and Human Services. And some members of
Congress are casting an unusually critical eye over the agency: in June, one
committee began investigating awards given to Richard Klausner in 1999, when he
directed the National Cancer Institute. It broadened its investigation after press reports
that an NIH microbiologist had received a fat salary since 1995 for doing almost no
work.

It is in this context that the National Academies’ Institute of Medicine (IOM) has just
issued a report on the NIH’s organisational structure. The IOM committee came up
with a range of solutions to address the agency’s various issues. The scientific
community, if it wants to see the NIH retain its annual budget of almost $30 billion,
should work closely with disease advocates and members of Congress to see that
some of these measures are implemented.

A significant issue is an ever-increasing number of institutes with more specialised
scientific portfolios. However, much of the agency’s generous budget increases have
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resulted from lobby groups pushing for funding for their favourite institutes. Getting
rid of the super-specialised structure would be politically challenging, as these lobby
groups are well supported in Congress, where any reform measure must pass muster.
The IOM rejects any general effort at consolidation as more trouble than it’s worth.
This isn’t particularly brave, although it may well be prudent.

Nature 2003;424:709
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Can a patient be informed without also understanding?
The viewpoint by Ron Paterson published in this issue of the NZMJ
(http://www.nzma.org.nz/journal/116-1183/628/)1 is a welcome addition balancing
those purely medically orientated editorials of recent times, including my own.2 He
quite rightly points out that I have misquoted Right 5 of the Code of Health and
Disability Services Consumers’ Rights by using the word ‘ensures’ instead of
‘enables’. My own defence in this matter is that the Medical Council of New Zealand
Information and Consent form does likewise: ‘information must be conveyed to the
patient in a form, language and manner that ensures the patient understands the
treatment or advice.’3 Clearly, the Medical Council of New Zealand have interpreted
this as an onus on the doctor to ensure some form of understanding. I cannot help but
feel it pedantic to assume that a patient can be informed without also understanding.
Perhaps this is a legal nicety, but wishing to practise ethically and respect my
patient’s autonomy, I believe I have an obligation to ensure this. However there are
time- and resource-related constraints that may serve to work against this ideal. These
are the issues Ron Paterson claims doctors are overstating but, with all due respect,
we are the ones experiencing this conflict.

Judith Collett
Gastroenterologist
Christchurch Hospital
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Antibiotic susceptibility of Haemophilus influenzae isolates
from four New Zealand sites
Haemophilus influenzae is a respiratory tract pathogen for which there are few data on
the susceptibility of New Zealand isolates.  Although the introduction of the
serogroup b vaccine in 1994 has drastically reduced the incidence of invasive group b
disease,1,2 unencapsulated strains still cause a significant number of infections, eg,
otitis media, conjunctivitis.  H. influenzae also causes a reasonable minority (11%) of
cases of community-acquired pneumonia in New Zealand.3 National susceptibility
data are limited and relate to invasive isolates.2 We therefore have determined the
susceptibility profile of recently isolated non-invasive strains of H. influenzae.

Isolates were tested in four centres: three community laboratories in Christchurch,
Hamilton and Auckland, and Wellington Hospital.  All laboratories used the same
standardised agar dilution testing protocol,4 and susceptibility interpretive standards.5

Eight antibiotics were tested in doubling dilutions from 256 µg/ml to 0.008 µg/ml.
The presence of β-lactamase was tested by the nitrocefin disc method.4 Isolates were
from routine clinical specimens: respiratory 39%; eye 41%; ear 12%; throat 4%; and
other 4%. Repeat isolates from the same patient were excluded.  Isolates were
identified by routine methods (X- and V-factor testing). We aimed for 100 specimens
per testing site and report the complete data on 395 isolates.

Table 1. Antibiotic susceptibility results for 395 isolates of Haemophilus
influenzae

Interpretive
standards5

Susceptibility
results (%)

Antibiotic MIC50 MIC90 Geometric
mean
MIC S I R S I R

Amoxicillin-
clavulanate

0.5 1.0 0.45 =4/2 - =8/4 99.7 0.3

Ampicillin 0.25 4.0 0.55 =1 2 =4 82 3 15
Cefaclor 1.0 4.0 1.61 =8 16 =32 97.5 2.3 0.3
Ceftriaxone 0.008 0.008 0.009 =2 - - 100
Ciprofloxacin 0.008 1.016 0.011 =1 - - 100
Clarithromycin 8.0 16.0 7.04 =8 16 =32 80 18 2
Co-trimoxazole 0.12 4.0 0.21 =0.5/

9.5
1/19–
2/38

=4/76 88 2 10

Tetracycline 0.5 0.5 0.38 =2 4 =8 98.2 1.3 0.5
NB: all MIC values are in µg/ml; S = susceptible; I = intermediate; R = resistant

The susceptibility results for the isolates are presented in Table 1; MIC50 and MIC90

are the concentrations inhibiting 50% and 90% of strains respectively. Most isolates,
=97.5%, were susceptible to all the β-lactam agents tested, apart from ampicillin, as
well as ciprofloxacin, and tetracycline. The proportion fully susceptible to
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clarithromycin, ampicillin and co-trimoxazole ranged from 80–88%. Seventy two
(18%) isolates were β-lactamase positive.

There have been several large, recent studies reporting the susceptibility of H.
influenzae isolates from the United States,6 Asia and Europe,7,8 and elsewhere.8 In the
United States more isolates are β-lactamase positive (33%) than in New Zealand.6 In
other countries there is wide variation in the proportion β-lactamase positive, eg,
median 15.4% (range 5.7–32%).7 There is also wide variation in co-trimoxazole
resistance, eg, median 20% (range 17–51%).7 Fewer New Zealand isolates were fully
susceptible to clarithromycin (80%) than observed in other reports, eg, median 95%
(range 91.3–97.4%),7 and 94.2%.6 Nevertheless, our observed rate of fully
clarithromycin-susceptible isolates is close to that observed in an American study that
tested almost 2000 isolates from many areas within that country, ie, 70–79%
susceptible.9 Our results confirm the low rate of ciprofloxacin resistance in H.
influenzae, ie, <0.5%,8 as well as essentially universal susceptibility to β-lactamase
stable β-lactam agents.6–8

These results may be of interest to those developing treatment guidelines for
conditions where H. influenzae may be encountered.  By testing isolates from both the
North and South Island and from community and hospital settings we feel the results
are likely to reflect the current situation within the country.  These results also serve
as baseline data to allow monitoring of changes in susceptibility over time.

Arthur J Morris
Department of Microbiology, Diagnostic Medlab, Auckland

Rosemary Ikram
Medlab South, Christchurch

Mark Jones
Wellington Hospital, Wellington

Ron Leng
Pathlab, Hamilton
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Inappropriate prescription of methylphenidate
I have been notified that a patient of mine has been diagnosed ADHD by a
psychiatrist.

His employer noticed that he was very anxious and jumpy, and the possibility of
ADHD was raised. The employer sent the patient to an occupational physician who in
turn referred him on to a psychiatrist. The patient was unknown to either of these
doctors. He denied any history of drug abuse and, following a diagnosis of ADHD, a
prescription of methylphenidate was issued.

I know the patient very well, having counselled him during several years of opiate
addiction. He has a long history of polypharmaceutical abuse. The employer, the
occupational physician and the psychiatrist were observing behaviour caused by
opiate withdrawal and possibly methamphetamine abuse.

I was not involved in the referral process. The disastrous decision in 1999 by the
Ministry of Health to take general practitioners out of the loop has meant that the
doctor who knows this patient best is no longer involved in the diagnosis and
treatment of his ADHD.

This has created an intolerable situation for the psychiatrist involved who has been
forced to make a complex diagnosis about a complete stranger.

This is far from the first instance of inappropriate prescription of methylphenidate that
I have observed.

Methylphenidate prescriptions are running at an all-time high. A total of 72 186
prescriptions were written in 2002, a 25-fold increase from 2906 in 1993. Its
availability makes it by far the cheapest drug on the black market, fetching only $5.00
a tablet.

Clearly it is time for review.

Nicholas Cooper
GP
Epsom, Auckland
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OOS or MUD: unclear thinking is the problem
In his recent letter to the NZMJ (http://www.nzma.org.nz/journal/116-1181/594/),1 Dr
Wigley endorses one theme of my paper (http://www.nzma.org.nz/journal/116-
1176/480/):2 that there is an oversupply of acronyms. Though entertaining, his letter
gilds the lily and avoids the most crucial issue. Unclear thinking is the basic problem.

Acronyms are only a symptom. Amusing ones are easy, but memorable acronyms
based on meaningful terminology are a way to address this basic problem. A recent
paper provides an excellent example. Responding to reports about deep vein
thrombosis and various environments (such as airliners), the authors discard terms
such as ‘economy class syndrome’ and offer the witty and instructive acronym, SIT:
seated immobility thromboembolism.3 Similarly constructive thinking might eliminate
‘OOS’ – a term with no further value.

OOS was perhaps conceived as an umbrella term, representing 20–30 possible
diagnoses. Now the situation is more obscure, because OOS is used by some as a kind
of Swiss Army knife, simulating a clinical diagnosis in a single case instead of being a
collective name. This is not just a layperson’s slip of the tongue. Numerous doctors
use OOS as a diagnosis, even in court evidence.4 They imply a single diagnosis such
as regional pain syndrome or non-specific arm pain and say the symptoms and signs
are ‘typical’, while not admitting to this non-standard usage of OOS. Misusing a
collective name in this way brings the medical profession into disrepute, and is fatal
to the more general (and misconceived) meaning.

Dr Wigley now suggests dumping all acronyms. This is an over-reaction, with an
illusion of simplicity; an erased blackboard is simple only in conveying no
information at all. In such a confused field, as some acronyms die out others are
created (such as DES, desk edge syndrome, and KROOS, keyboard-related OOS).
There is negligible value in such diffuse and ambiguous neologisms, which cement
into a ‘simple’ clinical diagnosis a cherished theory about possible causes. Unless
professionals separate the two decision steps (used case by case), first making a
clinical diagnosis and then determining the cause, they risk a serious loss of
credibility. We need terms that clarify this two-step decision process.

The algorithm below shows the value of two new terms.5 These are intended to thin,
not thicken, the alphabet soup. We can retain the term ‘work-related musculoskeletal
disorders’ (WMSDs). This encompasses the largest group of conditions affected by
work while not implying a known cause. If good evidence is available, some WMSDs
may be subdivided. One involving significant physical work factors would be a
disorder of occupational overuse (DOO); one without (but with significant non-
physical work factors) would be a disorder of occupational stress (DOS). Self-
evidently not specific diagnoses, these are collective names indicating where cases fit
in terms of liability under compensation or health and safety law.

In the algorithm, most diagnoses implied by OOS are listed in the boxes labelled
‘Potential cases’. About ten are syndromes in the correct sense of that word. Dr
Wigley only adds to the confusion by suggesting that chronic pain syndrome – a
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disorder involving non-specific pain and thus belonging in the right-hand box – could
be ‘a still wider umbrella under which the OOS umbrella term can shelter’. This
implies that all cases of OOS, even those involving specific pain (such as De
Quervain’s tenosynovitis), could be CPS.

Treating the concept of syndromes as though they could be nested in layers like
Russian dolls (RD) might seem part of the same tongue-in-cheek approach. However,
the OSH/ACC guidelines already use two layers of this flawed approach to syndrome
terminology.6 Unnecessary blurring of boundaries between genuine syndromes is
further reason to reject the term ‘OOS’ from serious scientific writing, and I am
pleased that vague and misleading terms of this sort were avoided in a recent paper on
the subject.7

Peter Dodwell
Occupational Physician
Wellington
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Opponents of DTCA need the objectivity they expect of
advertisers
In their letter ‘Direct-to-consumer advertising is more profitable if it is misleading
(http://www.nzma.org.nz/journal/116-1182/610/),1 Mansfield and Mintzes suggest
that GlaxoSmithKline is ‘genuinely unaware that their advertising is misleading’. I
was disappointed by inaccuracies in their letter. GSK is very conscious of the need for
rigour in the advertising approval process.

The authors have three specific criticisms regarding the current advertising of
Flixotide:

• That it creates a misleading impression of effectiveness by using subjective
improvement rates without a comparison group. These statements are clearly
referenced in the body of the advertisement to ACNeilsen Consumer Market
Research. Their research is conducted to Market Research Society of NZ
standards. This is something consumers are aware of in terms of both who the
company is and the nature of market research. As such, this represents legitimate
data for use in this medium.

• That the advertisement does not explain Flixotide is more expensive than
appropriate doses of the alternatives. This irrelevant given that Flixotide is the
same price as other inhaled corticosteroids(ICS)2 and has a substantial body of
evidence for improved outcomes.3,4

• That it fails to disclose the uncertainty regarding whether or not Flixotide’s higher
bioavailability may lead to more long-term adverse effects. The authors ignore the
body of evidence and concentrate on only one paper, Lipworth, published in
1999.5 This is a meta-analysis up to 1998, containing several studies on systemic
effects of ICS in healthy volunteers. Given that the systemic activity of fluticasone
is at least twofold greater in healthy volunteers than in subjects with asthma,3 the
inclusion of healthy volunteers in such studies is dubious methodology and
findings relate only to the population investigated. This paper does not concur
with the body of evidence represented in sources of peer-reviewed meta-analysis,
such as Cochrane.4

The authors appear to be genuinely unaware that they are doing exactly what they
accuse the advertising companies of: selectively presenting information biased to
support their own view on DTCA.

Ian J Griffiths
Medical Director
GlaxoSmithKline NZ Limited
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John Desmond Hunter
John Hunter, physician and cardiologist, beloved of his family and colleagues and
widely respected in the profession, died in Dunedin at the age of 77 years on 11 July
2003.

John was born on 28 September 1925 in Newcastle-
upon-Tyne, of expatriate New Zealander parents. He
went to King’s College, Auckland, where he was dux
and won a reputation for pugnacity in the boxing ring.
He then gained a place at Otago Medical School,
graduating top of the class with the Travelling
Scholarship in 1948. His early years in the profession
were spent at Auckland and Greenlane Hospitals.

In 1950, John married Heather Cornish, a graduate in
music and English, and in 1952 they went to London to
further his training at the Hammersmith and National
Heart Hospitals, at that time the leading centres for the
practice of cardiology in the UK.

John returned to Dunedin in 1956 as a lecturer in medicine in Horace Smirk’s
department. Promotion was rapid, to Senior Lecturer and then to the Mary Glendining
Chair of Medicine in 1962. During these years, John established specialist cardiology
services at Dunedin Hospital, including a coronary care unit and catheter laboratory,
and pioneered research that contributed importantly to the recognition of the role of
cholesterol in vascular disease.

The 1960s were challenging times for the Otago Medical School. John Hunter with a
team of young Turks, including Robin Irvine, Tom O’Donnell and Alan Clarke, set
out to ensure that the School would be properly staffed and equipped to serve New
Zealand’s needs in the emerging age of specialised medicine. This involved
establishing an adequate financial base for the Medical School, the expansion of the
medical intake with the establishment of clinical schools in Christchurch and
Wellington, recruitment of suitably qualified academic staff, and the building of a
modern and fully equipped hospital in Dunedin. Powerful allies, including John
Hiddlestone, then Director General of Health, were recruited for these endeavours.
Dunedin Hospital and the three schools of the Otago Faculty of Medicine are a
present-day testimony to their achievements.

John Hunter was appointed Dean of the Faculty of Medicine in 1973, resigned to
become inaugural Director of Continuing Medical Education for the Royal
Australasian College of Physicians in 1978, returned as Dean of the Christchurch
Clinical School in 1982, was reappointed Dean of the Otago Faculty in 1986, and
became inaugural Assistant Vice-Chancellor for Health Sciences from 1989 to 1991.

John Hunter’s many contributions have been recognised by the award of a medal for
outstanding services by the Royal Australasian College of Physicians in 1988, life
membership of the National Heart Foundation in 1989, and the CBE in 1992. His
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retirement years were spent at Wanaka and Dunedin. His wife Heather died in 2000
and he is survived by his children, Andrew, Christine, Michael (a surgeon at Dunedin
Hospital), Timothy, and Caroline, and 10 grandchildren.
We are grateful to Professor David Stewart for this obituary
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Charles Herbert Thomson
Charles was born in London on 15 May 1908, eldest son of George, a mining
engineer, and Marion Thomson (nee Edwards), both from families in Oamaru. As the
family grew up they lived in several countries around the world including the UK,
Canada, Malaya and Japan. When Charles grew to high-school age he returned to
New Zealand to live with his grandparents in Oamaru and attended Waitaki Boys
High School.

He began studies at Otago University in 1926, apparently
against his father’s advice. To prove a point, he consequently
paid his own way through university, working as a bus and
taxi driver. The Depression interrupted his studies for several
years, when he worked hard at his driving jobs and saved. He
was, at this time, the proud owner of an ‘Indian’ motorbike!

Graduating in 1938, Charles became a house surgeon at
Christchurch Hospital. Here he met Kathleen Margaret
Nelson, a nurse from Karori, Wellington. They were married
in Wellington in April 1941.

Turned down for overseas war service, he was manpowered to Westport for the
remainder of the war. In 1947 the couple moved to Hastings, where Charles set up in
general practice.

His practice in Hastings grew rapidly. In the early fifties, recognising the need for
further knowledge in obstetrics, he spent a year in the UK, where he qualified with
diplomas in both obstetrics and anaesthesia. He became a highly respected, skilled
and capable GP and anaesthetist with a huge obstetric practice, gaining him the name
of ‘The Baby Doctor’. When the intra-uterine exchange transfusion for rhesus-
incompatible babies was pioneered in Auckland, one of Charles’ patients was the first
recipient. Learning the technique himself, he then introduced the first intra-uterine
exchange transfusion in the Hastings district.

With his thoroughly sound skills and knowledge of ethics, he taught many younger
GPs, always with a kindly and helpful approach. He also lectured regularly to the
nursing classes for many years.

In 1967, Charles and Kate moved to Nuie Island, where he acted as the chief medical
officer for three years – a challenging and vastly different experience from his
Hastings days. On their return they settled in Acacia Bay, Taupo, where Charles once
again set up practice, eventually retiring some seven years later.

Charles and Kate had four children. The Hastings years are remembered by the family
for the phone calls and departures in the middle of the night to attend deliveries (over
240 night call outs one year); dinners without him as he worked late at the surgery or
visited patients; and stops to visit patients as the family set out for a family picnic. But
Charles is also remembered as a kind, loving and fun father (albeit with very high
standards and expectations that were at times difficult to live up to), on holiday in
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Taupo, building boats, fiddling in the workshop with his lathe, and building six
grandfather clocks.

To his patients, he was a bit of a legend – that icon of history, a selfless family doctor,
often paid with fresh cream, jam or eggs.

Charles passed away on 21 June 2003. Colleagues and family remember him as an
example of honesty, hard work, commitment, dedication, loyalty, good manners and
consideration.
We are grateful to Nancy Stratford, daughter of Charles Thomson, for this obituary
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