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This Issue in the Journal
Resident Medical Officer working conditions in New Zealand: results of a recent
survey
S Child, A Old

Over the past 20years, there has been a worldwide effort to improve working
conditions and hours of junior doctors. The issues are, however, extremely complex
as changing hours of work have a direct impact on aspects such as continuity of
patient care, apprentice models of training, and length of training. Senior doctors
work closely with junior doctors providing supervision, teaching, and sharing of
clinical care. In this study, we conducted a small sample survey to determine if there
were significant differences of opinion between senior and junior doctors regarding
optimum working conditions while still providing excellent patient care and teaching
opportunities.

What evidence-based undergraduate interventions promote rural health?
W Hsueh, T Wilkinson, J Bills

There is a worldwide shortage of rural physicians, and this article examines
international medical school undergraduate programmes to extract common features
associated with success in recruiting and retaining rural physicians. These features
include admission of rural students, curricular focus on primary care/family medicine,
community-based teaching, and community/rural mentorship. These strategies may be
applied to the New Zealand setting in an attempt to increase the rural physician
workforce and improve the quality of rural healthcare.

Simulation-based training to improve acute care skills in medical
undergraduates
J Weller, B Robinson, P Larsen, C Caldwell

Newly graduated doctors are expected to manage medical emergencies, but current
training may be deficient in ensuring they can do this effectively. Computerised full-
body patient simulators can realistically portray a large number of clinical events, and
students can put theory into practice in a safe environment with no risk to patients.
This paper looks at the current skill level in medical students, and evaluates a
simulator workshop designed to improve their management of medical emergencies.

Analysis of the Advanced Choice of Employment (ACE) scheme for facilitation
of first-year house officer appointments in New Zealand
R Pole, G O’Grady, B Adams

2003 saw the introduction in New Zealand of a nationwide scheme to streamline the
allocation of first-year house surgeon positions to graduating doctors. Analysis of the
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first 2 years of the scheme reveals that it is highly efficient, generally well received,
and capable of catering for applicant preferences. In 2004, 84% of successful
applicants were allocated a job in their most-preferred hospital. The analysis also
provides definitive data on numbers of applicants for first-year house surgeon
positions, and some characteristics of these applicants, which will be helpful for
workforce planning.

Administrators’ perspectives of the challenges in recruiting and retaining
psychiatrists for New Zealand: a national study
S Kumar, E Robinson, T Lau

The shortage of psychiatrists in New Zealand and their possible geographic
maldistribution has attracted much media attention over the past few years. This study
surveyed managers of public mental health services to determine if they have
experienced difficulties securing or retaining psychiatrists over the past 5 years, what
factors they believe attracted psychiatrists to work in their service, and the strategies
they have used in attempts to overcome any psychiatrist shortages. Every mental
health service that responded had experienced problems with adequacy of their
psychiatrist staffing. The strategies found to universally alleviate psychiatrist
shortages were finding locums to cover leave for staff psychiatrists and assisting
newly appointed psychiatrists with relocation . Managers opinions on staffing issues
can differ to that of psychiatrists, and this is the first contemporary study attempting
to systematically study this area.

Life events, stress appraisals, and hospital doctors’ mental health
D Clarke, R Singh

Psychological morbidity among a sample of Auckland District Health Board hospital
doctors was similar to that of General Practitioners in New Zealand (NZ), Australia,
and the United Kingdom, and significantly higher than the general NZ population.
Stressful events, decreased work productivity, and interference with family life were
associated with psychological distress. Doctors’ appraisals of stressful situations may
influence the impact of the situations on their mental health.

Physician job satisfaction in New Zealand versus the United Kingdom
P Grant

The growing international literature signifies great variation in the impact of stress,
job satisfaction, psychological symptoms, and morale on health professionals around
the world. This paper explores such differences by comparing the experiences of
doctors working in the United Kingdom with those in New Zealand, and produces
some interesting results.
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Empowerment and the employment relationship
Ian Powell

The replacement of the Employment Contracts Act 1991 by the Employment Relations
Act 2000 has offered new (previously unavailable) opportunities for salaried senior
doctors employed by district health boards (DHBs). Based on economic rationalist
philosophy, the former legislation saw the employer-employee relationship as
narrowly contractual, not fundamentally different from any other economic
transaction. The relationship between the employer and employee was considered to
be inherently a level playing field and based on equality.

The Employment Contracts Act 1991 was strongly weighted in favour of individual
contracts, with single employer collective contracts the next best option. National- or
multi-employer collective contracts were at the bottom of the list and extremely
difficult to achieve. In the public health sector, the Association of Salaried Medical
Specialists (ASMS), along with the Resident Doctors Association and Nurses
Organisation, lost their rights to negotiate national terms and conditions of
employment and, after repelling managerial and political drives for divisive individual
contracts, were forced to accept single employer collective contracts.

In contrast, the Employment Relations Act 2000 focused on the employment
relationship and the assumption that the employer-employee relationship was
inherently unequal (favouring the former in most circumstances). In seeking to
provide a level playing field, it incorporated internationally recognised labour
standards, in particular the rights to collective bargaining (including multi-employer)
and recognition of unions, along with the western European and North American
concept of ‘good faith’. An important premise of the Act is that there is a beneficial
connection between the quality of the employment relationship, on the one hand, and
productivity and performance on the other, regardless of whether it is the provision of
a non-commercial public good (such as education and health) or the production of
commercial goods and services.

In DHBs, this relationship-based Act has changed the industrial environment and has
led to the growth of multi-employer collective agreements (MECAs) for senior
doctors, resident doctors, and nurses. In October 2004, agreement was reached
between the ASMS and DHBs for a MECA covering senior doctors and dentists*.
While the DHBS and ASMS hope that this will provide a stronger foundation for
effective recruitment and retention, its role is much wider. Key elements of the new
national agreement include new enhanced salary scales, 6 weeks’ annual leave,
DHB-subsidised superannuation, continuing medical eduction (CME) including
reimbursement of expenses—and several other remuneration, leave and
reimbursement entitlements.

*This MECA has been ratified by both the DHBs and the ASMS but, at the time of writing, has yet to
be signed.  It runs until 1 July 2006.  The MECA covers 20 of the 21 DHBs ; the 21st (Northland DHB)
will have the opportunity to join the MECA when the current single DHB collective agreement expires
on 30 June 2005.
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But, of greater significance is the express linkage of the MECA to the importance of
empowering DHB-employed senior doctors over their own working conditions, in
their workplace, and in DHB decision-making. The scene is set by the MECA’s
preamble (Box 1) which emphasises the distinct vocationally trained occupational
features of senior doctors and the importance of establishing and strengthening
engagement with and empowerment of them. Another clause covering the MECA’s
underlying principles highlights the importance of collegiality within the workplace
and actively encouraging collective negotiations and responses to workplace
challenges and issues.

Box 1. Multi-employer collective agreements (MECA): preamble and underlying
principles

Preamble:
Senior medical and dental officers are a distinct vocationally trained occupational employee group.
District health boards (DHBs) as employers benefit from these employees having significant influence
in their internal decision-making. The parties recognise both senior medical and dental officers and
DHBs have different roles, responsibilities and distinctive features.

Both the Association and DHBs are committed to working to together in order to establish and
strengthen this engagement with and empowerment of senior medical and dental officers.

Both the Association and DHBs recognise that a relationship between DHBs and senior medical and
dental officers based on engagement between them and empowerment of the latter has positive benefits
for both recruitment and retention of employees.

This collective agreement is the foundation document for this underlying engagement and
empowerment relationship between DHBs and senior medical and dental officers which is integral to
the internal culture of each DHB.

Underlying principles:
The parties acknowledge the importance of collegiality within the workplace and will actively
encourage collective negotiations and responses to workplace challenges and issues.

The parties recognise that employees are constrained by their ethical and professional obligations and
public expectations not to refuse treatment to patients in need of their professional skills.

The parties acknowledge the increasingly demanding medico-legal environment in which employees
are required to practise. Accordingly the employer undertakes to do what it reasonably can to ensure
the workplace is well resourced, professionally supportive and conducive to a very high standard of
individual clinical practice.

Elsewhere, the MECA builds upon these statements and principles and provides the
platform for addressing the important employment and work-related issues facing
senior doctors within the context of the ASMS’s objective of empowering them or
enhancing their influence. This is most pronounced in hours of work and job sizing,
resources and facilities or ‘tools of the trade’ to do the job, the role of
professionalism, workforce planning and development, and involvement in decision-
making.
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In establishing further negotiation, development, and enforcement facilities to give
them practical effect, the MECA broadens the understanding of what might be
considered ‘industrial’.

The MECA clauses covering hours of work and job sizing (the average hours required
for senior doctors to undertake their agreed duties and responsibilities), which relate
directly to remuneration, are exigency-based; what one regularly has to do rather than
some arbitrary notion of managerially determined operational requirements. Most
senior doctors regularly work in excess of the hours that they are paid for. In addition,
the MECA explicitly recognises that job sizing includes recognition of ‘non-clinical
time’ (time for duties not directly related to the care of an individual patient such as
peer review, clinical audit, departmental meetings, and journal reading).

Further, it acknowledges the endorsement of the Council of Medical Colleges that
‘non-clinical time’ should normally comprise 30% of the total time required for
routine duties and responsibilities (excluding rostered after-hours call duties and
clinical leadership responsibilities).

Resources and facilities are a second critical issue facing senior doctors. The MECA
requires each DHB to provide ‘good quality, suitable and safe workplace conditions,
resources and accommodation’. This covers the full ambit of resource provision from
information technology and journals to office accommodation and car-parking
accessibility and security. Application and enforcement includes a requirement for
each DHB and the ASMS to jointly evaluate the extent to which these are provided
and to develop agreed plans for remedying any deficiencies that might be identified.

The values of professionalism are underpinned by the MECA and are reflected in a
range of provisions which help shape employment relationships. These include
recognition of one’s primacy of responsibility to one’s patients (even when this
involves a clash with responsibility to one’s DHB); dispute resolution process for
addressing patient-safety concerns; protecting the right to speak out; encouragement
of senior doctors undertaking research and publications; guaranteeing senior doctor
involvement in appointment processes; and the right to work in a quality improvement
environment in which errors that do not result from negligence are not to be handled
in a punitive manner.

For the first time, a collective agreement covering senior doctors addresses workforce
development and education, partly in response to the lack of pragmatic focused
leadership from central agencies. Each DHB and the ASMS are required to establish
joint workforce development taskforces charged with developing agreed staffing
plans for the appropriate number of senior doctors in each DHB, recruitment and
retention strategies to support these plans, and proactive plans for the provision of and
access to high-quality professional development and education (sabbatical and
secondment as well as CME). The performance and progress of these DHB-based
taskforces will then be evaluated at a national conference most likely to be held in late
2005.

Finally, senior doctor involvement in DHB decision-making is as important
employment matter as any other. Consistent with the Minister of Health’s
requirements for shared clinical leadership within DHBs in her letter of expectations
to DHBs, the DHBs and ASMS are required to develop national guidelines for the
empowerment of senior doctors in DHB decision-making, inclusive of democratic and
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mandated processes. Following the completion of these guidelines, the DHBs and
ASMS will then hold a national conference to consider progress in each DHB.

The main employment issues facing senior doctors are much wider than traditional
‘pay and rations’. They all relate directly to a malaise which has confronted the health
system for many years and continues unabated; the increasing disengagement,
powerlessness and disenfranchisement of health professionals (in this instance, senior
doctors). At times, this has led to demoralisation and, much worse on occasions, a
culture of victimhood. The emphasis of senior doctor empowerment rooted in these
employment issues is a concerted endeavour to turn this corrosive environment
around.

Author information: Ian Powell, Executive Director, Association of Salaried
Medical Specialists, Wellington

Correspondence: Ian Powell, Executive Director, Association of Salaried Medical
Specialists, PO Box 10763, Wellington. Fax: (04) 499 4500; email: ip@asms.org.nz   
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Key issues facing Resident Medical Officers (RMOs)
Deborah Powell

The key issues that have been identified for resident medical officers (RMOs) in the
immediate to medium term, include those which are loosely described under the
heading of work-life balance. For an RMO, this means balancing their private life,
their professional life, their career options, and training processes. To put this issue in
context, work-life balance is a key issue for New Zealanders generally.

RMOs are the younger members of the profession and, although not as young as they
use to be, their average age is 33 years. However within the population generally, a
desire to balance work and life outside of work is a key factor in employment
relationships today. So much so that the current government through the Department
of Labour has been surveying and seeking input on the issue (from a wide variety of
parties and individuals) to provide some guidance and possibly strategic level
assistance.

RMOs are simply reflecting that change in society. However, what work-life balance
means for RMOs is likely to be different from that of individuals who do not work
within the vertical training process that RMOs are party to.

On the issue of demographics, it is also worth noting (as stated above) that the
average age of RMOs is now 33; and over 50% of RMOs are female. This clearly has
implications for our membership with respect to a desire to have families and the
implications that child-rearing has for people in the workforce. Interestingly,
however, judging from recent RMO surveys, there is no gender distinction in a desire
for work-life balance and (especially) access to part-time training. Of further note, and
what may come as a surprise to some people, there is no distinction between specialty
interest and a desire to have work-life balance; and (again) part-time training
comprises a significant part of this issue.

For the sake of clarity, however, we need to identify that when the New Zealand
Resident Doctors’ Association (NZRDA) refers to part-time training we are referring
to permanent part-time employment, not simply transitory ability to work part time
for limited or specific events such as working part time while studying prior to an
examination. NZRDA has clearly identified that there is a difference between these
one-off events and a requirement for permanent options within the workforce.

Part-time work and training will become a significant feature within the deployment
of RMOs in the near future. The demand for them are clear, and the ability of an
employer to provide these conditions will enable RMOs to be retained in the system.
The frequent knee-jerk reaction to this issue is the concern that we will have less
available resources to deliver service—as RMOs reduce their hours to part-time
employment.

However, we are currently losing RMOs from the system because they are unable to
access part-time work. The ability to offer such forms of employment will at least
retain these individuals in the system to some extent. Secondly, to complete training
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requirements, people working part time (especially those in training programmes) will
inevitably end up working as an RMO longer than they would as full-time employees.
That will result in a balancing effect, as RMOs are in the system longer because of
their part-time training and therefore there is no net loss overall.

The second area that will require consideration is that of training. The model upon
which RMOs are trained is an apprenticeship-based model. Fundamental to that
system is the team structure within which we work, which allows more senior medical
practitioners to supervise audits and to assist the work of those more junior
practitioners.

This system not only provides for apprenticeship-style training, it also ensures some
comfort (as more junior members of the team take on added responsibility and skill)
whilst ensuring that the patients get good safe practice. However, training is often
perceived as a time-served system. We disagree that this concept of training as
currently exist is going to continue or have validity.

We believe key issues for training practitioners lie in the principles of adult learning,
supervision, and access to clinical material. Doing a procedure 100 times badly is not
good training. Undertaking that procedure 10 times in a supervised environment
followed by undertaking it without supervision but with assistance as necessary (see
one, do one, teach one) is preferable.

Whilst the undertaking of work in an unsupervised fashion (with assistance at a
distance) is certainly a feature of medical practitioners’ learning in the advanced
stages of the learning process, adult learning principles suggest it is an inappropriate
mechanism of learning at a junior level, where direct supervision and assistance
available at hand is more appropriate.

This clearly makes sense, not only from a training perspective—ie, those more junior
needing direct training regarding what is taught, followed by the ability to undertake
that work with someone immediately available should difficulties or questions arise,
followed by independent practice but still with supervision available at a distance.

Somewhat ironically in New Zealand, however, we have seen a shift (over the last 5
years or so) in more senior RMOs working increasingly away from night shifts and
more during daylight hours, and more junior members working the hours without
direct supervision—ie, the night shift.

There is also a service delivery and patient care aspect to this particular work practice
in that the non-daylight hours, and particularly night shifts, are the most risky time for
something to go wrong, as there is limited staff available of limited seniority. Having
more experienced, more able practitioners on during these times of the day would
make sense from a patient safety perspective and yet again, we see the most junior
members of the medical team performing isolated duty during most of these hours.

NZRDA, however, is not suggesting that those most senior (vocational registrants)
should be performing night shifts in replacement of RMOs. However, to have the
more senior members of the RMO team undertaking these hours of work, SMOs will
have to change work practices and accept that the more junior members of the team
requiring more direct supervision will be their priority—certainly in the evenings and
weekends. This may well result in vocational registrants having to undertake some
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periods of duty outside the ordinary hours of work—ie, into the evening and during
weekends.

This is a natural tie-up between service and training in undertaking our training. And
by providing training SMOs also provide a service. Ongoing acknowledgement of the
integration of these issues is mandatory if we are to move forward within the
employment relationship for both senior medical practitioners and resident doctors.

Increasing influences with occupational health and safety will also impact on our
future work patterns. Currently there are limits on hours, limiting RMOs work to 16-
hours a day, 72-hours a week, and 12-days without a 48-hour break. First introduced
by the Higher Salaries Commission in 1985, limits are now being seriously
questioned on the grounds of occupational health and safety. NZRDA believes that
the long day system we currently operate is mandatory to maintain team structures
and therefore best patient’s outcomes. The alternative regular rotating shifts, the most
common being 8-10 hour rotating shifts, result in significant information transfer risk,
which in the context of medical care of the patients has a potential to increase adverse
outcomes clinically for the patient. However, working 12 days without a break,
working almost the equivalent of 3 workings weeks in that 2-week period (ie, a
minimum 112 hours in 12 consecutive days), and working 7 consecutive night shifts
(of 10-hours minimum duration) are all areas that are unsustainable on the basis of
health and safety.

For those that doubt such statements, a review of the literature is recommended. For
instance, on the issue of 7-days of nights, the international symposium held in Europe
concluded, and we quote;

‘The working of seven consecutive nights without good operational reason
should now be considered the very opposite to good resource management’
(UK Police)

‘The worst possible shift schedule is to work between four and seven nights in
a row’ (British Medical Association)

The issues relating to hours of work, continuity of care, and occupational health and
safety are ones relatively familiar to NZRDA, given our limits on hours have been
with us now for over 20 years. However, we suspect that the impact on SMOs
conditions of employment (as a result of the implications of occupational health and
safety demands) for a level of service delivery outside ordinary hours, and the
requirement to supervise those more junior at such times, will impact increasingly on
SMO patterns of work, and increasingly require SMOs to change their work practices
whilst still maintaining team structures and all the benefits that these provide us.

Comments such as recently reported in a newspaper in New Zealand from a surgeon
who completed a very long operation, returned home to have a shower and a shave,
then went back to the hospital to continue operating on a new patient show that we are
trained to withstand fatigue and work incredibly long hours.

This demonstrates a fundamental lack of insight by at least some members of the
profession and a steadfast refusal to acknowledge basic human physiological features
and outcomes that are well researched and well documented. Specifically in this
instance, we cannot train to withstand the affects of fatigue. Physiologically, our
performance diminishes with increasing fatigue to the point where, at 18-hours
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awake, performance of a human being is equivalent to driving with a blood alcohol
level that makes it illegal to drive. The medical machismo model (that this sort of
comment demonstrates) must be put to rest once and for all.

Author information: Deborah Powell, Secretary, New Zealand Resident Doctors’
Association, Auckland

Correspondence: Deborah Powell, New Zealand Resident Doctors’ Association, PO
Box 56431, Auckland. Fax: (09) 623 3996; email: secretary@nzrda.org.nz
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Resident Medical Officer working conditions in
New Zealand: results of a recent survey
Stephen Child, Andrew Old

Abstract

Aims  To survey Resident Medical Officers (RMOs) and Senior Medical Officers
(SMOs) working at Auckland District Health Board (ADHB) on various aspects of
RMO-working conditions and to trial the use of electronic keypad responders for this
purpose.

Methods  In April 2004, the Physicians Grand Round at ADHB was used as a forum
to conduct a survey on RMO working conditions in New Zealand. Results were
collected anonymously using electronic keypad responders and recorded in a
spreadsheet to allow analysis and comparison of the two professional groups.

Results 27 RMOs and 32 SMOs attended and participated in the survey, answering 11
questions. Responses showed significant differences between the two groups in 7 of
the 11 questions asked. In addition, both groups favoured changes to the status quo on
a significant number of issues.

Conclusions  RMOs and SMOs in New Zealand have differing opinions regarding the
working conditions of RMOs. This study supports the need for wider scale, national
discussion of these issues and the development of appropriate strategies to address
these differences and their implications.

Health systems worldwide are facing significant challenges with regards to junior
doctor staffing. In part, these difficulties have arisen from the need to reduce the
inappropriately long hours traditionally worked by junior doctors. As junior doctors
working hours have decreased, most hospitals have responded to the change by
increasing the numbers employed. Additional pressure has come from increased
patient demands and changing methods of service delivery that have further fuelled
the need for greater numbers.

In most Western countries, this increased need for junior doctors has outstripped the
supply of new medical graduates resulting in worsening shortages. More recently, the
European Working Time Directive (EWTD)* has been enacted which requires the
average weekly hours of work of junior doctors in Europe to be no more than 58, by
August 2004. The United Kingdom alone has estimated the need for an additional
15,000 doctors to staff the National Health Service (NHS) to meet this directive, and
most commentators are predicting a prolonged period of non-compliance due to an
inability to recruit in sufficient numbers. A recent Royal College of Physicians survey
estimates that only 23% of Trusts (District Health Board equivalents) will be
compliant with the EWTD1 while a second article notes a greater than 400% increase
in non-consultant career grade doctors (Medical Officer of Special Scale (MOSS)
equivalents) in the 10 years to 2001.2 Similar reports from Ireland, Germany, and the
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Netherlands predict difficulties with EWTD compliance while France, Spain, and
Slovenia have requested an exemption from this legislation.3

In New Zealand, junior doctor working conditions are prescribed by a national
contract negotiated between the District Health Boards (DHBs) and the Resident
Doctor union, the New Zealand Resident Doctors Association (NZRDA). Current
working conditions are arguably the best in the world and, in most cases, DHBs are
already compliant with the EWTD. Many DHBs, however, have complained about the
dramatic increase in junior doctor staffing required for contract compliance, and have
voiced concern over the negative impact on training and lack of flexibility in the
contract provisions. These concerns are shared with their counterparts in the United
Kingdom who are grappling with similar issues in attempting to come to terms with
the EWTD.3,4

For this article, we conducted a small survey of the views of junior and senior doctors
on 11 aspects of the current contract at the Physicians Grand Round at Auckland
District Health Board (ADHB).
*EWTD: A directive from the Council of the European Union (93/104/EC) to protect the health and
safety of workers in the European Union. It lays down minimum requirements in relation to working
hours, rest periods, annual leave, and working arrangements for night workers. The Directive was
enacted in UK law as the Working Time Regulations, which took effect from 1 October 1998. The
WTD applied to all workers with a few exceptions, including doctors in training. From August 2004, it
will be extended to apply to these doctors, although the provisions will be phased in with a maximum
hours requirement reducing from 58 hours in 2004 to 48 hours in 2009.

Methods
ADHB is the largest tertiary healthcare provider in New Zealand. It employs 487 junior doctors, which
is roughly 26% of the current New Zealand junior doctor workforce. ADHB holds a weekly Physicians
Grand Round which is open to all medical, nursing, and allied health staff.
In April 2004, a grand round was held to discuss junior doctor working conditions. Special advertising
was produced, inviting junior and senior doctors to the discussion. Electronic keypad responders
ensured that all senior and junior doctors present were able to express their individual opinions
anonymously.

Eleven multiple-choice questions were asked of the audience, with each question preceded by a
discussion of the individual issue presented. The audience was asked to pick their preferred answer
using the keypad responders, with the results immediately collated and displayed. A brief summary
discussion was held following each question. All results were then combined in a spreadsheet and are
presented below.
Results are reported as count (percentage) or proportion (95% confidence intervals). Differences in
proportions were compared using a chi-square test. Non responders were not included in the analysis
and a p-value less than 0.05 was considered statistically significant. All analysis was performed using
SAS statistical software.

Results

More than 100 people attended the presentation, and 70 keypad responders were
distributed to the audience. Of the 70 keypads distributed, 27 responders identified
themselves as junior doctors (Resident Medical Officers/RMOs) and 32 as senior
doctors (Senior Medical Officers/SMOs), with 11 recorded as ‘Other’.

The SMOs consisted primarily of physicians representing the departments of critical
care, general, and sub-specialty medical groups around the hospital. Similarly, the
RMOs were primarily medical registrars and house officers with little or no surgical
representation. Most were post-graduate year 2 or greater, with many having worked
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in more than one DHB in New Zealand. Only the results from those identifying as
doctors are presented here.

Perspectives on working structure (Table 1)

Nights—A discussion was held regarding the restrictions on first year probationary
house officers (PGY1) working nights in their initial employment period.
Respondents were offered options of status quo (6 month restriction), shorter
restriction periods that differentiate between tertiary and secondary hospitals, deletion
from the contract with discretion left to the Medical Council, or ‘other’ (Table 1).

Table 1. Perspectives on working structure

SMO

n=32

RMO

n=27

P value

RMO vs SMO

Rules for Nights

None within 6 months of employment 4 14

Tertiary Hospitals - 4 week restriction

     and Secondary Hospital - 10 week restriction 4 2

Tertiary Hospitals - 6 week restriction

     and Secondary Hospital - 3 month restriction 22 7

At the discretion of MCNZ/Intern supervisors 1 0

0.001

Consecutive Nights

=7 12 3

=5 12 16

=4 2 5

Other 3 2

0.063

Relief Notification Period

14 days notice of any duty 0 4

14 days notice of after-hours 6 16

7 days notice of after-hours 18 6

Other 5 0

<0.001

24 Hour On-Call Roster Pattern

Permissible if =3 overnight calls per week 5 11

Permissible if =2 overnight calls per night 10 2

0.021
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Permissible if:

• frequency of call was =1:5

• average 4hrs rest per night

• emergency provisions if “bad” night

• no unsupervised clinical duty in
following 24hrs

8 4

Not permissible 3 6

Weekend Roster Pattern

Alternative weekends off 7 20

50% of weekends off 19 4

48 hrs off per 14 days 2 0

Other 2 2

0.001

Weekdays Off Roster Pattern

No rostered weekdays off 5 10

Flexible rostering 16 7

Flexible rostering - where SMOs work shifts 8 8

Other 1 0

0.123

Maximum Hours Permissible per 7 days

72 14 6

66 4 4

60 8 10

56 0 2

Other 0 1

0.18

14 (52%) of the RMOs preferred no night duties for the first 6 months of employment
compared to just 4 (13%) of SMOs. The majority of SMOs (71%) favoured a shorter
and variable restriction period as indicated (Table 1, Figure 1).

Figure 1. Restricted period in which PGY1 House Officers cannot do night shift
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Respondents were also asked their opinion as to the maximum permissible number of
consecutive nights an RMO should be allowed to do. The majority of RMOs (62%)
favoured a restriction to a maximum of 5 nights whereas SMOs were evenly divided
between a restriction to either 7 or 5 nights (Table 1).

Relief notification period—To cover leave provisions, DHBs employ dedicated
‘leave relievers’ who are RMOs hired for the sole purpose of replacing other RMOs
on leave.

Currently the contract states that relievers must be given 14 days notice of any duty.
Following discussion, respondents were given the options of the status quo, or for the
notice period to apply to after hours duties only, with relievers not allocated being
available for work, Monday to Friday 0800–1600.

Both groups favoured the notification period to apply only to after hours duty with the
RMOs favouring 14 days notice of such duties (62%) and the SMOs favouring 7 days
notice (62%) (Table 1, Figure 2).

Figure 2. Notification required to work when allocated as a reliever
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24-hour on-call—The current contract does not permit RMOs to be rostered for more
than 16 hours duty in any situation unless an exemption is granted by the union. The
terms for such an exemption are not defined but informally, the union will only grant
an exemption if the frequency of any calls between midnight and 8 am is less than 2–3
calls/week.

Following discussion, respondents were offered options of the status quo or to permit
24-hour call if the frequency of calls was less than 2/night, or to permit 24-hour call if
the frequency of such on-call periods was greater than 1:5 and if there was an average
of 4 hours rest per night on-call. Emergency provisions would need to be in place if
less than 2-hours’ sleep was achieved and theatre and clinics would be cancelled the
day following such call periods. A fourth option was provided that 24-hour call
should never be permitted.

RMOs primarily favoured the status quo (48%) however a significant number (26%)
also favoured the complete abolition of 24 hour call. SMOs however clearly
supported the concept of 24 hour call with restrictions as noted by the second and
third options presented above (69% combined) (Table 1).

Weekend roster pattern—Respondents were asked their opinion regarding weekend
rostering. The current contract states that RMOs must be free of duties every alternate
weekend.

Respondents were offered the choices of status quo, a change to 50% of weekends
rostered off† or the concept of rotating weekends with 48 hours rostered off in a 14-
day period but not necessarily assigned to weekend days.

The majority of RMOs (77%) favoured the status quo with alternate weekends off,
whereas a similar majority of SMOs (63%) favoured a change to 50% of weekends
rostered off (Table 1, Figure 3).
†A minimum of 50% of weekends off across the rotation—eg, 7 weekends off out of 14, but not
necessarily every second weekend off as per the status quo.
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Figure 3. Weekend roster pattern
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Weekdays rostered off—The current contract states that regardless of duties worked,
RMOs must be paid for a minimum of 8 hours duty Monday to Friday between the
hours of 0730–1730.

Following discussion, respondents were offered the options of the status quo or a
change that would allow weekdays to be rostered off. Options included weekdays
rostered off with roster monitoring left to the accreditation authorities for education or
only on rosters where SMOs were also working similar shifts.

RMOs appeared evenly split between all three options (40%, 28%, and 32%
respectively), however a majority (60%) supported the concept of rostered weekdays
off in some form. SMOs more clearly favoured rostered weekdays off (80%) with a
trend toward external imposition by accreditation (Table 1)

Maximum hours per week—Following discussion, respondents were asked their
opinion regarding the maximum hours that should be rostered in any 7-day period.
SMOs appeared to favour a 72-hour maximum (54%), with 60 hours per week the
most popular option for RMOs (43%). The difference between RMOs and SMOs
however was not significant (Table 1).

Perspectives on meals structure (Table 2)

Respondents were asked their opinion as to the ideal delivery method of the contract
clause entitling RMOs to a meal while working over a recognised meal break.

RMOs appeared evenly divided between unlimited access (status quo), a transferable
voucher system, daily dollar limit, or direct pay supplement (22%, 26%, 19%, and
26% respectively). SMOs significantly favoured the ‘other’ option (40% compared to
just 7% of RMOs) and when asked in discussion, believe that RMOs should pay for
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their own meals and that this entitlement should be deleted from the contract (Table
2).

Respondents were then asked for their opinion on a reasonable dollar limit if that
option was to be chosen, with the majority of RMOs (52%) opting for a NZ$10/meal
restriction and the largest number of SMOs (43%) opting for an $8/meal restriction
(Table 2).

Table 2. Perspectives on meal structure

SMO

n=32

RMO

n=27

P value

RMO vs SMO

Meal structure

Unlimited Access 0 6

Voucher System 4 7

Daily $ limit 7 5

Pay supplement 7 7

Other 12 2

0.007

Meals dollar limit

$8 per meal 12 0

$9 per meal 4 3

$10 per meal 5 13

$12 per meal 2 5

Other 5 4

0.002

Perspectives on remuneration methods (Table 3)

Currently RMOs in New Zealand are paid on a salary band system. When RMO
rotations are introduced or changed, RMOs are asked to keep a log book of hours
worked and then pay is related to the band of average hours worked.

Following discussion, respondents were offered retention of the status quo or a
change of remuneration methods. Options included a base salary plus hourly rate for
after hours worked (as in Australia), a base salary only (as in the USA), or a pure
hourly rate. The majority of RMOs (52%) favoured a base salary plus hourly
overtime, while SMOs were fairly evenly split between the other options (Table 3).
Differences between the groups, however, were not significant.

The audience was also asked about reimbursement of vocational training costs and
what they considered to be reasonable. Options given were: the status quo—unlimited
reimbursement of all costs incurred on the pathway to vocational registration; a dollar
cap annually or per training programme; a capped number of training items (eg,
textbooks, courses, etc); or ‘other’. RMOs’ most preferred option was the status quo
(50%) while their senior colleagues preferred the concept of a dollar cap (72%)
(Table 3, Figure 4).
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Table 3. Perspectives on salary administration

SMO

n=32

RMO

n=27

P value

RMO vs SMO

Remuneration Methods

Salary bands based on run/logbooks 10 6

Base salary + penal hourly rate 8 12

Base salary only 1 0

Graduated hourly rate 7 5

Other 1 0

0.428

Reimbursement of Training Costs

Unlimited on vocational pathway 3 10

Dollar cap annually 21 6

Number cap annually 5 3

Other 0 1

0.006
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Figure 4. Reimbursement of vocational training costs
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Discussion

In this study, we surveyed a small group of RMOs and SMOs regarding the working
conditions of RMOs in New Zealand. Given the survey was conducted at the
Physicians Grand Round in a major tertiary hospital, it should be noted that the views
of those surveyed may well differ from members of other specialities and from those
of doctors working in smaller centres.

New Zealand employs approximately 2,700 SMOs and 2,000 RMOs.  This survey,
therefore, sampled only about 1% of doctors in this country and cannot be seen to be
representative of the views of the majority. The sample size does, however, permit
comparison of the two professional groups—and the results raise interesting points of
discussion regarding RMO working conditions and the current relationship between
RMOs and SMOs.

Most countries of the Western World have been actively moving to reduce the hours
worked by RMOs in training, with the result that (over the last two decades) we have
witnessed a gradual reduction in the average number of hours worked per week. In
most of these countries, the change has been brought about through legislated change
or via the residency accreditation processes. The introduction of the EWTD, for
example, has created a short, definitive timetable for the introduction of changes to
the healthcare systems of Europe—including Britain’s National Health Service
(NHS), one of the largest healthcare systems in the world. As a result, many of the
common yet complex issues involved in reduction of RMO working hours are having
to be urgently addressed within the United Kingdom.

New Zealand has produced a set of national working conditions through
employer/union contract negotiations held at regular intervals. These negotiations
have resulted in limits on hours that are some of the lowest in the world, with average
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hours at 56–58 per week. The current multi-employer collective agreement (MECA)
is a ‘one size fits all’ document, breaches of which can result in industrial or legal
action. Over the years, hospital management, SMOs, and RMOs have expressed
concern at the rigidity of the single solution while, at the same time, applauding the
improvements compared with historical junior doctor hours.6 Issues such as the length
and quality of training have become important points of discussion within a very
complex milieu.7

In our study, RMOs appeared to support the continuation of the current contract
provisions regarding:

• Prohibition of PGY1s working nights in the first 6 months of employment;

• Restrictions around provision of 24 hour on-call;

• The requirement for alternate weekends off; and

• Unlimited training reimbursements for costs incurred on the pathway to vocational
registration.

RMOs surveyed appeared to disagree with the current contract position on the issues
of:

• Maximum allowable consecutive nights; and

• Notification of relief period.

A less definitive RMO opinion was expressed on the issues of:

• Weekdays rostered off; and

• Structure of meals reimbursement.

Most importantly, and of significant concern, was the disparity in viewpoint between
SMOs and RMOs on the issues of:

• Ability of PGY1s to work nights in first 6 months;

• Allowance for 24 hour call;

• Pattern of weekends off;

• Weekdays rostered off;

• Maximum permissible hours of work;

• Provision of meal entitlements and;

• Reimbursement of training costs

It is of serious concern to any profession when there develops a widening gulf
between its senior and junior members. It is of even greater concern in an apprentice-
style training program in which juniors are expected to receive training, education,
and guidance from more senior members of the profession. Any divergence in views
on ways of working could have a significant detrimental effect both on the provision
of training and hence the quality of healthcare professionals in the future, as well as
service delivery to the public of New Zealand.
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This study is small and cannot be used for wider generalisations. It does, however,
highlight potential discrepancies between the viewpoints of various stakeholders to
the provision of healthcare and training in New Zealand. The structure of junior
doctor working conditions is fundamental to the delivery of care within a hospital
system. Any change to roster patterns for example, can result in an undersupply of
RMOs for created positions and hence shortages, unsafe work practices and flow on
effects to all aspects of the healthcare system.

In the United Kingdom, Canada, United States, and Australia, professional bodies are
meeting with government and hospital employers to openly discuss these issues in an
effort to come up with agreed solutions to what is a very complex situation.

This study suggests that there may be differences of opinion in New Zealand that are
not captured by the current employer-union process that require frank and open
discussion. The authors believe that the profession should take ownership of these
issues, and the views of all stakeholders should be sought through wider processes
such as national conferences, surveys, or other such mechanisms. This information
could then be used to develop appropriate strategies to address these differences and
their implications.
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What evidence-based undergraduate interventions promote
rural health?
Wayne Hsueh, Tim Wilkinson, Janne Bills

Abstract

Aims  This article identifies published reports of medical undergraduate rural
programmes from international medical schools and investigates the features making
these programmes successful in recruiting and retaining rural physicians.

Method Literature review.

Results Ten successful programmes were identified. Common features included
selective admission, curricular focus on primary care/family medicine, community-
based teaching, and community/rural preceptorship. A strong association exists
between rural background of the student and choice of both a rural career and a career
in primary care. Medical students of rural origin with an initial interest in a generalist
career are significantly more likely to enter rural practice. Community preceptorship
with its high staff:student ratio has been effective in influencing students’ career
choices.

Conclusions  The effectiveness of a medical undergraduate rural programme in
preparing and recruiting physicians for rural practice does not occur with one isolated
strategy but with a chronological sequence of interventions. The most effective
programmes consider both pre-medical school and medical school educational factors.
Medical schools would need to implement a combination of these strategies when
designing a programme to maximise success.

New Zealand’s economy depends largely on agricultural industries; it has been stated
that rural New Zealand is the barometer of our economy and rural health care is an
indicator and predictor of the future health care in New Zealand.1 Furthermore, rural
health care is difficult and expensive to provide. New Zealand Government rural and
primary care health policy documents released in the last three years have
recommended changes2,3 and initiatives in an attempt to address this difficulty.4

New Zealand has a rural doctor shortage crisis that is not unique to this country.5–7

The problem has existed for years and the future does not look promising with only
1% of medical students at the Christchurch School of Medicine indicating they would
practise rurally.8,9

General practitioners (GPs) constitute the main medical workforce in rural New
Zealand, and some of the reasons given for rural practice being unattractive have been
identified:10–14

• Lack of locum relief for both holidays and continuing medical education (CME),

• Lack of quality CME opportunities,

• Heavy on-call and usual workload,
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• Non-clinical administrative responsibilities,

• Professional isolation from specialised medical and other health professional
support, and

• Social and cultural isolation for medical families and lack of ideal educational
opportunities for school-aged children

Significantly, the current shortage of rural GPs has made conditions more difficult for
the rural GPs remaining.12

The New Zealand general practice workforce is maldistributed in terms of geographic
location and specialty choice. Only 4.2% of New Zealand-trained GPs’ main work
location at 17 years post-graduation was in minor urban, rural, and coastal areas (0–
9,999 population)15 where 23% of New Zealanders lived (according to the 2001
Census). On the other hand, over 95% of New Zealand-trained GPs worked mainly in
main urban and secondary urban areas (10,000+ population)15 where only 77% of
New Zealanders resided.

New Zealand relies heavily on foreign-trained GPs12,16,17 to service its rural
population, but it has to compete hard with the international market for the
diminishing supply16 of rural doctors. It is essential for New Zealand to produce a
healthy supply of rural doctors domestically.

The literature describes three main factors related to rural recruitment and retention:

• Pre-medical school factors, such as rural upbringing and initial specialty
preference,

• Medical undergraduate education, and

• Postgraduate residency training.18

Recruitment is defined as ‘enrolment of primary care physicians into rural practice’
and retention relates to the ‘length of time in either the original rural community or
any other subsequent rural location’.18

Undergraduate medical education plays a significant role in recruiting and retaining
rural physicians,18 and the New Zealand Ministry of Health has requested that New
Zealand medical schools assist with the recruitment of more young doctors to practise
in under-served rural areas of New Zealand.

If the medical schools in New Zealand are to develop programmes that will encourage
an interest in rural practice and subsequent recruitment, then it is important to
evaluate present successful programmes. Effectiveness of any such programme must
be determined by an unbiased, evidence-based examination of the interventions that
work and those that do not. The main question to answer is ‘what can medical schools
do to increase the supply of rural physicians?’ The Medical Council of New Zealand
commissioned the answer to this question through its summer studentship sponsorship
programme. The full report is available from the Medical Council of New Zealand on
request, and the following is a summary of the findings.

Method

A literature search was the sole methodology of this research project. Articles most
suitable for this research were selected from a wide range of sources based on the
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title, content, nature (editorial, letter, opinion, original study, and review article), year
published, and country of publication. The search initially selected publications from
Australia, Canada, and the United States because, similar to New Zealand, they were
English-speaking countries that had comparable medical education systems and areas
of remote geography. However any other countries with long-standing, well-evaluated
programmes were considered as well. Email communication with international
organisations, medical schools, and local and international rural medicine academics
was used to inquire about updates of the programme or to request further information
on imminent publications describing more recent evaluation data.

Inclusion criteria used to rate success included:

• The duration of the programme (greater than or equal to 12 months),

• Number of years of operation (greater than or equal to 10 years),

• The extensiveness of evaluation of the programme,

• Frequency of citation by other studies, and

• Programme features and statistical analysis of the original studies by personnel
involved in the programme.

Information was collected from the following databases:

• Ovid MEDLINE and EMBASE

Rural health, rural medicine, undergraduate medical education, curriculum and
rural medical school were used as key words in searches.

• General GOOGLE internet search engine

GOOGLE was used to search for both international and New Zealand
information, including websites for specific undergraduate rural programmes.

• Email communication with international organisations, medical schools, and local
and international rural medicine personnel.

• A manual search of the New Zealand Medical Journal website, and previous
paper-based issues

New Zealand rural healthcare information was retrieved from the New Zealand
Medical Journal, from both paper-based (before 7/7/2002) and electronic issues
7/7/2002 and after).

• Email communication with New Zealand organisations

Statistics New Zealand and the Medical Council of New Zealand were contacted
for the New Zealand workforce information.

• References from relevant articles

Further articles were obtained from the reference sections of relevant articles.

Results

A total of 107 references, published between 1961 and 2001, were collected relevant
to the topic. Of the 32 email contacts made, 20 replies were received and, of these 20
replies, 15 produced useful information and/or further links to requested information.
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A total of 22 original articles were published on 10 successful medical undergraduate
courses/programmes (five programmes had more than one articles published on them)
to demonstrate the favourable outcomes of the strategies implemented by individual
programmes. These programmes are listed in Table 1.19–40 The specific features of
each programme and the key findings are found in Table 2.

Measures used by the authors (of the 22 original articles) to assess outcomes of
success in these 10 programmes included practice location, specialty selection, rural
practice and under-served area locations, doctor:population ratio, residency choice,
gender differences, physician distribution according to area of upbringing, physician
intention of settlement, contract completion, influence of clinical campus location on
practice location, population of hometown, and influence on practice location.

Eight of the 10 programmes are based in the United States, one in Japan, and one in
Norway. Many of these programmes have been in operation for two to three decades
and have all been well evaluated. While the United States has contributed the most
evidence on this topic, not all interventions within an American setting can be directly
transferable to a New Zealand setting. Evidence of the effectiveness of Australian and
Canadian programmes is presently not available, as the introduction of educational
strategies to redress the physician maldistribution has only occurred in the last decade.

(See Table 1 and Table 2 below.)
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Table 1. Identified rural medical programmes

PROGRAM & COMMENCEMENT 
YEAR

UNIVERSITY LOCATION PROGRAM LENGTH ENTRY REFERENCES

WWAMI (1971) University of Washington 
School of Medicine

Washington, 
Wyoming, Alaska, 
Montana, Idaho 
states

4 years Post-graduate 
entry

19-22

Rural Physician Associate Program 
(1971)

University of Minnesota 
Medical School and University 
of Minnesota Duluth School of 
Medicine

Minnesota state 9-12 months clinical 
education program

Post-graduate 
entry

23-24

Duluth School of Medicine (1971) University of Minnesota Minnesota state 2 years Post-graduate 
entry

25

Tromsø School of Medicine (1972) University of Tromsø School of 
Medicine

Tromsø, Norway 7 years Under-graduate 
entry

26

Jichi Medical School (1972) Jichi Medical School Tochigi, Japan 6 years at JMS
2-3 years postgraduate 
training at home 
prefecture

Under-graduate 
entry

27

Upper Peninsula Medical Education 
Program (1974)

Michigan State University 
College of Human Medicine

Michigan state 4 years Post-graduate 
entry

28

Physician Shortage Area Program 
(1974)

Thomas Jefferson University, 
Jefferson Medical College

Pennsylvania state 4 years Post-graduate 
entry

29-34

Primary Care Curriculum (1979) University of New Mexico 
School of Medicine

New Mexico state 4 years Post-graduate 
entry

35-36

Rural Health Scholars Program 
(1993)

Brody School of Medicine at 
East Carolina University and 
the University of North Carolina 
School of Medicine

North Carolina state 3 years Post-graduate 
entry

37

Rural Medical Education Program 
(1993)

University of Illinois College of 
Medicine

Illinois state 4 years Post-graduate 
entry

38-40



NZMJ 22 October 2004, Vol 117 No 1204 Page 6
URL: http://www.nzma.org.nz/journal/117-1204/1117/ © NZMA

Table 2. Features and outcomes of identified programmes

KEY FINDINGSPROGRAM STATED GOALS FEATURES

MEASURE OUTCOME

WWAMI “Increase the number of students… from the states of
Washington, Alaska, Montana and Idaho.”20

“Increase the number of students being trained for
careers in primary care…”

“Place physicians in areas of need.”

“Bring the resources of the Medical Center in Seattle to
the communities throughout the four states that have
need of them.”

“Accomplish the programmatic goals without new capital
construction.”

Decentralised teaching

Rural student selection

Practice location 20 23% of the graduates with WAMI experience versus 13%
of all US physicians practiced in nonmetropolitan areas
where 24% of the US population resided.

Specialty selection  20 61% of the graduates with WAMI experience versus 35%
of all US physicians practiced primary care medicine;
ideally 50% of all physicians would be in primary care.

Rural Physician
Associate
Program

“… to influence students to practise medicine in rural
Minnesota and its region; to help students experience the
work and life-style of doctors and their families in rural
setting; to teach them to be independent learners and
problem-solvers; to give them confidence and proficiency
in primary health and disease care; and to help them
develop sensitivity and awareness of other elements in
patient care besides biological and procedural
medicine…”23

Voluntary program with
screened entry

Rural preceptorship

Decentralised teaching
in the rural setting

Financial aid

Run by the Department
of Family Practice and
Community Health

Rural Practice  23,24 57% of the RPAP graduates, majority of which were in
Minnesota and/or in communities of 10,000 or less.

This overall percentage is lower than for 1971-75 (80%)
because graduates after 1975 spent 2 additional years in
residencies, which spent in urban areas counteracted the
effect of RPAP.

Doctor : Population ratio 23,24 1:2,500 or better in all 87 counties in Minnesota for the
first time ever.

NBME I & II 23,24 Compared with non-RPAP students, RPAP students
scored lower in NBME-I but higher in NBME-II,
demonstrating greater improvement in scores.
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Specialty selection and
practice location 23,24

74% of all RPAP graduates were in primary care and
63.5% in family practice.

88.6% of the RPAP graduates remaining in Minnesota
were in primary care, 71% in family practice, 58.8% in
rural areas, 68% were in communities of 25,000 or less.

Duluth School of
Medicine

“… increasing the number of well-trained physicians
entering family medicine and who will practice in rural
and non-urban settings.”25

Preferential admission

The Department of
Family Medicine is
responsible for all
clinical education and a
major part of non-
clinical education

Community-based
clinical teaching

Community Family
Practice preceptorship

Residency choice 25 69% of all UMD graduates entered primary care
residencies, 53% entered family medicine residencies.

Practice location 25 54% of all practicing UMD graduates worked in
communities of less than 30,000, 40% in communities of
less than 20,000.

58.4% of all practicing alumni were in Minnesota, another
16.2% were in neighbouring states.

Gender differences  25 About 50% of all male and female graduates were in rural
practice.

Retention  25 More than 80% of all UMD graduates remained in the
same community they selected after their training.

Tromsø School of
Medicine

“the establishment of a university in Tromsø… would
recruit students who, after graduation, would be willing to
stay in the north and thus enhance the quality of health
services in these areas.”26

Rural location of the
school

Quota arrangement for
number of northern
students admitted
(recruitment of rural
students at least 50%)

Physician distribution 26 56.1% of physicians in northern Norway, 43.9% in
southern Norway.
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Physician distribution
according to area where they
grew up 26

82% of those grew up in the north were currently
practising in the north.

Physician intention of
settlement 26

73.1% of those who grew up in the north had settled or
intended to settle in the north.

Jichi Medical
School

“… to train doctors with clinical skills and a commitment
to rural practice combined with the goal of making
progress in medical science and promoting community
health.”27

Financial aid

Home prefecture
recruitment scheme

Non-urban location

Management by
prefectures and
support from national
government

Contract completion 27 93% of the first 9 graduating classes completed 9 years
of contracted work.

96% of all JMS graduates had completed their contracts.

Practice location 27 67% of the first 9 graduating classes remained in the
prefecture where they returned after graduation.

33% of the first 9 graduating classes remained in rural
areas.

42% of all JMS graduates remained in rural areas.

Upper Peninsula
Medical
Education
Program

“to improve the physician supply in rural areas of
Michigan by training students in a rural, practice-based
setting.”28

Decentralised teaching

Preferential admission
of rural students

Preceptorship

Extensive family
medicine and primary
care experience

Specialty choice 28 46.5% of the Upper Peninsula graduates versus 30% of
the downstate graduates versus 13% of all US physicians
practiced family medicine.

Family medicine experience 28 64% of the UP graduates versus 29% of the downstate
graduates reported positive experiences leading to choice
of primary care specialties.

Role model influence 28 79% of the UP graduates versus 49% of the downstate
graduates reported important influence of role model in
choice of specialty.
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Responsibility for patient care
28

68% of the UP graduates versus 33 of the downstate
graduates reported a high level of direct patient care
responsibility.

Population of practice
community 28

50% of the UP graduates versus 40% of the downstate
graduates versus 13% of all US physicians practiced
rurally.

Influence of clinical campus
location on practice location 28

61% of the UP graduates versus 16% of the downstate
graduates reported a positive influence of medical school
location on preference for rural practice locations.

Population of hometown 28 78% of the UP graduates versus 28% of the downstate
graduates had come from towns with populations less
than 50,000.

Influence of hometown size on
practice location 28

43% of the UP graduates versus 26% of the downstate
graduates reported a preference to practice in a town of
similar size to their hometowns.

Physician
Shortage Area
Program

“preferentially admits medical school applicants from
rural backgrounds who intend to practice family medicine
in rural and underserved areas.”31

Preferential admission

Curricular emphasis on
family medicine

Rural family medicine
preceptorship

Rural clerkship

Student commitment to
family medicine
residency

Financial aid

Specialty choice in 1996  33 52% of the PSAP graduates (1978-1991) versus 13% of
the non-PSAP graduates were in family medicine.

Practice location in 1996 33 34% of the PSAP graduates (1978-1991) versus 11% of
the non-PSAP graduates were in rural areas.

30% of the PSAP graduates (1978-1991) versus 9% of
the non-PSAP graduates were in physician-shortage
areas.
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Specialty and practice location
in 1996  33

21% of the PSAP graduates (1978-1991) versus 2% of
the non-PSAP graduates had combined a career in family
medicine with a practice location in a rural area.

19% of the PSAP graduates (1978-1991) versus 2% of
the non-PSAP graduates had combined a career in family
medicine with a practice location in a physician-shortage
area.

Primary Care
Curriculum

“to equip graduates with skills in self-directed, lifelong
learning, and to attract students to careers in primary
care in rural and other underserved areas.”36

Clinical problem-based,
student-centered,
small-group learning

Community-oriented
learning (including rural
clerkship and
preceptorship

NBME-I performances  35,36 PCC students scored lower compared with conventional-
track students.

NBME-II  35,36 PCC students scored higher compared with conventional-
track students.

Third-year clinical rotation
subscores  35,36

PCC students scored higher compared with conventional-
track students.

Distress level 35,36 PCC students had a lower level of stress compared with
conventional-track students.

Retention of interest in family
medicine 35,36

42% of the PCC students versus 29% of the
conventional-track students who were interested in family
medicine at orientation were more likely to retain this
interest at graduation.

Career preference shift 35,36 39% of the PCC students versus 14% of the
conventional-track students were more likely to switch
career preferences to family medicine from other
specialties by graduation.

Primary care physicians  35,36 49% of the PCC graduates versus 41% of the
conventional-track graduates considered themselves
primary care physicians.

Family medicine physicians
35,36

42% of the PCC graduates versus 26% of the
conventional-track graduates practiced family medicine.
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Practice in underserved areas
35,36

37% of the PCC graduates versus 10% of the
conventional-track graduates practiced in underserved
areas

Uncollected bills  35,36 24% of the PCC graduates versus 18% of the
conventional-track graduates had uncollected bills.

Rural Health
Scholars
Program

“to develop a cadre of primary care physicians-leaders to
work in rural, underserved areas of North Carolina.”37

Enrichment program

Selective recruitment

Preceptorship and
clinical rotations in
rural, underserved
areas

Close staff-student
contact throughout
course and residency

Residency programs in primary
care 37

More RHSP students matched into primary care
residencies compared with students from comparison
groups.

Residency in family medicine 37 More RHSP students matched into family medicine
residencies compared with students from comparison
groups.

Residency programs in
community hospitals  37

More RHSP students matched into residency programs in
community hospitals compared with students from
comparison groups.

Rural Medical
Education
Program

“… to select students who possess traits indicative of
success in eventual rural family practice.”40

 “… producing family physicians for rural Illinois.”

Enrichment program

Preferential admission

Curricular emphasis on
family medicine

Student/peer support

Preceptorship in the
rural setting

Rural representation 40 Students represent 64% of Illinois’ rural counties with a
mean hometown size < 7,700 and 87% from designated
rural counties.

Family practice residencies
and primary care 40

82% in primary care and 69% of RMED alumni in family
practice residencies.
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Discussion

Selective admission, curricular emphasis on primary care/family medicine,
decentralised/community-based teaching, and preceptorship have been found to be the
four common features that seem to have made the ten identified undergraduate rural
programmes successful.

Selective/preferential admission or affirmative action for students of rural origin is a
strategy developed as a consequence of extensive research evidence demonstrating a
strong association between rural background and graduates’ choice of rural careers.
The strongest relationship with non-urban practice is a non-urban background of
doctors (and their spouses)31,41–44,45 and a career in primary care.31,43,44,46,47 Because of
these observations, successful schools have developed selection policies specifically
to admit students with rural ties and an interest in family practice.

Students of rural origins have also demonstrated more positive attitudes towards
postgraduate training and careers in rural regions48-50,51 which may explain the strong
association between rural origin and rural practice location. One follow-up study, of
Jefferson Medical College graduates, showed that graduates with rural backgrounds
who did not have a special curriculum were still more likely than other graduates to
enter rural practice.34 As expected however, those graduates with rural backgrounds,
an interest in family medicine, and a special curriculum were the most likely to enter
rural practice.34

Rabinowitz has evaluated the differential effect of rural background, admission policy
and curriculum on subsequent choice of rural career.34 Admission policies were found
to be more powerful than curriculum characteristics. From the data provided in this
study, we found that the numbers needed to ‘teach’ in a special curriculum to result in
one extra rural practitioner is 17. In contrast, the number needed to ‘admit’ (under
revised admission criteria to result in one extra rural practitioner) is six. Clearly
therefore, there are powerful factors acting outside the control of medical schools that
influence a choice of rural practice.

Currently, rural students are under-represented at the Otago Medical School.52 If
society and the government are seriously committed to increasing the rural supply of
doctors, then the discussions to change admission policies and curriculum should
involve ideas on how to increase the number of rural students studying medicine.

An emphasis on primary care throughout all years of the curriculum is believed to
contribute significantly towards producing primary care physicians for rural areas. It
has also been found that a programme that offers longitudinal primary care
experiences is associated with more students choosing primary care careers.53 Even
though undergraduate rural rotations do not prepare for rural living, they can prepare
for rural practice if they are of three months or longer in duration.51

Medical schools in Australia and Canada have been moving towards offering
decentralised and community-based teaching5,6 after such strategies have
demonstrated success in the United States,20–25,28–36,39,40 Japan,27 and Norway.26 It has
been found that the rural location of a medical school is strongly associated with the
number of rural physicians it produces and that the more rural a medical school’s
location, the more graduates of that school would enter rural practice.47
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Delivering undergraduate medical education in a rural area provides more benefit than
just the production of rural physicians. Students are exposed to more patients and
hands-on experiences, and they gain a holistic education in a primary care-based
environment where they can integrate the impact of an illness or condition on the
patient, their family, and the community.36,54–57,58

In 2000, the Dunedin School of Medicine through Te Waipounamu Rural Health Unit
established a 7-week rural attachment as part of its 5th year undergraduate
programme. The students were exposed to patients in the community practice and
rural hospitals. Findings from a survey of the students, before and after the
attachment, resulted in more students considering rural general practice as a career
choice, increased the stated likelihood of students entering rural general practice,
increased the number of students viewing rural general practice positively, and
increased the students’ awareness of rural general practice as a distinct discipline.
And confirming overseas findings, students of rural origin also indicated a higher
likelihood of entering rural general practice than their urban colleagues.59

The University of Auckland School of Medicine, and the other schools within the
University of Otago, have now established similar initiatives where students spend at
least 4 weeks in rural areas as part of their general practice teaching. Currently no data
have been published on the outcomes of these initiatives.

Preceptorship or mentorship in primary care during rural clerkships is another strategy
shared by several model programmes. Teaching in the rural setting is generally
achieved at the primary care doctor’s office and having the doctor act as the student’s
educational facilitator. Students develop clinical and communication skills under the
guidance of the preceptor. It is under this informal, friendly, and high staff-student
contact environment57 that the medical student matures. Preceptors have also been
found to be influential in students’ career choices and this, combined with the
excellent preceptorship teaching,37,57 is likely to have contributed to the success of the
rural programmes. Herein lies a paradox—success requires a high teacher:student
ratio—something that any student in any setting might benefit from. However, the
rural setting is now characterised by overworked practitioners. Would they have the
spare capacity to provide this high quality contact if the numbers of students were
increased?

‘Effectiveness (of a programme) is not with one isolated strategy but a chronological
sequence of interventions’. (Personal communication: Whiteside C, University of
British Columbia.) This review of the literature has demonstrated one important
lesson: any new model implemented as a solution to the rural doctor shortage requires
long-term planning by university institutions with a commitment to the vision and a
recognition that numerous interventions at various stages of the educational process
are required. An integration of different strategies will maximise success. Special
admission policies combined with a customised curriculum and a preceptorship at a
decentralised teaching post are certainly features that should be taken into
consideration when designing a programme to help redistribute doctors into rural
areas.

All these interventions however come at a cost. Brooks and colleagues have said it
well—‘policies for staffing rural areas with primary care physicians should be aimed
at both selecting the right students and giving them during their formal training the
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curriculum and then experiences that are needed to succeed in primary care in rural
settings’.53 Therefore, the recent initiative to increase places for rural medical students
is an important step in the right direction. As well as strategies at the undergraduate
level, medicine should be promoted as a career to high school rural students at the
pre-medical school level, and rural training should be implemented to prepare
graduates for small-town living at the postgraduate level.

While beyond the scope of this review, these coordinated strategies also need to
examine incentives to retain doctors already working within rural settings.
Introducing reform to construct a sustainable New Zealand rural medical workforce is
not easy and it requires time and patience, though tempered with a sense of urgency.
With careful planning and a long-term vision, the end result, long overdue, should be
successful.
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Simulation-based training to improve acute care skills in
medical undergraduates
Jennifer Weller, Brian Robinson, Peter Larsen, Catherine Caldwell

Abstract

Aim Acquisition of clinical skills by medical undergraduates can be problematic,
especially in the context of medical emergencies. Simulation using computerised
manikins may be an effective and ethical solution. We assessed the ability of
undergraduates to manage medical emergencies, and evaluated simulation as an
educational and assessment tool.

Method Medical undergraduates were assessed in standardised, highly contextualised
simulations of medical emergencies using both checklists and global ratings, and were
reassessed following a simulation-based educational intervention to measure learning
effect. The scores for groups at different levels of training were compared to test
construct validity of global ratings of simulator performance. We explored student
perspectives of simulation through thematic analysis of questionnaire responses.

Results Seventy-one students were studied. Final year students performed
significantly better than fourth year students, but the ability to initiate management of
medical emergencies was unsatisfactory in both groups. Performance improved
significantly over the course of the simulation workshop. The learning processes in
simulation-based education were perceived as more effective than traditional
methods, and consistent with known principles of effective learning. Students felt the
simulations were a reasonable measure of their abilities and 91% felt that such
simulations should be included in their end-of-year assessment.

Conclusion Current medical undergraduate training does not ensure new graduates
can intervene effectively in an emergency. Simulation-based workshops are effective
and should be incorporated into the undergraduate curriculum both for education and
assessment of competence in emergency management.

One of the expected outcomes of medical undergraduate training in New Zealand is
the ability to manage a range of clinical emergencies, including the initial
management of a shocked patient.

There is considerable evidence that clinical skills may be poorly taught and students
may be ill-equipped to deal with the demands of a house surgeon year.1 Training for
medical emergencies during undergraduate years traditionally includes reading,
lectures, tutorials, and clinical experience. Only clinical experience is aligned with the
desired learning outcome, but is limited by the unpredictable occurrence of
emergencies and the ethical problems of allowing medical undergraduates to learn on
acutely ill patients.

Patient simulation provides a safe learning environment (where events can be
scheduled, repeated, and observed) offering the potential for greater efficiency and
rigour over traditional methods. Simulation has in fact been described as an ethical
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imperative, but has not yet been widely incorporated into the medical undergraduate
curriculum2–4.

Recent studies have provided evidence on the reliability and validity of simulation in
assessment of both anaesthesia skills5,6 and acute care skills.7 In terms of
effectiveness, there is some evidence that anaesthetists’ performance improves
following training,8,9 and improved anaesthesia skills in medical undergraduates have
been demonstrated following training.6 There is currently little evidence on the
effectiveness of simulation in the context of emergency management in medical
undergraduates.

We hypothesised that new medical graduates may not be competent to initiate
emergency care in unstable patients and that this deficiency could be addressed
through simulation-based education.

Method
Procedure—Ethics committee approval was received from the Wellington Ethics Committee.
Over a 6-month period, 71 medical undergraduates in their 4th and 6th (final) year were scheduled to
attend a 3-hour simulation-based workshop.
Ethics approval was obtained, information provided to participants and written consent obtained.
We used the Laerdal SimMan full-body computerised manikin, integrated with monitoring devices,
airway, and resuscitation equipment. The manikin is capable of simulating speech and a range of
clinical signs including chest movement, breath sounds, heart sounds, and pulses. Airway interventions,
fluid, and drug administration, cardioversion, and defibrillation are possible. The model will generate
an ECG, blood pressure, pulse oximetry, and capnography trace.
Students underwent an initial period of familiarisation with the simulator and equipment. In the
workshop, students worked in teams in one of three scenarios, each team completing the same scenario
twice (baseline and repeat). The scenarios focussed on a theme of post-operative shock and were set in
a simulated surgical ward. A faculty nurse was present during the scenarios and provided additional
cues on ‘patient’ appearance and could assist with monitoring tasks. Information was available in
patient notes and charts when requested.
The first 5-minute period of each scenario was standardised and scripted to allow consistent scoring
and comparison between baseline and repeat performances. Scenarios were designed that required
immediate action within this 5-minute timeframe. After the initial test period, if required, the faculty
nurse could offer suggestions to students to direct them towards appropriate management. This was to
ensure that correct treatment was eventually given, the ‘patient’ survived, and the simulation
experience was positive for the students.
The baseline scenario (5–7 minutes duration) tested entry level skills. Workshop training consisted of
participation in simulations, observation of peers, feedback following simulations and a facilitated
discussion during which students developed a systematic approach to the shocked patient. The repeat
scenarios were of 10–15 minutes duration, with the initial 5 minutes identical to the baseline.
Students gave written statements in response to a questionnaire seeking their views on learning
processes in simulation and use of simulation in their assessment.
The videos of the baseline and repeat simulations were randomised then assessed independently by two
expert examiners not involved with the workshop; these examiners scored the 5-minute test period of
the scenario. One examiner was a specialist anaesthetist and experienced simulation centre instructor,
and the second examiner was a senior New Zealand Resuscitation Council instructor.
The examiners were blind to the year level of the student team and the order of the scenarios. One
instructor had no prior knowledge of the students. An anchored five-point rating scale was used to
score three dimensions of performance: systematic approach to the problem, clear leadership and
division of tasks between team members. The scores for the three dimensions of performance were
averaged, and the mean of the two examiners’ scores taken to give a global score for performance in
each baseline and repeat scenario. In addition, a checklist score was generated from a list of key
clinical management tasks.
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Statistical analyses—Quantitative data from questionnaires were analysed using descriptive statistics
and written responses were coded and grouped into themes.
The Wilcoxon matched-pairs signed-ranks test was used to compare global scores in the baseline and
repeat scenarios and to compare 4th year and 6th year scores.

The Mann Whitney U test was used to compare checklist scores of 4th and 6th year students.

Results

All 71 students who attended the workshops agreed to take part in the study (45
fourth-year students, 26 sixth-year students). All students completed the
questionnaire. A total of 21 pairs of baseline and repeat scenarios were scored by the
two examiners (Table 1).

Table 1. Scores for 4th- and 6th-year students for the three baseline and repeat
scenarios

Scenario Year of training n Median*
4th 5 1.5Baseline
6th 4 2.58
4th 5 2.83

Scenario 1

Repeat
6th 4 3.58
4th 3 2.0Baseline
6th 3 2.5
4th 3 2.33

Scenario 2

Repeat
6th 3 3.00
4th 3 1.83Baseline
6th 3 2.83
4th 3 2.33

Scenario 3

Repeat
6th 3 3.33

*Median score of all the teams at that year level; n=number of teams rated on a rating scale of 1 to 5 where 1 is
poor and 5 is good.

Results of video ratings of performance—On a scale of 1–5, where a score of three
equated with adequate performance, the median score in the baseline scenario was
1.83 for the 4th-year students and 2.3 for the 6th-year students. In the repeat scenarios,
median scores improved to 2.67 and 3.33 for the 4th- and 6th-year students,
respectively.

The median scores for the two groups in each of the three scenarios (Table 1) shows
evidence of improvement in each of the three scenarios. Combining all pre-test and all
post-test scores, overall there was a significant improvement from baseline to repeat
(p<0.001). Scores were compared to see if there was a difference between 4th- and 6th-
year students. The median scores for 6th-year students were significantly higher than
for 4th-year students for both baseline (p<0.01) and repeat scenarios (p<0.001).

The students performed significantly more (p<0.05) key tasks in the repeat scenarios
than the baseline scenarios (Table 2).
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Table 2. Comparison of average checklist scores for baseline and repeat
scenarios (total possible scores 21, 20, 21 for scenarios 1, 2, and 3 respectively)

Scenario Baseline* Repeat* P value
Scenario 1
Scenario 2
Scenario 3

13 (11–18)
13 (10–16)
14 (11–18)

17 (14–19)
16 (11–17)
15 (13–19)

0.01
0.04
0.04

Students compared the process of learning in the simulation workshop with their
traditional education in this domain. All 71 students identified advantages, and a
number of themes emerged from the written statements (Table 3). Active engagement
with the material, and the need to make decisions and to commit to action in a
realistic timeframe were seen as effective ways of learning and remembering.
Students felt they had to ‘make decisions quickly that really matter’ and ‘look at the
findings because you understand the importance’.

Students valued hands-on practice of clinical skills, the use of equipment ‘to see how
things would be done in practice’, and discovered how difficult it was to actually
manage a case compared to discussing what should be done, as illustrated by the
following student.

‘Theory’s all very well but you gotta (sic) know how to turn on the oxygen before you can
administer it’

The transfer of theoretical knowledge to practice was recognised as an essential step,
which was facilitated by the simulation workshop:

‘Even though we may know the theory, it is much different in practice’

For many students, the simulations provided a memorable and realistic experience
from which to learn:

‘It’s a wonderful way to learn because you remember the situation and the devised plan of
attack’; ‘[The] experience sticks in your mind because you are using all 5 senses’

Simulation helped students see the relevance of their theoretical knowledge and sort
out what was important:

‘With reading, it is difficult to pick out the key points, here it is obvious’

The simulations identified gaps in students’ knowledge and motivated learning,
characterised by this student’s thoughts:

‘It motivates me to thoroughly learn the theory as I have realised the seriousness of
emergencies / resuscitation and the implications of being ignorant’

Seventy out of the 71 students (99%) agreed that they had identified areas they needed
to learn more about, and 67 identified specific areas they intended to address. Eleven
students commented on the stressful nature of the experience. They felt ‘thrown in at
the deep end’, and felt under pressure. However, without exception, these same
students linked this feeling to a positive learning experience, describing the value of
‘hands on experience under pressure’. The stress made the experience more
memorable, and in fact, was described as ‘a good way to get over it’.
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Table 3. Thematic analysis of written responses on the process

Themes on learning processes N*
Putting knowledge into practice 16
Active engagement with material 14
Practical nature 13
Learning from experience 5
Opportunity to practice for clinical event 4
Demonstrates relevance, motivates learning 4

*N=number of students responding in each theme.

Most students thought that the simulator could provide a fair measure of their ability
to manage a critically ill patient and 91% thought it should be included in a
hypothetical end of year assessment (Table 4). Sixty-five students gave written
responses on the subject of assessment. The realism of the simulation assessment
emerged as a prominent theme (n=27). It was “obviously testing what one needs to
know,” and it tested teamwork and the ability to solve problems under pressure.
Students recognised limits to fidelity (n=12), but also commented that simulation was
more valid than written tests. They considered prior training in the simulator to be a
prerequisite of any assessment (n=13). Assessment in a team was considered as
potentially unfair; but on the other hand, the ability to work in a team was important
and reduced the stress of the simulation (n=13). (Numbers in brackets are number of
responses in that category)

Table 4. Students’ opinions of simulation as an assessment tool.

Simulation-based assessment Yes* No* Unsure*
Good measure of ability
Should be included in assessment

55 (80%)
63 (91%)

12 (17%)
6 (9%)

2 (3%)
0

Discussion

In this study, we found that the ability of final year medical students was assessed as
less than satisfactory in the domain of emergency care, and that performance was
improved following a simulation-based workshop. Students saw simulation as a
credible and acceptable assessment tool, and the consistently higher scores achieved
by more senior students support construct validity of simulation-based assessment.
The learning processes described by students in the simulation workshops were
considered more effective than traditional educational methods in this context and
were consistent with known principles of effective learning.10

Simulation-based education enables the direct application of learning theory to
practice. The theory of constructivism sees the teacher as the facilitator who provides
students with relevant experiences targeted to their level of understanding. Learning
occurs where students engage actively with the task provided, and is consolidated by
in-depth examination of the new experience. The theory of reflective practice argues
that professional competence cannot be achieved through formal teaching, but
requires exposure to the ‘messy’ problems of real life. Unexpected events or surprises
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trigger reflection during the event, so called ‘learning in action’, while subsequent
thinking back on what happened, or ‘reflection on action’ relates the event to prior
experiences and consideration of how this may affect future practice.

Demonstrating outcomes of educational interventions can be problematic. A number
of confounding variables influence results, and unlimited access to students for
randomised controlled trials is not feasible due to ethical and resource constraints. A
study by Morgan et al 6 compared simulation with video-assisted learning and found
no difference in learning effect. However, neither method is standard practice, and in
fact there may be little difference in resource requirements. A more useful approach
would be to compare simulation with currently used methods. In this study, we
compared simulation with the status quo. We considered the baseline performance of
final year students nearing completion of their training as a measure of the
effectiveness of the traditional approach over their 6 years of training.

A previous study explored what it was that students learnt in simulation workshops in
the domain of emergency care.11 Rather than focussing on specific aspects of medical
management, they learnt how to be more systematic in their approach to a problem,
how to work together in teams, and how to communicate more effectively. We have
taken this further to explore the underlying learning processes in simulation-based
education. It is interesting that students identified a number of accepted principles of
effective learning,10,12,13 supporting the sound educational basis of simulation.

Simulation can help students identify gaps in their learning, and motivate them to
learn more. These are key factors in promoting self-directed, life-long learning.
Kaufman10 proposed a number of principles to guide teaching practice. These include
actively engaging the learner, solving real-life problems, providing opportunities for
practice, giving feedback, and facilitating reflection on practice through analysing
performance and developing new perspectives and opinions. Clearly these are
applicable to teaching in many contexts, but the ease with which they can be applied
in simulation based education underlies the power of this innovative teaching tool.

Patient simulators may be useful to assess competence of medical students, and
previous studies show that reliable scores can be generated. Boulet et al7

demonstrated reliability and construct validity of simulation-based assessment using
highly specified checklists to score acute care skills. Morgan5 used checklists to score
anaesthesia skills in medical undergraduates. Global scores by experts have been
shown to be more valid and reliable than checklist scores to assess complex
performance, as checklists tend to reward thoroughness rather than competence, and
may not allow for alternative approaches to a problem.14

For assessing overall performance in these highly contextualised scenarios, we
considered global scores more appropriate than checklists. We demonstrated that
senior students scored more highly, supporting construct validity of simulation-based
assessment.

Morgan and Cleave-Hogg15 found students had a positive attitude to simulation-based
assessment of basic anaesthesia skills. We have demonstrated this is ‘generalisable’ to
assessment of emergency management, where 91% of students thought it should be
part of their formal assessment.
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Limitations—It is possible that scores may improve in repeated scenarios through
increased familiarity with the simulator and the environment. We attempted to
minimise this effect through a period of familiarisation with the simulator prior to the
scenarios. Increased student exposure to simulation, or cross-over designs with
different test scenarios (but similar exposure to simulation) could address this
problem, but were not feasible within the time constraints of the student curriculum.

For a high stakes assessment, a large number of cases would be required,16 and the
format used in this study could not reliably rank individual student teams. The
combined scores, however, provide a meaningful comparison between the two student
groups and between baseline and repeat scenarios.

We demonstrated improvement in performance by the end of the workshop. We are
unable to say how long this would persist. Students’ comments suggest simulation
aids retention of new learning. It would be interesting to know if the acquired
knowledge was durable, and if refresher courses were of benefit. This could be a
productive area for further study.
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Analysis of the Advanced Choice of Employment (ACE)
scheme for facilitation of first-year house officer
appointments in New Zealand
Richard Pole, Gregory O’Grady, Brandon Adams

Abstract

Aim To determine the success of the Advanced Choice of Employment (ACE)
scheme, a computerised matching system introduced to facilitate the recruitment of
first-year house officers in New Zealand.

Methods  ACE data was examined for demographics and employment outcomes in
2003 and 2004. Qualitative satisfaction was assessed via email survey of trainee
intern applicants in 2003.

Results All first-year house officer positions were filled within one round of
matching. New Zealand trainee intern graduates were more successful than other
applicant groups. The majority of successful applicants were employed by their most
preferred hospital and 96% in one of their top four choices in both years. Tertiary
centres were preferred over secondary centres. Survey demonstrated generally high
satisfaction.

Conclusions  The ACE scheme proved highly efficient and successfully accounted for
applicant preferences. In addition, the emergence of centralised application data may
improve workforce planning and increase retention of graduates.

Recruitment and retention of junior doctors has become an issue of public interest in
New Zealand due to well documented workforce shortages.1 Ongoing media publicity
about junior doctors seeking increased remuneration overseas has heightened
concern,2,3 as has evidence that high student debt encourages emigration of medical
graduates.4

One important component in the retention of junior doctors is attracting and
appointing graduates into the New Zealand workforce. From the mid-1970s to the
1980s, postgraduate year 1 (PGY1) appointments were coordinated via a centralised
recruitment scheme (MATCH). There is little available documentation about the
success or otherwise of MATCH, but it was abandoned in 1989.

Since then, a ‘hands-off’ recruitment model has operated, with individual District
Health Boards (DHBs) responsible for all aspects of PGY1 recruitment. This model
was protracted by multiple transactions extending months beyond the first
announcement of job offers, allowing little certainty for employers and employees.
The model may also have further contributed to overseas emigration of graduates as
those graduates uncertain of New Zealand employment sought positions in Australian
Hospitals.

In 2003, New Zealand’s DHBs collectively implemented a new scheme for
coordinating the recruitment of first-year house officers. Named Advanced Choice of
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Employment (ACE), the scheme was designed for ‘efficiently matching applicants
with their most preferred employer and vice versa, with the sole purpose of speeding
the job offer and acceptance process’.5

We conducted a review of the ACE scheme to determine its success. We hereby
publish our results to enhance understanding of the scheme for future graduating
doctors and their employers, and to fill a gap in the literature regarding optimal
workforce transition from undergraduate training to the medical workforce. The
review also reveals new information regarding the junior doctor workforce in New
Zealand.

Overview of the New Zealand ACE scheme

In 2002, all 21 of New Zealand’s DHBs committed to a centralised recruitment
strategy for first-year house officer positions. In 2003, an independent body (the ACE
Centre) was established to coordinate the scheme and advertise it widely through
website, booklets, presentations, and as part of a recruitment ‘road-show’ visiting four
major centres. The ACE centre published a series of deadlines to ensure the scheme
worked to a preset timeframe.

Applicants for PGY1 positions in New Zealand were required to make a single
application to the ACE Centre via internet or post. Candidates were asked to provide
curriculum vitae, nominate three referees, and to ‘list the DHBs you are applying to in
order of preference’.6 Applicants did not rank DHB by whom they did not wish to be
employed.

The ACE Centre collated applicant details and electronically transferred them to those
DHBs listed by the applicant. DHBs were blinded to their potential employees order
of preference. DHB staff assessed these applications by individual methods and
returned a list of desired employees to the ACE Centre, again in ranked order of
preference. DHBs did not rank those candidates who they deemed unsuitable for
employment. DHBs also reported their quota of available first-year house officer
positions to the ACE Centre.

The ACE Centre used a computer algorithm to impartially match the two ranked
preference lists received from applicants and DHBs. Candidates were matched to their
most preferred hospital that had ranked them within their quota boundary of available
positions through repeated iterations of the algorithm. After matching, the ACE
Centre approached all matched applicants on the same date with employment offers.

It was intended that unmatched applicants would be invited to enter a second round of
matching later in the year (2003), when revised quotas of unfilled PGY1 positions
were returned from DHBs.

The same process was used for facilitating PGY1 employment in 2004, however
application was only available via the internet.

Methods
To determine the ACE scheme’s success, recruitment data was made available by the ACE Centre for
2003 and 2004. This data was used to determine the number and type of PGY1 applicants and to assess
how successful the ACE scheme was at facilitating their employment. Comparison was made between
secondary and tertiary DHBs for total applicant numbers, number of applicants per position available,
and ranking priority of applicants.
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Qualitative satisfaction of the ACE scheme was assessed via an email survey of trainee interns
graduating in 2003. New Zealand Registration Exam (NZREX) and overseas applicants were not
surveyed. Questions included satisfaction with the ACE process, and determined aspects that were
problematic.

Results

In 2003, 304 first-year house officer positions were available at the commencement of
the first round of ACE. 404 completed applications were received from four groups:
316 New Zealand citizen/permanent resident trainee intern (TI) graduates (Group 1),
15 non-resident trainee intern graduates (Group 2), 53 overseas trained doctors who
had successfully completed the NZREX exam (Group 3) and 20 doctors who applied
from overseas (Group 4). All 304 positions were filled within one round of matching,
thus making further rounds unnecessary.

In 2004, there were 299 first-year house officer positions available. 413 completed
applications were received from 291 Group-1 applicants, 43 Group-2 applicants, 53
Group-3 applicants, and 26 Group-4 applicants. All 299 positions were filled within
one round of matching.

Analysis of successful (or otherwise) application by group type is presented in
Table 1.

Table 1. Applicants for first-year house officer positions

Applicant Type Total Successful (%) Unsuccessful* (%)
2003 ACE Scheme

NZ Trainee Intern (TI) (Group 1)
Non-resident TI (Group 2)
NZ Rex (Group 3)
Other overseas (Group 4)

316
15
53
20

297 (94%)
1 (7%)
6 (11%)
0 (0%)

19 (6%)
14 (93%)
47 (89%)
20 (100%)

2004 ACE Scheme
NZ Trainee Intern (TI) (Group 1)
Non-resident TI (Group 2)
NZ Rex (Group 3)
Other overseas (Group 4)

291
43
53
26

289 (99%)
0 (0%)
10 (19%)
0 (0%)

2 (1%)
43 (100%)
43 (81%)
26 (100%)

*Includes withdrawals.

In 2003 and 2004, several applicants failed to achieve employment due to a relative
shortage of positions, so (in 2003) several DHBs subsequently created additional first-
year positions and conducted recruitment independent of ACE. Seventeen of the 19
unmatched Group 1 applicants subsequently secured PGY1 positions in New Zealand.
No additional PGY1 positions were secured by any Group 2, Group 3, or Group 4
applicants. In 2004, no additional positions had been created by the time of writing
(September).

The majority of successful applicants were employed by their most preferred DHB
(72% in 2003 and 86% in 2004). In both years, 96% of successful applicants achieved
employment in one of their top four choices (Table 2).
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Table 2. Preference ranking achieved by successful applicants

2003 ACE Result 2004 ACE Result
Applicant
preference

ranking

Number of
successful

placements

% Matched Applicant
preference

ranking

Number of
successful

placements

% Matched

1st 219 72% 1st 258 86%
2nd 43 86% 2nd 21 93%
3rd 16 91% 3rd 6 95%
4th 13 96% 4th 4 96%
5th 3 97% 5th 4 97%
6th 4 98% 7th 2 98%
8th 1 98% 9th 2 99%
9th 2 99% 13th 1 99%
12th 1 99% 14th 1 100%
>12th 2 100% (299)

(304)

Most applicants ranked more than four locations (2003 mean 8.7; 2004 mean 8.5).

DHBs containing tertiary services received more applications than DHBs containing
secondary services (p<0.01 for 2003, p<0.02 for 2004). In 2003, tertiary service
DHBs received a mean of 237 applications, whereas secondary service DHBs
received a mean of 170 applications. In 2004, tertiary service DHBs received a mean
of 260 applications, whereas secondary service DHBs received a mean of 205
applications.

DHBs with secondary services processed more applications for each position filled
(p<0.01 for 2003 and 2004). The mean number of applications per secondary service
hospital position were 23.7 in 2003, and 34.2 in 2004. The mean number of
applications per position for tertiary service hospital position were 7.8 in 2003, and
9.7 in 2004.

More applicants voiced preference for working at tertiary hospitals, ranking them
higher in their preference lists than secondary hospitals. The mean number of
applications processed by tertiary hospitals in which the hospital was ranked among
the applicant’s top four most preferred working destinations was higher in 2003
(56%) and 2004 (50%) than those processed by secondary hospitals in 2003 (27%)
and 2004 (24%) (p<0.01 for 2003, p<0.02 for 2004).

Qualitative

331 trainee interns were surveyed in 2003, with 83 (25.1%) respondents. Despite a
low response rate, trends in opinion were discernible for three aspects of the ACE
scheme: general satisfaction, transparency, and unmatched candidates.

General satisfaction—Thirty-three respondents (39%) made positive comments
about the speed and/or ease of using ACE. Forty-three (59%) respondents made no
comment on satisfaction. One respondent voiced dissatisfaction and preference for the
previous system.
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Transparency—Of 23 respondents who commented on transparency, 22 stated that
they did not find the process transparent enough. The majority of these respondents
identified the non-publication of the matching algorithm as their chief concern. Two
responses expressed a lack of confidence in the ACE centre to handle employment
documentation.

Unmatched candidates—Candidates who were unmatched expressed disappointment
that there was no second round of matching. Two respondents stated that they thought
that ACE guaranteed all New Zealand graduates a PGY1 job.

Discussion

This review demonstrates the ACE scheme to be highly effective in assisting smooth
transition from education to the PGY1 workforce. In its first two years, ACE
successfully facilitated matches for all available PGY1 positions in New Zealand
within one round of applications. This recruitment was achieved with much greater
efficiency than in previous years, when multiple rounds of individual negotiation
between employers and applicants would extend the process over a number of months
beyond the first announcement of job offers.

The scheme successfully accounted for applicant’s preferred working locations,
placing the majority in their most preferred location and the high majority in one of
their top four most preferred locations.

The success of the ACE scheme accords with overseas experience. In Victoria
(Australia), a state-wide ‘match’ has been run annually for a number of years and
manages to allocate (on average) 98% of applicants to one of their top three choices
of employment.7 In the United States, a large nationwide ‘match’ is used every year to
allocate positions on residency programmes.

Qualitative survey trended towards satisfaction with the scheme among respondents.
This outcome may be biased by the fact that only the most successful group of
applicants were surveyed, although applicant success or otherwise should not be
equated with satisfaction with the ACE process. Although not surveyed, satisfaction
was likely to be higher for the 2004 cohort as applicant concerns from 2003 were
addressed. For example, to address transparency concerns the ACE matching
algorithm was published in the applicant guidelines, league tables of percentages of
successful applicants were published, and an online tracking system was made
available to allow applicants to electronically track the progress of their application.

These improvements were coupled with a significant education programme to assist
potential applicants in understanding the ACE process, including dispelling the myth
that ACE guarantees all applicants a job, or indeed has any control over individual
DHB employment decisions.

The ACE scheme lessens the administrative burden on applicants and their referees
who now fill out only one application form or reference per candidate. However, one
associated detracting factor highlighted by this paper is the heavier administrative
requirement on employing DHBs who must process a large number of applications;
the burden likely falls more heavily on secondary hospitals as they receive more
applications per position available and presumably have fewer personnel.
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Secondary service DHB were generally less preferred by applicants than tertiary
hospitals; this echoes a recognised difficulty in recruiting medical staff for the
provincial workforce.1

A further benefit of ACE is in creating a centralised clearing-house of applicant data,
which may allow improved workforce planning as new information is generated each
year. For example, this review reveals a ‘bottleneck’ with excess doctors vying for
employment at the first post-graduate year of experience.

The widely publicised shortage of junior doctors generally occurs after this first year
of medical experience when graduates emigrate fully registered and more
experienced.8 In addition to overseas students at New Zealand medical schools,
additional applicants have recently been generated in larger numbers through a
retraining programme (NZ-REX) for overseas doctors resident in New Zealand
formerly unable to seek employment due to non-transferable qualifications.

Although there is an excess of PGY1 applicants, the 2004 ACE data shows there are
currently insufficient New Zealand resident Trainee Intern graduate (Group 1)
applicants for the early workforce. Data presented for 2003 (Table 1) misrepresents
this fact because a number of non-resident trainee intern graduates (Group 2
applicants) applied as New Zealand resident/permanent citizen (Group 1) applicants
in the first year of ACE.

Therefore applicants from Group 2 and Group 3 fill an important gap in the New
Zealand PGY1 workforce, although this review also reveals that such applicants are
disproportionately unsuccessful when applying for first-year house surgeon positions.

One unexpected effect of having a centralised clearing house of applicant data was an
increase in the number of PGY1 positions offered in 2003 after the 304 advertised
positions available through ACE had been filled. This extra recruitment occurred
when DHBs were made aware of unmatched candidates and took independent action
outside of ACE. The resulting increased retention of graduates may not have been
possible in previous years when PGY1 employment data was not collected and
distributed by a central body. It is likely that several of these extra positions were
produced by opening vacant second-year positions to first-year candidates.

The ACE scheme should have a strong future in New Zealand. It is effective in
smoothing workforce transition with appointments compatible with applicant wishes,
and ACE may also provide a useful tool to monitor the junior medical workforce and
contribute to retention of graduates.
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Administrators’ perspectives of the challenges in recruiting
and retaining psychiatrists for New Zealand: a national
study
Shailesh Kumar, Elizabeth Robinson, Trevor Lau

Abstract

Objective Administrators’ perceptions of significant factors that might affect the
recruitment and retention of psychiatrists for New Zealand’s public mental health
Services have not been previously investigated.

Methods  A postal questionnaire was sent to managers of all 21 of New Zealand’s
mental health Services. The questionnaire requesting information about any
difficulties managers experienced in recruiting and retaining psychiatrists, factors they
thought attract psychiatrists to join and stay, reasons why psychiatrists left, strategies
they had tried to alleviate any psychiatrist shortages, and their relative success.

Results Responses were received from 3 of 8 metropolitan Services and 8 of 13 non-
metropolitan Services. Every service had experienced problems in recruiting and
retaining psychiatrists over the past 5 years. New Zealand’s general shortage of
psychiatrists and limitations on recreational activities available in their area were
reasons unanimously held to account for this. Factors unanimously identified as
significant in influencing psychiatrists to join a mental health service were lifestyle,
professional opportunities, functional multidisciplinary teams, and adequate staffing
and training activities.

Factors unanimously identified in retaining psychiatrists were levels of professional
satisfaction, a reasonable on-call roster, functional multidisciplinary teams, adequate
resources, and the ability to practise safely and within their area of expertise. There
was no unanimity as to why psychiatrists would leave a service. Every service which
attempted to assist psychiatrists with their relocation, and which found locums to
cover so that they could take leave when they wanted, reported that these strategies
had been wholly or partially successful in alleviating their psychiatrist shortage.

Conclusions  Administrators’ perspectives (which are often different to those of
psychiatrists) about factors affecting recruitment and retention are worth
investigating.

Unlike many other health services, mental health service delivery does not necessarily
require elaborate equipment or technology. Indeed, it has been estimated that 85%–
90% of direct costs of mental health service delivery are attributable to staffing costs.1

The sub-optimal numbers of psychiatrists and their geographical maldistribution is
attracting attention. An increasing population, a progressive move to community-
based treatment, increasing standards of practice, greater expectations by doctors to
have time for study and relaxation2 and diminishing entrants into psychiatry1–5 have
been suggested as reasons for the sub-optimal psychiatric workforce.
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It is also recognised that all estimates of the workforce needs in psychiatry are based
on political and economic reasons rather than scientific ones.3 Administrators are
more aware than psychiatrists how these political and economic factors influencing
recruitment.

Administrators are primarily responsible for recruiting and retaining psychiatrists, and
developing cohesive teams that deliver mental health service. A gap exists between
psychiatrists and administrators due to differing value systems. Psychiatrists are
sympathetic to patients and uphold a Hippocratic oath, whereas administrators are
interested in financial matters and in protecting organisations from economic
adversities.

Lazarus has suggested that administrators and psychiatrists have different
psychological dispositions—psychiatrists are introverted, feeling, and perceiving;
while administrators are extroverted, thinking and judging.2 Such differences may
impact on the perception of the significance of factors that affect the recruitment and
retention of psychiatrists between the two groups.

For example, of the eight strategies for recruiting psychiatrists put forward by
Queensland Health, psychiatrists agreed that only two were effective.6 To obtain a
balanced picture, we believe that perspectives around recruitment and retention of our
psychiatric workforce need to be examined with administrators as well as
psychiatrists.

Therefore, this study was conducted to obtain New Zealand Mental Health Services
managers’ perspective on:

• Whether recruitment and retention of psychiatrists is a problem for their Service,

• If so, the likely reasons, and

• Strategies that have been used to alleviate psychiatrist shortages.

Methods
In June 2001, a postal questionnaire with a cover letter was sent to the General or Service Manager of
all 21 public Mental Health Services in New Zealand requesting information on:
(1) Their catchment area population.

(2) Any difficulty experienced in recruiting and retaining general psychiatrists compared to sub-
specialties in psychiatry.

(3) The number of full-time equivalent (FTE) psychiatrists working in their Service and vacancy rates.

(4) Factors that they perceived attracted psychiatrists to join their Service.
(5) Factors that they perceived that help retain psychiatrists.
(6) Perceived reasons for why psychiatrists leave their Service.

(7) Whether recruiting and retaining psychiatrists had been a problem for their Service over the past 5
years.

Note: If the answer to (7) was ‘yes’, the Manager was asked to rate the possible reasons and the steps
they had taken to alleviate the situation.

Results

Of New Zealand’s 21 public Mental Health Services, 13 served non-metropolitan
populations, and 8 served metropolitan areas (urban areas with over 100,000
inhabitants). Responses were received from three metropolitan services (catchment
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populations ranged from 138,000 to 850,000) and 8 non-metropolitan services
(catchment populations ranged from 32,500 to 145,000). The non-metropolitan
services employed between 2.6 and 10.5 FTE psychiatrists, with a median of 5.0 and
they had an average vacancy rate of 22%. The metropolitan services employed
between 9.9 and 38.5 FTE psychiatrists, with an average of 12.5% vacancies.

Three of the non-metropolitan services found it more difficult to recruit and retain
general psychiatrists, and four said it was the same or less difficult compared to sub-
speciality psychiatrists. One metropolitan service found it more difficult to recruit and
retain general psychiatrists, and two found it was equally as or less difficult.

Factors that attract psychiatrists to join a Service

Tables 1 and 2 below detail factors that administrators believe influence psychiatrists
to join and remain working for their service. Comparison of administrators working in
non-metropolitan and metropolitan centres is given and ranked.

Table 1. Ranking of factors that attract psychiatrists to join a Mental Health
Service

Factor Non-metropolitan Metropolitan
Lifestyle
Recommendations from colleagues
Professional opportunities
Functional multidisciplinary teams
Adequate staffing
Training activities
Proximity to friends/family
Stress in or dislike of previous position
Possibility of paying off mortgage or student debt faster
Non-salary benefits
Previous experience of working in this area
Adequate resources
Possibility of advancing career more rapidly

1
2
2
4
4
6
7
8
8
10
10
12
13

6
3
6
1
2
3
10
6
10
13
3
6
10
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Factors that attract psychiatrists to remain in a service

Table 2: Ranking of factors that retain psychiatrists in a Mental Health Service

Factor Non-metropolitan Metropolitan
Remuneration
Lifestyle
Functional multidisciplinary teams
Good staff numbers
Work stress perceived as reasonable
Work load perceived as reasonable
Ability to practise safely and within their area of expertise
Sense of professional cohesion
Adequate resources
Reasonable on-call roster
Personal satisfaction
Non salary benefits
Proximity to friends family
Training activities
Loyalty
Career opportunities

1
2
3
4
5
5
7
7
9
10
11
11
13
14
15
15

10
5
1
5
10
10
3
10
5
9
2
16
5
3
10
10

Factors inducing psychiatrists to leave a Service
Table 3 outlines factors that administrators believe influence psychiatrists to leave
working for their service. Comparison of administrators working in non-metropolitan
and metropolitan centres is given and ranked.

Table 3. Ranking of factors inducing psychiatrists to leave a Mental Health
Service

Factor Non-metropolitan Metropolitan
Work load perceived as too great
Professional isolation
Career opportunities limited
Not being affiliated to an academic centre
On-call roster too onerous
Working conditions stressful
Lack of professional satisfaction
Health
Disliking workplace bureaucracy
Remuneration inadequate
Limited recreational facilities in area
Problems integrating socially into area
Insufficient non-salary benefits

1
2
3
4
5
6
7
8
9
10
11
11
13

1
9
4
9
2
4
9
12
4
2
12
4
4

Is psychiatrist recruitment and retention a problem?

Every Service reported problems in recruiting and retaining psychiatrists over the past
5 years. Of the Services which specified their FTEs, one-third had a full complement
of psychiatrists; in the remaining Services, vacancy rates ranged from 11% to 50%.
Sixty percent of Services which employed subspecialty psychiatrists found it either
‘less’ or ‘as difficult’ to recruit and retain general psychiatrists.
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Reasons for problems in recruiting and retaining psychiatrists

Administrators  were also asked to identify factors that they felt responsible for
problems in recruiting and retaining psychiatrists. These are described in table 4.
Comparison of administrators working in non-metropolitan and metropolitan centres
is given and ranked.

Table 4. Why recruiting and retaining is a problem

Reason Non-metropolitan Metropolitan
General shortage of psychiatrists in New Zealand
Medical Council too strict
Possibility of professional isolation
Negative perception from colleagues or media
Not having registrars or academic affiliations
Partner’s work opportunities limited
Problems with Immigration Service
Insufficient family ties
Lifestyle
Insufficient educational opportunities for children
Workload perceived as too great
Limited recreational opportunities
Workplace bureaucracy
Non-salary benefits unattractive
Remuneration

1
2
3
4
4
4
7
7
7
10
11
12
12
14
14

1
2
6
3
6
12
3
6
12
12
6
12
11
6
3

Strategies deployed to fill psychiatrist vacancies succeeded

Table 5 outlines strategies administrators identified as useful in filling psychiatrists’
vacancies. Comparison of administrators working in non-metropolitan and
metropolitan centres is given and ranked.

Table 5. Whether strategies deployed to fill psychiatrist vacancies succeeded

Metropolitan Non-metropolitanStrategy
Partly or fully No Partly or fully No

Improving salaries
Improving non-salary benefits
Lobbying Medical Council
Personal recruitment
Paying for visits
Relocation
Creating academic affiliations
Using recruitment agencies
Advertising blitz
Using locums
Mobile psychiatrists
Multidisciplinary team
Altering on call roster
Altering service delivery model
Improving professional development

2
0
2
2
2
3
1
2
3
3
0
2
1
0
3

1
1
1
1
1
0
0
0
0
0
2
0
1
2
0

6
4
4
7
5
8
1
4
4
4
5
3
2
3
1

2
1
0
0
1
0
1
0
1
0
0
1
1
1
3
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Discussion

Significantly all respondents had experienced difficulty in recruiting and retaining
psychiatrists over the past 5 years. All respondents rated New Zealand’s general
shortage of psychiatrists and limitations on recreational activities available in their
area as reasons for this difficulty.

Over 50% of managers believed the following were ‘important’ or ‘very important’
contributing factors:

• The Medical Council’s policies on allowing overseas psychiatrists to practise in
New Zealand.

• Problems with the Immigration Service.

• Negative perceptions from colleagues and media.

• A lack of registrars or academic affiliations.

• The possibility of professional isolation.

• Insufficient enduring ties with family or friends in the region and partner’s work
or career prospects being limited in that region. Lifestyle factors (climate,
pollution, crime rates).

• Onerous workload.

• Cumbersome workplace bureaucracy.

• Remuneration being uncompetitive with other Services.

• Insufficient non-salary benefits or educational opportunities for children were
perceived as unimportant.

Factors thought to influence recruitment of psychiatrists

Lifestyle factors (such as availability of recreational activities), professional
opportunities, functional multidisciplinary teams, adequate staffing, and training
activities (registrars, academic affiliations) were regarded by every manager as being
‘important’ or ‘very important’ in attracting psychiatrists to join their Service.

The possibility of more rapid career advancement, having previously worked in that
region, recommendations from colleagues, adequate resourcing, stress in (or dislike
of) their previous position, better pay, improved non-salary benefits, and proximity to
friends or family were identified by a majority (over 50%) of the managers as either
‘important’ or ‘very important’. This trend is consistent with a rural Queensland study
that reported factors that were traditionally considered central to recruitment
initiatives (such as remuneration, terms and conditions, etc) were not identified as the
primary consideration by newly recruited psychiatrists.6
Interesting differences existed between what the metropolitan and non-metropolitan
administrators saw as important factors in attracting psychiatrists to work for their
service. Specifically, non-metropolitan administrators considered lifestyle factors,
recommendations from colleagues, professional opportunities, functional
multidisciplinary teams, and adequate staffing as the top five most important factors.
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In contrast, metropolitan administrators identified functional multidisciplinary teams,
adequate staffing, training activities, previous experience of working in this
(metropolitan) area, and professional opportunities as the top five factors attracting
psychiatrists to join metropolitan Services.

It is worth noting that in a concurrent study of psychiatrists7 psychiatrists rated
professional factors as the most important reason for staying in metropolitan areas,
while the administrators in this study rated it fifth. Major professional problems faced
by doctors working in rural areas include long work and call hours (often as a single
practitioner), professional isolation, poor locum coverage, and difficulty maintaining
professional knowledge and continuing medical education.8

Factors thought to influence retention of psychiatrists

Levels of professional satisfaction, having a reasonable on-call roster, functional
multidisciplinary teams, adequate resources, the ability to practise safely and within
their area of expertise, and lifestyle factors were identified by every manager as being
‘important’ or ‘very important’ in retaining their psychiatrists.

The availability of career opportunities, remuneration levels, non-salary benefits,
having a sense of professional cohesion, adequate staffing, training activities, a
reasonable workload, reasonable stress levels, and proximity to friends or family were
identified by a majority of managers as either ‘important’ or ‘very important’. Loyalty
factors (such as the psychiatrist having trained in that region) were perceived as
unimportant.

While non-metropolitan administrators tended to identify concrete measures (such as
remuneration or lifestyle) as more important factors for retaining psychiatrists,
metropolitan administrators emphasised functional and environmental factors such as
personal satisfaction, functionality of teams, and ability to practice safely as more
important. For instance, remuneration, lifestyle factors, functional multidisciplinary
teams, good staff numbers, and a reasonable level of perceived work-stress were the
top five factors identified by non-metropolitan managers.

In contrast, their metropolitan counterparts identified functional multidisciplinary
teams, personal satisfaction, training activities, lifestyle factors, and good staff
numbers as important in retaining psychiatrists. Interpersonal factors (being
personally contacted by a respected colleague in recruitment and having a strong
multidisciplinary team were major considerations for the recruitment of psychiatrists
in rural Australia.6

Interpersonal factors that newly recruited psychiatrists may find helpful range from
assistance with immigration, registration, and indemnity insurance to assistance with
practical things such as opening a bank account to integrating them with cultural or
religious groups.

In contrast to the popular perception that Services which are able to attract
psychiatrists are also able to retain them, it would appear that factors affecting
recruitment are different to those affecting retention. That different factors affect
recruitment and retention have been reported by previous authors6,7 and is confirmed
by this study.
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Factors thought to influence psychiatrists to leave a Service

No factors featured unanimously. Most managers thought that professional isolation,
limited career opportunities, a dislike of workplace bureaucracy or ‘politics’, the
psychiatrist’s state of health, an onerous workload or on-call roster, stressful working
conditions, a lack of professional satisfaction, not being affiliated to an academic
centre or having registrars, and problems integrating socially into the local community
were ‘important’ or ‘very important’.

A limited availability of recreational activities in the area and insufficient
remuneration or non-salary benefits were perceived as unimportant. It is worth noting
that doctors working in rural areas have identified following social factors as
problems of rural practice: lack of appropriate work for partner, lack of privacy, a lack
of time off duty, and distance from their family.8,9 Conversely, feeling valued, ability
to practice widely, safe environment for raising the family, opportunities for outdoor
activities, and working in smaller and supportive community are some of the reasons
why doctors may choose to work in rural areas.10,11

While metropolitan managers did not identify remuneration as an important factor for
attracting psychiatrists to work in their regions, they identified inadequate
remuneration as the second-most common reason for psychiatrists leaving their
Services. Furthermore, both metropolitan and non-metropolitan managers identified ‘a
heavy workload’ as the most important factor prompting psychiatrists to leave
Services.

Strategies used to alleviate psychiatrist vacancies

Every Service had tried increasing salaries and assisting with relocation. There was
mixed success in salary increases in both metropolitan and non-metropolitan Services.
Every Service, which attempted assisting with relocation (eg, paying moving
expenses, helping the psychiatrist’s partner or children re-establish) reported that
these were wholly or partially successful. Personal recruitment had been partially in
successful in all seven non-metropolitan Services that had tried it, but the
metropolitan ones had mixed experiences. Finding locums had been partially
successful in the four non-metropolitan and three metropolitan Services that had tried
it. Using mobile psychiatrists was successful in the five non-metropolitan Services
that had tried it, but not in the two metropolitan ones.

The following were reported by a majority of the managers to have been wholly or
partially successful:

• Increasing salaries.

• Continuing medical education (CME) time.

• Annual leave.

• Lobbying the Medical Council or politicians to relax criteria for overseas
psychiatrists to practise in New Zealand.

• Using a personal recruitment approach, paying for prospective psychiatrists to
visit the Service.

• Creating academic affiliations.
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• Funding training positions.

• Deploying dedicated recruitment personnel.

• Using an advertising blitz or recruitment agencies extensively.

• Strengthening the multidisciplinary team.

• Using ‘mobile’ psychiatrists who usually reside outside the region.

• Altering the on-call roster or the service delivery model, Improving professional
development.

• Creating academic affiliations or funding training positions.

The above strategies for alleviating psychiatrist shortages in New Zealand are
consistent with our previous findings.11

In addition, we previously reported that psychiatrists working in non-metropolitan
areas of New Zealand identified four categories of interventions helpful in addressing
the shortage of psychiatrists in their workplaces:

(1) Expanding the local psychiatric workforce.

(2) Modifying the workload or work pattern of existing psychiatrists.

(3) Utilising differing models of service delivery.

(4) Professional development.

These strategies were further divided between those achievable at a local level (such
as expanding the local psychiatric workforce by attracting overseas psychiatrists, and
supplementing the local pool of psychiatrists with non-resident ones who usually
work in other centres) and at a national level (such as relaxing Medical Council
guidelines for entry of overseas-trained psychiatrists). Findings from this study would
indicate that many of the strategies considered important by rural psychiatrists and
administrators and can be generalised nationally.

Methodological issues

Response rate from administrators in this study was lower (52.4%) compared to the
psychiatrists’ response rate (59.8%) reported in our concurrent study.7 We had
expected a better response rate in this section of the study because of administrators’
obvious interest in recruiting psychiatrists, however this was not achieved.
Furthermore, as there are only a small number of mental health service providers in
New Zealand and the response rate was not high , only descriptive analyses have been
presented.
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Life events, stress appraisals, and hospital doctors’ mental
health
Dave Clarke, Racquel Singh

Abstract

Aims  To investigate psychological distress among Auckland Health Board hospital
doctors, and to evaluate the unique relationships of idealism, stressful life events, and
stress appraisals to their mental health.

Methods  A questionnaire consisting of the General Health Questionnaire (GHQ-12),
the Physician Stress Inventory of stress appraisals, the Social Readjustment Rating
Scale, and demographic questions was distributed to 680 Auckland Hospital doctors;
172 (25.3%) of these doctors returned useable questionnaires. Psychological distress
was defined by GHQ-12 global scores of current depression, anxiety, and psychiatric
symptoms.

Results Cases of psychological distress (29.1%) were comparable to those of GPs in
New Zealand (NZ), Australia, and the United Kingdom (UK), and significantly higher
than the general NZ population (although there were no demographic differences).
Multivariate analysis of variance showed that, compared to non-cases, cases had
higher mean stressful life-event scores and appraisal scores for internal professional
stress, external professional stress, decreased work productivity, and interference with
family life. Stepwise regression analysis revealed that life events and stress appraisals
had a very large effect on psychological distress, with appraisals of decreased work
productivity and interference with family life having significant effects.

Conclusion Stress appraisals need to be considered in examining the relationship
between stressful situations and hospital doctors’ mental health.

Reports on surveys of mental health among hospital doctors in the United Kingdom
have consistently found levels of depression, anxiety, and psychiatric symptoms
significantly higher than levels among the general population.1,2 In New Zealand, a
1989 survey of resident medical officers found that 66% of the representative sample
were satisfied with their jobs, but low morale due to hospital administrative practices
seemed endemic.3 Poor mental health among New Zealand general practitioners and
surgeons is almost three times higher than that in the general population.4

Effects include neglect of personal physical health,5 substance abuse, psychiatric
problems, professional misconduct, and inadequate patient care.6,7 As for hospital
doctors in New Zealand, little is specifically known about their stress and mental
health.

For hospital doctors in other countries, some evidence suggests that risk factors
(associated with adverse effects of stress on mental health) include idealism (values of
being a high achiever and perfectionist; Type A behaviour),8 being younger, female,
single, of junior status;2,9–11 and having personally experienced recent life events such
as births, changing relationships, and financial difficulties.12,13
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Highly idealistic persons who seek perfection can experience psychological distress
when confronted with changing events. Furthermore, junior doctors are at risk due to
work demands that include sleep deprivation and having to learn new procedures.
Perceptions or appraisals of stress are also important because they can explain why
some people react more severely to stressful situations than others. Indeed, what is
considered stressful by one person may not be considered stressful by another.

Appraisals may include professional stress (blaming oneself, feelings of
dissatisfaction, and discouragement with professional life),2 external professional
stress (lack of support, recognition, and contribution of colleagues in the
environment),10 decreased work productivity (evaluation of work and professional
expectations),12 and interference with family life.10,12,14,15

Coping resources, such as social support and stress management techniques, may
shield the individual from the deleterious effects of stress such as depression and
coronary heart disease.8,15 Supportive family environments, in particular, seem to be
more influential in moderating the effects of stressful situations on doctors’ job
satisfaction, mental, and physical health than peer social support.8,15

Doctors who had a balanced, healthy lifestyle to cope with stress at work have
reported half as much psychological distress as those who did not have this lifestyle.16

‘How doctors perceive that stressful situations affect their work and what coping
resources they use’ may have a greater impact on mental health outcomes than the
situations themselves. Previous studies have found that life events and coping
resources were related to severity of psychological disturbance among doctors,10,12,13

but they did not examine stress appraisals in the relationship.

The purposes of the present study were to ascertain the extent of psychological
distress among a sample of Auckland Health Board hospital doctors in comparison
with that of general practitioners in New Zealand and in other countries, and to
evaluate the unique contribution of idealism, life events, and stress appraisals to the
hospital doctors’ mental health. It excluded specific work demands of hospital doctors
and their coping strategies, which have been studied in detail elsewhere.2,8,13,16,17

Method
Participants—In June 2000, anonymous questionnaires were distributed via internal mail to all 680
doctors at Auckland, Green Lane and Starship Hospitals; 172 doctors returned usable questionnaires, a
response rate of 25.3%. Table 1 shows the demographic characteristics of the sample. Their ages
ranged from 23 to 65 years, with a mean age of 37.4 (SD=9.94) years.
Measures—Each questionnaire included the following three scales:
(1) The 12-item General Health Questionnaire (GHQ-12)18, to ascertain current mental health;

(2) The 25-item Physician Stress Inventory (PSI)15 of four-point Likert scales to assess idealism and
doctors’ appraisals of stress; and

(3) The Social Readjustment Rating Scale (SRRS)19 of 43 weighted work and non-work related
stressful life events experienced within the past year, to obtain a total recent life events stress
score.

For each participant, the GHQ-12 was scored twice: weights of 0, 0, 1, and 1 for probable psychiatric
‘caseness’ (range 0–12) and 0, 1, 2, and 3 for a global psychological distress score of current
depression, anxiety, and psychiatric symptoms (range 0–36).18

Probable cases of psychological disturbance were defined conservatively by GHQ caseness scores
greater than 3, and more severe distress by scores greater than 8.2,4 Global psychological distress scores
were used in statistical analyses, which assume normality because they have a less skewed score
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distribution than the caseness scores.18 PSI scales include idealism (3 items), internal professional
stress (8 items), external professional stress (4 items), decreased work productivity (8 items), and
interference with family life (2 items). For the present sample, internal consistency reliability
coefficients (Cronbach’s α) for the total GHQ and PSI scales were 0.88 and 0.87, respectively.

Table 1. Demographic profile of Auckland Hospital doctors who completed the questionnaire

Men Women TotalVariable
n (%) n (%) n (%)

Gender 99 (57.6) 73 (42.4) 172 (100)
Single/divorced/widowed
Married/cohabitating

16
83

(16.2)
(83.8)

35
38

(47.9)
(52.1)

51
121

(29.7)
(70.3)

Children
No children

71
28

(71.8)
(28.2)

26
47

(35.6)
(64.4)

97
75

(56.4)
(43.6)

New Zealand European/Pakeha
Other

81
18

(81.8)
(18.2)

63
10

(86.3)
(13.7)

144
28

(83.7)
(16.3)

House Officer/Surgeon
Registrar
Consultant/Fellow

10
34
55

(10.1)
(34.3)
(55.6)

15
31
27

(20.5)
(42.5)
(37.0)

25
65
82

(14.5)
(37.8)
(47.7)

Full-time
Part-time

72
27

(72.7)
(27.3)

59
14

(80.8)
(19.2)

131
41

(76.2)
(23.8)

Trained in New Zealand
Trained outside New Zealand

73
26

(73.7)
(26.3)

55
18

(75.3)
(24.7)

128
44

(74.4)
(25.6)

Procedure—Approval was granted by the Massey University Human Ethics Committee and the
Auckland Health Board Research and Development Office. Data were entered into a Statistical
Package for the Social Sciences (SPSS) data file, and analysed with SPSS-11 software. Except for the
caseness scores, which were positively skewed (0.96), the distributions of raw scores for the measures
approximated normality, and there were no outliers.

Results

Psychological distress and caseness—From the GHQ scores in the present sample
(median=2, mean=3.04, SD=3.36, range 0–12), 50 (29.1%) of the doctors were
classified as probable cases, and 17 (9.9%) of the doctors were classified as having
severe psychological disturbance. Chi-squared tests of proportions (not shown)
revealed that there were no significant differences between cases and non-cases for
gender, marital status, having children, ethnicity, position, employment status, or
training.

Greater proportions of cases than non-cases reported changes in sleeping habits
(56.7% vs 33.0%,  χ2=9.00), work hours or conditions (48.2%% vs 36.7%, χ2=7.52),
problems with team members (48.3% vs. 29.5%, χ2=6.03) and management (36.7%
vs 21.4%, χ2=4.63), financial state (43.3% vs 22.3%, χ2=8.27), and number of family
get-togethers (41.7% vs 23.2%, χ2=6.38), ps<0.05.

From Table 2, multivariate analysis of variance (MANOVA)20 showed that compared
to non-cases, cases had higher mean life events scores and appraisal scores for
internal professional stress, external professional stress, decreased work productivity,
and interference with family life—Wilks’ lambda=0.694, F(6,165)=12.12, p<0.001.

Other MANOVAs (not tabled) revealed that women had a greater mean life events
score than men, F(1,170)=8.95, p<0.01, and greater appraisal of decreased work
productivity, F(1,170)=4.35, p<0.05. Significantly (p<0.001) higher life events scores
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also occurred for doctors with children vs without, F(1,170)=18.87, and house doctors
and registrars vs consultants, F(2,169)=12.31. No other differences between
demographic groups were statistically significant.

From responses to individual GHQ items, compared with their usual circumstances,
substantial proportions of the doctors indicated rather more or much more constant
strain (44.5%), less or much less enjoyment of daily activities (37.6%), and rather
more or much more unhappiness and depression (30.6%).

Table 2. Means and standard deviations of GHQ psychological distress scores for
idealism, stressful life events, and stress appraisals of non-cases and cases

Non-cases (n=112) Cases (n=60) FVariable
Mean (SD) Mean (SD) df=1,170

Idealism
Stressful life events
Internal professional stress
External professional stress
Decreased work productivity
Interference with family life

6.52
249.13

4.81
3.09
7.06
3.35

(1.71)
(107 .87)

(3.64)
(2.32)
(4.47)
(1.59)

6.83
324.27

8.53
4.75

12.35
4.63

(1.86)
(136.10)

(3.76)
(2.35)
(4.99)
(1.39)

1.25
15.73*
39.91*
19.90*
50.29*
27.89*

*p<0.001.

Table 3 shows the proportions of cases of psychological morbidity from several
surveys.4 There were no significant differences in caseness between the present
hospital doctors and GPs in New Zealand, Australia, and the UK. The incidence of
severe psychological distress in both New Zealand medical samples was identical
(9.9%). More than twice as many hospital doctors (29.1%) were classified as probable
cases as the New Zealand general population (11.5%, χ2=80.38, p<0.001).

Table 3. Comparison of GHQ caseness scores and proportions of cases of
psychological distress

Variable N GHQ–12
Score 4–12

GHQ–12
Score 8–12

Present study
NZ GPs*
LINZ*†

Australian GPs*
UK hospital doctors ‡

172
385

3,140
296
170

29.1%
31.4%
11.5%
30.7%
31.3%

9.9%
9.9%
3.9%
12.8%

ND
*From Dowell et al, 20004, p271; †Life in NZ survey; ‡From Tattersall et al, 1999.2

Idealism, stressful life events, stress appraisals and mental health—Global
psychological distress scores were significantly (p<0.001) correlated with stressful
life events scores (0.26), and with appraisal scores for internal professional stress
(0.52), external professional stress (0.43), decreased work productivity (0.61) and
interference with family life (0.41), but not idealism (0.05).

With the significant correlates, hierarchical regression analysis was performed on the
data to assess the independent contribution of predictors of GHQ psychological
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distress scores. The life events variable was entered first. After accounting for the
variance due to life events, the stress appraisal variables were entered in the second
step. Because the demographic variables and idealism were not correlated with GHQ
scores, none were entered into the analysis.

Table 4 shows the results of the analysis by listing the beta weights for each predictor
at the each step. The R2 statistic gives the percentage of variance accounted for by
each regression model, and the semi-partial r2 the proportion of unique variance
explained by each component.

Table 4. Results of hierarchical regression analysis for the prediction of GHQ
scores from stressful life events and stress appraisals.

Step 1 Step 2 Step 2Predictor
Beta Beta Partial r2

Stressful life events 0.26† 0.08 0.01
Internal professional stress 0.12 0.01
External professional stress 0.05 0.00
Decreased work productivity 0.43† 0.15
Interference with family life 0.17* 0.04
R2 0.07* 0.44†

Adjusted R2 0.06* 0.42†

R2 change 0.07* 0.37†

*p<0.01; †p< 0.001.

In the first model, life events accounted for 7% of the variance in GHQ scores,
F(1,170)=12.59, p<0.001. When the stress appraisal variables were incorporated, the
total amount of variance accounted for increased by 37% to 44%, F(4,166)=27.08,
p<0.001, and life events became non-significant. Significant individual predictors of
GHQ scores in the final model were perceived decreased work productivity and
interference with family life, F(5,166)=25.73, p<0.001.

The largest amount of unique variance in GHQ scores (semi-partial r2) was explained
by decreased work productivity (15%), followed by interference with family life
(4%). For multiple partial correlations, Cohen22 has tabled a standardised measure of
association (f) which is independent of the original measurement units. An f2 of 0.35
is considered a large effect size. For the second regression, an R2 of 0.44 yields an f2

of 0.79. Hence, the total effect of life events and stress appraisals on global GHQ
scores was very large. The statistical power to detect significance at the 0.05 level was
at least 80% for large effect sizes.

Discussion

The prevalence of psychological distress among the population of Auckland Health
Board doctors could not be reliably determined as the response rate of 25.3% was
disappointingly low. However, the prevalence of caseness was similar to GHQ rates
found among GPs in New Zealand and Australia,4 and hospital doctors in the UK,2

suggesting that many Auckland Health Board doctors were clinically depressed,
anxious, or experiencing psychiatric symptoms. The most frequent stressful situations
reported were associated with work demands, commonly found in other studies.2,12,13
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Some doctors reported that they were too stressed and time-pressured to complete the
questionnaire, indicating that the incidence of mental health problems among them
might be underestimated. On the other hand, the self-administered GHQ might have
overestimated the prevalence of probable psychiatric caseness for all of the samples
reported in Table 3, because it has been reported that nearly half of the GHQ cases in
a recent UK sample of hospital doctors turned out not to have depressive or anxiety
disorders at later structured clinical interviews.13

The risk factor of idealism was not significantly related to psychological distress.
Both cases and non-cases were highly idealistic (median=7/9), so that the sample was
biased towards perfectionism and any comparisons with doctors low on idealism
could not be made.

In the absence of stress appraisals, more stressful life events were associated with
increasing psychological disturbances. When appraisals of stress were included, the
relationship of life events to psychological distress decreased to non-statistically
significant levels. In particular, the perceptions of decreased work productivity and
interference with family life were the appraisals that were significantly related to
psychological distress.

Most of the studies of stress have been based on self reports,13 so that the present
doctors’ self-presentations might have been influenced by existing psychopathology
or other factors such as shared perceptions with colleagues. The use of self-
administered questionnaires measuring both stress appraisals and psychological
distress might have inflated the correlations because of common method variance and
doctors’ attempts to be consistent across the questionnaires.8 Also, because the data in
the present study were cross-sectional, the direction of any association between stress
appraisals and psychological distress could not be determined.

The hospital doctors’ perception of decreased work productivity might lead to
psychological distress, or distress for other reasons might affect their outlook on their
productivity. Hence, the relationships among the variables need to be tested in
longitudinal and prospective designs. Other variables not included in the present study
also need to be incorporated into the designs, such as the personality trait of locus of
control,8 coping strategies,2 and the outcomes of physical health and job satisfaction.8

At the present time of writing, the top-down management system at Auckland Health
Board still seems to contribute to additional stress among hospital doctors.23 Whatever
the sources of stress, doctors who perceive that their productivity and family life are
adversely affected by work and non-work related stresses need help.

Although none of the interventions has been experimentally investigated, suggestions
to improve the well-being of hospital doctors have included

• Reduction in number of hours on call,2

• Communication and management skills training,10

• Stress management sessions2,24 and

• Free counselling services,

• Career counselling,

• Education about error,
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• Mentoring, and

• Alcohol and drug treatment.1,10

For example, doctors who lack effective communication skills might experience role
conflicts with their colleagues and hence perceive their jobs as stressful. Conversely,
doctors who have clear communication and clearly defined roles might have better
relationships with their colleagues and hence experience less stress due to job
demands.

For individual doctors affected by stress, cognitive-behavioural approaches25 include
stress inoculation to alter a person’s conceptualisation and processing of information
about stressful situations, and coping skills to modify maladaptive ways of reacting.
Hospital managers or supervisors should regularly ensure that doctors are aware of the
availability of the Doctor’s Health Advisory Service (DHAS). In addition, the
Overseas Doctors Association can help those doctors who trained outside New
Zealand to adjust to working in New Zealand hospitals, and doctors should also be
encouraged to visit a GP regularly and have regular access to a mentor.5

The availability of publications previously recommended to GPs (the RNZCGP self-
care package and the DHAS handbook)21 should be widely advertised in hospitals.
Lastly, although stressful situations at work and outside of work are inevitable, it is
important to consider the appraisals and coping mechanisms that hospital doctors
utilise in attempting to maintain optimal mental health.
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Physician job satisfaction in New Zealand versus the
United Kingdom
Paul Grant

Abstract

Aims  To compare and contrast levels of job satisfaction and job-related stress
between doctors in New Zealand (NZ) and the United Kingdom (UK).

Methods  Self-administered questionnaire to 593 NZ doctors and 795 UK doctors. Job
satisfaction was scored using the Warr, Cook, and Wall scale. Job stress responses
were correlated to satisfaction scores.

Results Overall, job satisfaction levels were high; however, UK hospital physicians
were found to be significantly less satisfied with their work than both NZ physicians
and surgeons. Satisfaction with work was found to vary with working hours, amounts
of paperwork, level of governmental interference, and time spent in public or private
practice.

Conclusion Doctors in the UK face greater difficulty in gaining satisfaction from
their work, as exemplified by the subgroup of UK physicians. This is due to a
complex array of factors including conditions of the working environment and
sociopolitical factors that are absent or minimal in New Zealand.

There is an ongoing debate regarding whether doctors still retain their dominance in
the healthcare world, and whether they still have their autonomy to set work
conditions and make clinical decisions. The growing international literature signifies
great variation in the impact of stress, job satisfaction, psychological symptoms, and
morale on health professionals around the world.

New Zealand (NZ) and the United Kingdom (UK) have similar health services.
Indeed, for many reasons (economic, experiential, working conditions, relationships),
many NZ doctors transfer to the UK and visa versa. However, while both countries
have faced the changes and challenges associated with significant health reforms,
little published information remains the relative occupational satisfaction between NZ
and UK physicians.

In 2001, a study by Dowell1 explored satisfaction and psychological stressors among
NZ health professionals and found that doctors were generally satisfied with their
jobs, although there were ever-present levels of psychological morbidity. In contrast,
work by Davidson2 and Ramirez3 shows a downward trend of job satisfaction and
increasing stress in UK doctors.

Dissatisfaction is a big concern among physicians, even if medical work pays well
and medical schools still have an abundance of medical students—important factors
in maintaining a high quality of care.

Current dissatisfaction may forecast future declines in numbers of practitioners within
a speciality. Also, if prolonged, it may lead to health problems for the physicians
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themselves.4 Finally, dissatisfied doctors may be more inclined to ‘unionise’ and
strike, which occurred in the town of Timaru (in South Canterbury, NZ) in 2003.5

Because of the ongoing transfer of UK and NZ doctors, we felt it was important to
analyse directly levels of occupational satisfaction among physicians from both
countries, using the same tools and discover whether any lessons can be learnt. There
are implications for physician training, retention, working conditions, and (ultimately)
patient care.6

Methods
Contact details for all doctors surveyed were obtained from the human resources departments of each
Hospital Trust. In total, 757 physicians and 631 surgeons responded (92% of the total).

In the UK, the East Sussex and East Kent Hospitals Trusts were surveyed—a total of 795 doctors (57%
of the total study population). In New Zealand, doctors from the Canterbury Health district and South
Canterbury district were surveyed—a total of 593 doctors (43% of the total study population). See
Table 1 for a full list of hospitals from which doctors were sampled.

Table 1. Hospitals surveyed

United Kingdom Hospitals

East Sussex Hospitals Trust—Conquest Hospital, Hastings; Eastbourne Hospital, Eastbourne.

East Kent Hospitals Trust—William Harvey Hospital, Ashford; Kent & Canterbury Hospital,
Canterbury; Buckland Hospital, Dover.

New Zealand Hospitals

Canterbury District Health Board—Christchurch Hospital, Christchurch; Christchurch Women’s
Hospital, Christchurch.
South Canterbury District Health Board—Timaru Hospital, Timaru.

Questionnaires were sent to doctors between January 2003 and April 2004. Questionnaires were
numbered to allow the tracking of returns, but were completed anonymously to allow full disclosure.
The questionnaire had been validated in several previous studies of physician job satisfaction,1,7,8 and it
contained three distinct sections; demographic information, job satisfaction questions, and questions
regarding sources of stress.
Job satisfaction was measured on the Warr, Cook, and Wall scale9 and questions scored on a seven-
point Likert scale. Stress was similarly scored with questions exploring emotional stressors for
physicians and their frequency. Responses ranged from ‘never’, to ‘sometimes’ to ‘everyday’.
To compare and contrast the perceived level of governmental interference in doctors’ practice, doctors
were also asked to indicate whether they felt (in the past year) government funding had affected the
level of patient care they were able to provide.
The data were analysed using Microsoft Access and SPSS (Statistical Package for the Social Sciences)
software. Association between the variables were analysed with Spearman rank correlation
coefficients. Group medians were used to enable comparison between groups. P values were all two-
sided and calculated using the non-parametric Kruskal-Wallis tests. Statistical significance was set at
the 0.05 level.

Results

Response rate—The final sample sizes were 795 for UK doctors and 593 for NZ
doctors, with a response rate for completed questionnaires of 94% and 90%,
respectively.
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Demographics—Information on the demographic characteristics of both groups of
doctors is shown in Table 2. Age and sex profiles were comparable between the two
groups.

Job satisfaction (Table 3)—Overall, UK doctors (median score total=79) were less
satisfied with their jobs than NZ doctors. There was a significant difference between
the job satisfaction of UK physicians (median score=33) and NZ physicians (median
score=51), (χ2=90, p<0.001). There was no significant difference between the
satisfaction of UK surgeons (median score=46) and NZ surgeons (median score = 50).

Impacts of job stress (Table 4)—Compared with NZ doctors, UK doctors are
significantly more likely to have contemplated giving up their job due to work
stresses. UK physicians, in particular, were found to be less interested in their work
secondary to job stress, and felt less able to stay in control at work than UK surgeons
and NZ physicians and surgeons. For UK surgeons and NZ physicians/surgeons,
median seven-point Likert scales scores (where ‘1’ is highly stressful) were 3 (2–5)
and 4 (3–5), respectively.

Table 2. Demographic details of doctors

Variable NZ Physicians
n=342

NZ Surgeons
n=251

UK Physicians
n=415

UK Surgeons
n=380

Male 256 (74%) 237 (94%) 336 (81%) 349 (91%)
Mean age 42.4 (9.5) 48.8 (10.1) 47.2 (8.3) 49.0 (9.9)
Mean years in
occupation

18.0 (7.0) 24.5 (9.6) 22.7 (10.1) 23.9 (8.9)

Mean on-call days
per month

6.5 (4.2) 7.1 (6.3) 6.9 (3.9) 7.5 (6.1)

Mean total hours
worked per week

56.0 (22.4) 63.6 (17.0) 65.0 (12.9) 69.0 (18.8)

Mean time spent in
public work (%)

80.3% 58.2% 84.0% 55.3%

NZ=New Zealand; UK=United Kingdom.

All UK doctors reported problems—specifically they reported higher levels
(compared to NZ doctors) of paperwork and bureaucracy (median Likert score of UK
doctors was 3 [2–5] vs NZ doctors’ median score of 4 [3–6]), and busy outpatient
clinics

Both UK and NZ physicians reported more financial concerns than surgeons, and (on
average) they spent more time in the public sector than the private sector.

When asked whether work interfered with family time and social life, all NZ and UK
groups scored highly, although there was no significant difference between them.

 There was a significant correlation between measures of job satisfaction and
responses to the job stress questions for both UK and NZ doctors. Low job
satisfaction correlated well with feeling unable to remain competent at work (r=−0.34;
−0.32 respectively), frustration with bureaucratic interference (r=−0.40; −0.35
respectively), and disinterest in work due to job stresses (r=−0.26; −0.22
respectively).
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Table 3. Median job satisfaction scores (WCS scale)1,2,3

Variable NZ Physicians
n=342

NZ Surgeons
n=251

UK Physicians
n=415

UK Surgeons
n=380

Amount of variety in work 5 (4–6) 5 (4–6) 4 (3–5) 6 (4–7)
Physical work
environment

6 (5–7) 6 (4–7) 4 (3–5) 5 (4–6)

Amount of responsibility
given

6 (5–7) 5 (4–7) 3 (2–5) 5 (4–6)

Opportunity to use abilities 6 (5–7) 6 (4–7) 3 (2–5) 5 (4–7)
Colleagues and fellow
workers

6 (5–6) 6 (5–7) 3 (2–5) 5 (4–6)

Freedom to choose own
method of working

6 6 4 6

Recognition you get from
your good work

6 6 3 5

Amount you earn 4 6 3 6
Hours of work 5 5 3 3
Total score 50 51 33 46

NZ=New Zealand; UK=United Kingdom, WCS scale=Warr, Cook, and Wall scale; Each question scores from 1-7,
high score equals more satisfaction.

Table 4. Job stress. Comparisons between responses to descriptive statements.

Variable NZ Physicians
%

NZ Surgeons
%

UK Physicians
%

UK Surgeons
%

Contemplated giving up
work because of job stress

2 (1–4)
15%

2 (1–4)
18 %

3 (1–4)
22%

3 (1–4)
20%

Disinterested in work due
to job stress

2 (1–4)
16%

3 (2–4)
20%

4 (3–5)
35%

3 (2–4)
22%

Felt unable to remain
competent at work

2 (1–4)
11%

2 (1–3)
10%

4 (3–5)
30%

2 (1–4)
13%

Felt overwhelmed by
paperwork

3 (2–6)
35%

4 (2–5)
33%

6 (5–7)
79%

5 (4–6)
60%

Felt stressed by financial
concerns

3 (2–4)
24%

2 (1–4)
12%

4 (3–6)
38%

3 (2–4)
21%

Felt frustrated by
bureaucratic interference

4 (3–6)
54%

5 (4–6)
58%

6 (4–7)
76%

6 (5–7)
79%

Has work interfered
significantly with family /
social life

5 (4–6)
54%

5 (4–6)
60%

5 (4–6)
58%

5 (4–6)
66%

Do you set aside time for
stress relief

3 (2–4)
20%

3 (2–5)
24%

3 (3–4)
28%

3 (2–5)
30%

Likelihood of not repeating
career choice again

3 (2–4)
18%

2 (1–4)
13%

4 (2–5)
31%

3 (2–5)
28%

Effect of government
funding on patient care

4 (3–5)
32%

4 (4–6)
46%

5 (4–7)
60%

5 (4–6)
47%

Percentage of respondents
who felt that work had
affected their health

30.8% 32.5% 47.1% 39.9%

NZ=New Zealand; UK=United Kingdom. Median and (quartile range) % = percentage scoring greater than the
midpoint on the Likert scale; First eight questions scored 1–7 on a Likert scale, 1=never 7=everyday; Second-to-
last question, scored 1–7 on a Likert scale, 1=definitely 7=definitely not.
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In terms of the likelihood of not repeating the same career choice again, UK
physicians scored higher than the other groups, but not significantly so.

Discussion

With regards to the sample population and high response rate, this survey can be seen
as representative of doctors in the South Island of New Zealand and the South-East
region of the UK. Larger sampling frames would be required to give a fuller account
of each national picture. However, the results are inferential for the situation in both
countries.

Overall, levels of job satisfaction were high for all groups, with the exception of UK
hospital physicians who were found to be significantly less satisfied with their work
than NZ doctors. Both UK physicians and surgeons scored higher on parameters of
job stress and notions of governmental interference in their work. The implication is
that working in the UK is a more difficult and less rewarding experience. Certainly
that is the implication for the UK physicians in the study population.

Gender differences were not analysed in this particular study despite their being a
roughly equal distribution of male and female doctors. However it was felt to be
beyond the scope of this paper to deal with the real and perceived differences in job
satisfaction related to gender issues. Also it is important to mention that we have
missed the biggest source of potentially dissatisfied doctors in both countries—ie,
those doctors who have left the medical profession altogether.

A future study comparing international differences in the reasons behind doctors
leaving work would provide much ‘food for thought’.

The results from this survey are consistent with other studies—where job satisfaction
for NZ doctors is relatively high,1,7,8 and job stress is average. UK doctors, however,
have generally shown to have lower satisfaction and higher job stress.2,3,6

Despite the job satisfaction levels, many of the questionnaire responses are
concerning. In all of the doctor groups, significant numbers of doctors had often
contemplated leaving the medical profession.10 From the comments and low
satisfaction scores (for hours of work and recognition for work performed), clearly
many doctors feel they work in an unrewarding environment.11

Both UK and NZ doctors were more likely to be satisfied if they maintained clinical
autonomy, were paid what they wanted, did not have excessive bureaucratic
interference, and believed they were getting adequate recognition for their work.

This is supported by the extensive research of the Society of General Internal
Medicine (SGIM) Career Satisfaction Group who developed a current and
comprehensive model of physician job satisfaction in the United States.12,13 That
Group highlighted similar concerns, including doctors’ worries about the effects of
‘managed care’ on the doctor-patient relationship (something not touched upon by our
own study). The ability of doctors to provide quality care, and the centrality of their
relationships with colleagues as well as patients were also considered important.

Whenever doctors are surveyed about job satisfaction, the same issues always emerge
and prove contentious. Direct comparison of job satisfaction and job stress levels
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between NZ and the UK proves extremely interesting because it demonstrates the
relative differences in success and satisfaction with work, irrespective of the many
similarities in the respective health services.

Certainly, the UK suffers from many sociopolitical factors that exemplify the
difficulties of working in the National Health Service (NHS).14,15 These factors may
be absent or minimal in New Zealand, hence NZ doctors have relatively greater job
satisfaction.

In the UK, doctors’ perceived problems include

• A notably larger population and more urban centres—with disease and social
problems relating to depressed socioeconomic status,16

• Greater outsourcing of healthcare services to third parties,

• Longer waiting lists,

• Larger patient caseload (as inpatients and outpatients),

• Negative media image and publicity about the National Health Service (NHS),

• European working-time directives necessitating employment of more non-training
grade doctors,

• Greater governmental interference with medical practice—ie, waiting-list targets
and false outcome indicators such as waiting times in accident and emergency
(A&E) departments,

• National disagreement over consultant contracts, and

• Restrictions on private practice commitments.

The above issues are far less evident in the NZ health service—due to the smaller
population pressures, the relative geopolitical isolation of NZ, and the arguably more
favourable working environment enjoyed by NZ doctors.17

Compared with doctors in New Zealand, our study demonstrated that doctors in the
UK experience greater job stress, particularly the UK physicians subgroup who have a
significantly lesser degree of job satisfaction. The reasons for this dissatisfaction are
multifactorial but have important implications for the UK NHS in terms of retaining
its doctors, helping to reduce stress, and psychological morbidity.17,18

Doctor dissatisfaction affects everyone. In New Zealand, important lessons must be
learnt as, although New Zealand may be regarded as a better place to work, increasing
numbers of NZ doctors are (paradoxically) leaving to work abroad in countries such
as the UK. By tackling the above issues, preventative measures can be explored to
help New Zealand retain its doctors and maintain its superior job satisfaction
qualities.

Author information: Paul Grant, Department of Medicine, Timaru Hospital, Timaru,
South Canterbury. Fax: (03) 368 44000; email: drpaul.grant@orange.net
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Workplace bullying: the silent epidemic
Steven Kelly

Those who can, do; those who can’t, bully.
Tim Field

A lot of media attention has recently been devoted to child bullying at schools.
However bullying does not end at school. It is now realised that bullying continues
throughout the human lifespan. Indeed, much research and attention has recently been
focused on workplace bullying.

Workplace bullying is defined as a persistent, offensive, abusive, intimidating,
malicious, or insulting behaviour; abuse of power; or unfair penal sanctions. These
actions make the recipient feel upset, threatened, humiliated, and they undermine their
self confidence.

Workplace bullying occurs across all occupational fields and it is said to affect up to
50% of the United Kingdom’s workforce at some time in their lives. The current work
climate of increased competition, economic rationalisation, and tough ‘macho’
management styles has created an environment in which bullying can thrive. This
subsequently produces a ‘toxic’ work environment. The victims do not dare to speak
out; and as a consequence, the silent epidemic continues.

The growing evidence base on workplace bullying is mainly from Scandinavia. As a
result of these findings, Sweden and Norway have introduced government legislation
specific to bullying.

Of particular concern to medical professionals is the growing evidence of workplace
bullying in the healthcare system. A 1996 questionnaire survey of 1100 United
Kingdom NHS employees found that 38% reported being subjected to bullying in the
workplace in the previous year and 42% had witnessed the bullying of others. Staff
who had been bullied had lower levels of job satisfaction, higher levels of work
induced stress, depression, anxiety, and intention to leave. Similar results have been
shown in a recent survey of 1000 junior hospital doctors in the United Kingdom.

However, we are not immune in New Zealand. The New Zealand Resident Doctors’
Association (NZRDA) has recently reported an ‘avalanche’ of complaints about
resident medical officers being subjected to workplace bullying and harassment. The
reason for this recent dramatic increase is not clear, but it may indicate a long-term
problem that is only now becoming apparent because individuals are prepared to
speak about.

In the last 12 months, there have been six complaints to the NZRDA about physical
assaults on resident medical officers (RMO) by other members of staff. Two of these
instances were serious; and in one instance, an RMO physically assaulted another
RMO. Verbal abuse is much more prevalent, but is proportionally under-reported. In
the last 12 months, there have been 11 reported cases of verbal abuse, of which five
have resulted in disciplinary action. Interestingly, these incidents occurred across a
broad range of specialities from internal medicine to surgery. In regards to this
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behaviour, the NZRDA has taken a stand of zero tolerance and maximum support to
members involved in such incidents.

Overseas research has shown that bullying in the healthcare profession is not
associated with specialty or sex; it appears that bullying is endemic and occurs across
all specialties. Examples of bullying, could be a registrar that bullies a medical
student or a charge nurse that bullies an enrolled nurse.

Two different types of workplace bullies have been identified. Firstly, there are those
who selectively pick their victims (who they intend to hurt) to get pleasure or
excitement from using their power. These people are rare, but are present in all
organisations. The second group comprises people in whom the accusation of bullying
is due to a disagreement over what represents normal social behaviour. The accuser
feels bullied by behaviour that the accused believes is reasonable.

There are several reasons why bullying continues in the medical profession. Firstly,
there is relatively little training in management or leadership skills provided to
doctors. This is the opposite of what would happen in a managerial system. Many
companies spend large amounts of money in developing employee interpersonal
communication and management skills because they are aware that a friendly working
environment is a productive one.

Secondly, there is a lack of appreciation for personality differences between people
and this causes interpersonal conflict. The Myers-Briggs psychometric test is used all
over the world. This test evaluates differences in personalities between people.

One such difference in people that causes conflict is between people who are
‘Thinkers/Eagles’ and people who are ‘Feelers/Owls’. The Eagles are typically
critical, outspoken, and use logical, rational analysis of problems to make decisions.
The Owls are more careful, they always consider what other people think and make
their decisions according to values and needs of others. For the Eagles, a conflict is
seen as desirable and perhaps a challenge. Conversely, the Owls will avoid it at all
costs. Therefore a conflict between people with these two different personality types
will potentially be seen by the Owl as tactless and even abusive, but will not be seen
as an issue by the Eagle.

By enabling people with the two different personality types to understand each other
they will become more accepting of each other. Obsessive personality types are not
uncommon in the medical profession and this is sometimes encouraged. However this
can cause interpersonal conflict by an individual expecting a very high level of care
that another college or junior doctor may deem as unnecessary.

A third cause of bullying in the medical profession is a general ignorance/denial of
bullying’s very existence. In such a hierarchical system of power differentials,
bullying is able to survive. Punitive and insensitive behaviours are passed down from
teacher to learner. There becomes a transgenerational legacy that leads to future
mistreatment of others by those who themselves have been mistreated. These
behaviours may then be adopted and directed towards colleagues or even patients.

Bullying and other disruptive behaviours in the workplace are now being seen by
many authorities as destructive. These behaviours result in a dysfunctional work
environment which in the hospital setting ultimately results in poor patient care. As a
response to these concerns, the term ‘disruptive doctor’ has originated from North



NZMJ 22 October 2004, Vol 117 No 1204 Page 3
URL: http://www.nzma.org.nz/journal/117-1204/1125/ © NZMA

America. A disruptive doctor is one who repeatedly shows disruptive behaviours
(including sexual harassment, racist remarks, physical or verbal abuse) to others. In
half of these cases, the individual has a psychiatric or drug abuse habit.

Bullying and other disruptive behaviours can no longer be tolerated in the work
environment. The previous justification of these behaviours as ‘that’s just the way it
is’ is no longer acceptable. Indeed, there must be an improved knowledge of these
issues in the healthcare environment where individuals understand the boundaries of
appropriate behaviour; the key to this will be education and a change of the social
culture. Furthermore, education must occur to teach effective interpersonal and
leadership skills. An understanding of the different personality types and ways to
accept each others differences is important. Management must take a proactive role
with the problem. Under the current New Zealand Occupational Safety and Health
(OSH) legislation, employers must provide a safe work environment, including
freedom from harassment and bullying. And to achieve this goal, clear hospital
policies and procedures (that effectively respond to a breech of the legislation) are
necessary. Once these objectives have been completed, workplace bullying and
harassment will need to be stamped out.

In conclusion, the medical profession is a caring profession, and although we care
very well for patients, it appears that we need to do more to care for each other.

Author information: Steven Kelly, Surgical Registrar, Department of Surgery,
Christchurch Hospital, Christchurch
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Allergic reactions to enoxaparin and heparin: a case report
and review of the literature
Albert Tiu, Jia-Min Pang, Richard Martin, Neil Officer

Unfractionated and low molecular weight heparins (LMWHs) are commonly used to
prevent and treat thromboembolic disease. Allergic reactions to heparin are rare1 and
may not be recognised initially. We present a case of an allergic skin reaction to
subcutaneous enoxaparin (clexane) followed by anaphylaxis to intravenous
unfractionated heparin.

Case report

A 67-year-old woman with chronic atrial fibrillation on warfarin was admitted with an
infected leg haematoma following a farm accident. She has no other significant past
medical history. Warfarin was withheld and her haematoma was evacuated under
general anaesthesia. On day 1 postoperatively, she was started on subcutaneous
enoxaparin 40 mg. Following the second dose of enoxaparin, she developed a painful
round erythematous skin lesion with a central necrotic area at the lower abdominal
injection site. Another similar lesion developed after the third dose (Figure 1).

Figure 1. Erythematous skin lesions on the abdomen of a 67-year-old woman
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At this point, the skin lesions were thought to be either excessive bruising due to
dermal rather than subcutaneous injection of enoxaparin, or an allergic reaction.
Enoxaparin was stopped and patient was started on intravenous heparin after
consultation with a haematologist. She was given a 5000 U bolus followed by an
infusion at 200 U/hr intravenously. Two minutes after commencing heparin infusion,
she complained of shortness of breath and chest tightness. This rapidly progressed to
cardiac and respiratory arrest. Cardiopulmonary resuscitation was commenced.

She was given 200 mg intravenous hydrocortisone and a total of 3 mg intravenous
adrenaline. At this point, she was intubated. Within 7 minutes of resuscitation, a pulse
was detected and blood pressure was recorded at 120/60 mmHg. However, she
required ongoing mechanical ventilatory support and was transferred to the intensive
care unit.

Two hours post-anaphylaxis, her previously normal platelet count dropped to 104 ×
109/L (normal range 150–400 x 109/L), which normalised at 8 hours. Tryptase level
was 9.1 mcg/L at 4 hours post-anaphylaxis (>10 mcg/L at 1 hour after an event
suggests likely anaphylaxis; levels fall with a half life of approximately 2 hours).2

Her recovery was complicated by mild renal impairment and myocardial infarction.
She was discharged to the ward the next day. Haematology opinion was sought and it
was thought that she had developed an initial allergic necrotising skin lesion to
enoxaparin, followed by anaphylactic shock to heparin.

She was advised to avoid heparin or LMWHs in the future and medic alert bracelet
was arranged. Her necrotising skin lesions resolved without any surgical
interventions. The patient was restarted on warfarin; and on day 10 post-anaphylactic
reaction, she was discharged home.

Discussion

Allergic reactions to heparin are rare1 and the mechanisms are poorly understood.3

Heparin can cause Type I to Type IV hypersensitivity reactions4 and these may
manifest as skin reactions, heparin-induced thrombocytopaenia (HIT) and
anaphylaxis.3

Skin reactions to heparin have been described as eczema-type reactions (delayed
hypersensitivity reaction)5 or as tender, erythematous plaques with necrotic patches
(type III Arthus reaction).6 Reactions have been associated with a variety of LMWHs
including dalteparin, nadroparin, and enoxaparin.6

To determine acceptable treatment options for patients allergic to specific heparin,7

skin tests may help to detect cross-reactivity between different LMWHs and heparin.

HIT occurs in 1–3% of patients treated with unfractionated heparin and less
commonly with LMWHs.1 It is mediated by immune complexes consisting of heparin,
platelet factor 4 and IgG activated platelets.8 HIT can occur in anaphylactic reactions
to heparin or otherwise up to 10 days after starting heparin,8 and may be associated
with paradoxical thrombotic events including myocardial infarction.9

Anaphylaxis to heparin is extremely rare 4.Cross-reactions can occur between
unfractionated heparin and LMWH, between different LMWHs, and between heparin
and heparinoids 3. Interestingly successful heparin desensitisation after heparin-
induced anaphylactic shock has previously been reported in the literature 10.
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In conclusion, although allergic reactions to heparin or LMWHs are rare, this case
demonstrates the potential of such reactions which carries significant morbidity.
Doctors should be aware of this condition when prescribing them. Alternatively, oral
anticoagulants should be used if indicated.
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Mentoring resident doctors
Allen Fraser

Mentorship is a relationship akin to the apprentice-master dyad. It is a relationship
characterised by an intense and global nature, extending over a long time. It covers
both professional and personal issues and is aimed at the mentored person’s
development, with the mentor having the best interests of the mentored person at
heart. Characteristically, it involves a relationship between an older (wiser) person
and a younger (developing) person.

Traditionally, medical education has been regarded as an apprenticeship. The trainee
works with a master who helps him/her to develop knowledge and skills. In the
distant past, apprentices not only worked with their masters, they usually also lived
with them (almost as one of the family), and they were certainly subject to the
master’s discipline.

Apprenticeship training in medicine can be seen as the era of mentoring in medicine.
Subsequently, formal education has been grafted on to the experiential part of
apprenticeship, leading to increasing standardisation and centralisation of the training
process. Medical training followed the same path, and has moved further away from
the traditional apprentice model, by focussing very intensely on the acquisition of
knowledge. This extends beyond basic training through to the completion of specialist
training, with the trainee having to pass examinations testing knowledge and skills.

While College membership or fellowship was once the result of an election of a
candidate nominated by his/her mentor after a period in an apprentice role, our current
practice is that election to fellowship occurs because the candidate has successfully
passed a set of examinations after a period of training, with specified training
experiences having been satisfied. Indeed, the satisfaction of the training requirements
is largely time-based, although a succession of supervisors affirm that the trainee has
performed to an at least adequate standard.

It is not uncommon for informal mentoring relationships to develop during training,
as the trainee identifies a senior whose practice he/she wishes to emulate. Such
informal mentoring occurs in many settings, with the drive to the establishment of the
mentoring being sometimes from the mentor and at other times from the student. It
tends to remain within the social and cultural niche of the student (including gender).

Issues for medical mentoring

Professionalism—Medical professionalism is a much talked about concept, yet there
is probably no universal understanding of what is meant by the term. A commonly
cited aspect of professionalism is the subordination of one’s interests to the interests
of the patient1—at times reduced to financial self interest.2 Sometimes the concept of
the professional appears to be subsumed into the concept of the expert technician;
therefore reducing the professional to someone with a set of skills and knowledge for
sale.
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This conception of the professional leads to the desire to have codes of ethics written
for the professional as much as by professionals themselves. It also tends to explain
the move to an increasingly rule-based code of ethics.

Being a professional is much more than being an expert technician. It means being a
person of a certain sort, someone with a particular character. That is certainly the
approach adopted by the virtue ethicists, who identify ethical behaviour with
phronesis (practical wisdom) and with the display of the virtues of the profession.
Aristotle regarded the virtues as the mean of a continuum between two extremes—
both of which would be a vice. So, using the example of placing the interests of the
patient above one’s own, the virtuous doctor should occupy the middle ground
between selfish disregard of the patient and self-sacrifice such that the patient (and
potential patients) can no longer be helped.

The teaching of professionalism and of ethics is much talked about, and subject to
many approaches. Didactic teaching offers the knowledge base that is important for
the phronimos (the practically wise man) so that it allows him to build experience
upon. The true phronimos needs to practice the virtues and to increasingly develop
them over time—it is not part of practical wisdom that it is possible to be gained
through theory alone.

Hence we return to the apprenticeship or mentorship model. The reason for arguing
for mentorship, rather than leaving this to a succession of supervisors, is that much
development of the specific virtues for excellent and ethical behaviour is dependent
on modelling, guidance, and indeed nurturing. It is hard enough to establish a working
relationship with a trainee within 6 months, let alone taking this further into the
development of a mentoring relationship.

Furthermore, it is likely that the very task- and goal-orientated responsibilities of the
clinical supervisor actually run counter to the mentoring relationship, which is more
orientated towards the young person rather than his/her outputs. The concept is that,
as the person develops through the mentoring process, he/she will modify his/her
actions to enhance their nature and thereby produce better outcomes.

This may seem as if the supervisor should ideally act as mentor. There is no doubt
that in many supervisory relationships in medicine there is a mentoring aspect. Many
doctors reflect back on their supervisors (or at least some of them) with fondness and
gratitude. Nevertheless, the key component of mentoring (of long duration) is negated
by the 6-monthly rotations our trainees undergo.

The nature of current practice is such that mentoring occurs more by chance than by
design, and is dependent upon the chance coinciding of the phronimos with the eager
disciple.

Career choice—One of the reasons many doctors give for their choice of specialty
training is the influence of an important senior practitioner in that specialty. It can be
a parent. It may be a teacher at medical school who has inspired either personally or
in the abstract. It may be a clinical teacher or supervisor. Occasionally, such a person
may also become a mentor.

Mentoring during medical school training, and more definitively in the first
postgraduate years, can assist young doctors clarify their career choices and can also
assist in attracting trainees to specific areas of medical practice.
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An area of major concern in the United States (US) is the numbers of women and
‘minority’ groups training in a specialty. For example, there are reports of being able
to enhance the experience of training for women and for minority groups by providing
mentors who are themselves successful women or minority members of the specialty.
This is a case not only of being a role model; if it were that simple, then the existence
of the person would be effective without there being a need for mentoring.

Mentoring adds in the opportunity to guide, to answer questions, to challenge, and to
nurture the development of the trainee. Those aspects of the relationship cannot be
hurried—time is needed to allow the relationship to develop, in the hope that out of
that will come what Aristotle termed eudaemonia (or flourishing). This is the
achievement over the person’s life of the good after which we all strive; the
achievement of excellence.

Diminution of stress—Being a resident doctor has always been stressful. Current
employment conditions in New Zealand aim to reduce that stress and to protect from
fatigue and the chance of error resulting from that fatigue. There has been a recent
paper expressing the concern that a new regulation in the US prohibiting residents
from working more than 80 hours in a week (and more than 24 hours continuously)
may seriously interfere with the development of skills and of professionalism.3

While that extreme view is untenable, there does seem little doubt that there are
problems faced by residents in meeting the requirements of training, in the sense of
the breadth of experience, within a practicable timeframe. However, extending the
hours of work, and decreasing the closeness of supervision, add to the stress
experienced by the resident.

A mentoring relationship can help the resident deal with stress and also assist him/her
in gaining the maximum benefit from the experience he/she has. A report from the
United Kingdom (UK)4 showed that senior house officers (SHOs) experience
psychological distress in proportion to their confidence. Other factors that increase
stress are communication difficulties and organisational issues. These are all
amenable to benefit from a mentoring approach, and are likely to be more helped by
mentoring than by standard supervision.

A resident doctor who is feeling stressed (due either to workload or to problems
related to knowledge and/or skills) may be anxious about confiding that to the
supervisor whose report will have a significant impact on future employment
opportunities. Additionally, the supervisor-trainee relationship is a relatively brief
one, which may be perceived by the resident doctor as not supportive enough to foster
the trust needed for safe exposure of difficulties.

A Nottingham (UK) survey5 found that 25% of SHOs reported an absence of
feedback on work performance, and 25% also reported an absence of advice about
career development. Over 75% believed that careers-counselling was essential. There
was also an unmet need for counselling related to particular difficulties, with almost
50% of SHOs saying that they wanted this as well as regular performance appraisal.

The addition of mentoring to the supervision process in current practice, with
appropriate strengthening of the supervisory requirements on the supervisors, will
begin to meet some of these needs for guidance and support through the difficult
formative years.
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The mentoring relationship continues over several attachments and stages of
development, allowing the mentor to focus on longer-term growth rather than the
much shorter-term educative goals of supervision. The main precept for the mentor is
that of having the best interests of the mentored person at heart.

Career development—Having the support of the right person. such as a referee or
mentor, can help in career advancement. The mentor is able to ‘groom’ the protégé
and assist him/her in developing what is needed for success. Ragins and Cotton6

reported that protégés of mentors were more successful in their careers than non-
mentored individuals. Their report, which showed that informal-mentoring
relationships were more successful than formal relationships, may be connected with
a better fit being achieved in the informal, ‘voluntary on both sides’ relationships.

Informal mentoring relationships too often result in white men being the protégés of
white men.7 As the protégés of (generally powerful and influential) white men tend to
do considerably better in appointment to sought-after and highly-paid jobs, it is
important that a mentorship programme is organised in such a way as to spread that
influence more widely. Indeed, mentor protégés are generally better educated, earn
more at a younger age, tend to follow a career path, and report high job satisfaction.8

Proposal for the future

Resident doctors will benefit greatly from having a mentor-protégé relationship with a
senior colleague. Such a relationship is likely to help the resident doctor deal with the
stresses experienced in training, to guide them in their career choice, and to assist in
career development. Furthermore, the mentored doctor is more likely to achieve
success in academic and clinical practice.

Frequent and informal mentoring relationships undoubtedly occur, varying from
highly successful to relatively ineffective. A programme to develop mentorship will
likely move more resident doctors towards the successful end.

There is debate surrounding informal versus formal mentoring programmes, rather
than mentoring per se. As already mentioned, Ragins and Cotton6 found that protégés
from informal mentoring were more successful than were those from formal
programmes. This may reflect the choices made in informal relationships; that
mentors tend to choose someone more like themselves. This, of course, will produce a
better ‘fit’, which is necessary for the best outcomes.

However, despite the seemingly positive aspects to informal mentoring, their
infrequency does mean that many young doctors who may benefit will miss out.
Regarding the low numbers of women and ethnic minorities in some areas of
medicine, informal mentorship will probably not change that. Therefore,
establishment of a formal mentorship programme in all DHBs is advocated.

Senior doctors should be asked to volunteer as mentors—these doctors would be
asked to fill the mentor’s role of ‘teaching, coaching, supporting, counselling, and
sharing information with the protégé’.9 The doctors who volunteer for (and accept)
this mentoring role, which is a significant addition to their current workload, are
likely to benefit from training in the role.

Having a formalised mentorship programme will more readily permit the
development of such training. It will also remove, or at least diminish, the possibility
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of resistance to mentoring from the resident doctors who may perceive mentoring as a
statement that they are failing somehow. Group mentorship may occur, provided that
every individual willingly joins in the group, and has access to individual time with
the mentor as and when needed or wanted.

Medical mentorship within the New Zealand district health board (DHB) structure
would need the backing of the chief medical advisors. Both as a group and
individually, the chief medical advisors are influential in the development of young
doctors through their responsibility for various clinical and resource issues affecting
training and career choice.

The chief medical advisors have the opportunity to be instrumental in the
development of a mentorship culture, which will enhance the development of all
younger colleagues. This should then help resolve some of the shortages of personnel
in some specialties, and may also address the gender and ethnic mix.
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The scope and limitations of balneological treatment
This article by Dr Arthur Wohlmann was published in the New Zealand Medical
Journal 1905, Volume 4 (14), p104–16.

Mineral-water treatment is, of course, based on the use of water, both in the form of
baths and by the mouth. The latter being strictly analogous to ordinary dry treatment,
we can afford to omit further reference here to its modus operandi, and merely
consider the action of mineral water when applied to the skin. In the main that is
simply the action of ordinary hot water, and depends on thermic stimulation in
ordinary immersion baths, with the addition of mechanical stimulation when douches
are used.

It is only in exceptional cases that the chemical constituents of the water are
sufficiently powerful to exert any very marked specific influence, as, for instance, the
brine and carbonic-acid gas at Nauheim, and perhaps even more notably the free
mineral acids as at Rotorua. It is therefore the action of water alone, and especially of
hot water, that requires special consideration.

Had I to sum up in one phrase the essence of spa treatment, I would—pace Professor
Van Noorden—set the whole matter down to increased metabolism; and this is
brought about by special attention to that organ which is perhaps most of all neglected
in general medicine—the skin.

Springs we have in abundance, and in wonderful variety, but, as already seen, a spring
without a local physician to prescribe its proper use, and without the necessary
accessory appliances, is practically useless. Even in Rotorua, the most developed of
our spas, we are still very far from being properly equipped, and much time, money,
and care will need to be expended before we are. Above all we are handicapped by
the impossibility of properly dieting our patient—a most important matter, as all will
agree. For this I see no real remedy except the establishment of a sanatorium on a
large scale, with all the comforts of a good hotel, but for invalids only.
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Bleeding Meckel’s diverticulum diagnosed with enterocolysis
and mesenteric angiography
Timothy Eglinton, Charitha Fernando

A 37-year-old male presented with malaena. Upper and lower gastrointestinal
endoscopies did not reveal a bleeding source. Enterocolysis demonstrated a saccular
blind ending structure in the pelvis suggesting a Meckel’s diverticulum (Figure 1,
arrow). Technetium-99m pertechnetate scintigraphy (Meckel’s scan) was negative.

As haemorrhage persisted, mesenteric digital subtraction angiography was performed.
This demonstrated a persistent vitellointestinal artery (Figure 2, arrow) pathognomic
of Meckel’s diverticulum.

Figure 1 Figure 2

The patient proceeded to laparotomy, where a Meckel’s diverticulum was found
(Figure 3), and a small bowel resection was performed.
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Figure 3

Discussion

Meckel’s diverticulum is present in 2% of the population, arises from a persistent
vitellointestinal duct and is located on the antimesenteric border of the ileum (40 to 50
cm from the ileocaecal valve). Most are asymptomatic; however, complications
include haemorrhage, inflammation, and obstruction.

Preoperative diagnosis is often difficult. Barium studies can be useful when
meticulous technique is used. Tc-99m pertechnetate scintigraphy for bleeding
Meckel’s diverticulum is useful in the paediatric population, with sensitivity and
specificity of 85% and 95% respectively. This investigation relies on the presence of
heterotopic gastric mucosa in the diverticulum. Due to the decreasing incidence of
heterotopic gastric mucosa and increasing incidence of other causes of gastrointestinal
haemorrhage in the adult population, sensitivity and specificity decrease to 63% and
2% respectively.1

Tc-99m labelled red blood cell scintigraphy is less accurate for the specific diagnosis
of Meckel’s diverticulum, but can localise gastrointestinal haemorrhage if bleeding is
brisk enough (in the range 0.1 mL/min).

Angiography can localise active gastrointestinal haemorrhage by demonstrating
luminal extravasation. This will only be visible when blood loss exceeds 0.5–1
mL/min, a significantly greater rate than that required for a positive labelled red blood
cell scan. However angiographic diagnosis of a Meckel’s diverticulum relies on the
demonstration of a persistent vitellointestinal artery, often associated with a vascular
blush. A persistent vitellointestinal artery has been shown angiographically in 69% of
surgically proven Meckel’s diverticula.2

Angiography is therefore a useful tool in diagnosing haemorrhage arising from adult
Meckel’s diverticulum.
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Medical school entrants

A recent Lancet editorial (14/8/04) noted that the president of the UK Royal College
of Physicians, Carol Black, has said that there were simply too many women doctors.

The background for Black’s statement is the gradual increase in the number of women
admitted to medical school. In 1963, 34% of admissions to British medical schools
were women and in 2003 this had increased to over 61%. Black’s concern in part
seems to stem from the fact that more women than men aim to work in part-time
medical careers and that there are still relatively few female consultants, potentially
reflecting a higher drop-out rate compared with men.

This caused a flurry at large and a response from Black who said that she had been
misunderstood. She added “I believe that the make-up of the medical profession
should broadly mirror the society it strives to serve, and that we need to understand
better the reasons why fewer men than women enter medicine in this country.”

I think we also have heard about this problem(?) in New Zealand.
Lancet 2004;364:837.

Déjà vu

The number of medical school places for students is capped. This policy has been
sustained by manageable workforce issues, the fear that increasing the number of
graduates would blow out the healthcare budget, as well as a carrot for universities—
overseas full-fee-paying students. In 2003, the latter accounted for 1 in 6 of our
medical students—as many as 1 in 3 in some schools—and these students paid annual
fees averaging $30 000.

Amid the current medical workforce crisis, our politicians are now playing catch-up.
Previously, overseas full-fee-paying students had to leave after graduation. Now they
can stay, courtesy of workforce shortages.

These developments, in turn, foreshadow US-style loans, forcing graduates to pursue
fiscally rewarding specialties in order to reduce their debt. Perhaps the prospect of
six-figure debts will be a deterrent to studying medicine.

This is all about Australian medical schools, but it all sounds rather familiar!
Med J Aust 2004;181:289.

Cigarettes and health

In 1954 Richard Doll and Bradford Hill published a landmark paper on the mortality
of doctors in relation to their smoking habits (BMJ 1954;228:1451–5). This placed
cigarette smoking and lung damage under the microscope. This year has seen a
remarkable 50 year follow-up publication by Doll and his current colleagues. In this
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they demonstrate that longevity has been improving rapidly for non-smokers, but not
for men who continued smoking cigarettes.

And about half of all persistent cigarette smokers are killed by their habit—a quarter
while still in middle age (35–69 years). On average, cigarette smokers die about 10
years younger than non-smokers.

And the good news is that cessation at age 50 halved the hazard; cessation at 30
avoided almost all of it.

BMJ 2004;328:1519–33.

Acute coronary syndrome management

Low-molecular-weight heparin (LMWH) therapy and aspirin are now widely used in
the management of the acute coronary syndrome (ACS), which includes unstable
angina and non-ST-segment elevation myocardial infarction.

However, there is a down side. Researchers at the McMaster University (Ontario,
Canada) have reported that 23% of a study group of 208 patients received either 10%
more or less of the correct dose (enoxaparin 1mg/kg twice daily). 35 patients had
bleeding, including 8 major bleeds.

Risk factors for any bleeding (major or minor) were increasing patient age,
coadministered nonsteroidal anti-inflammatory or antiplatelet drug therapy and
number of enoxaparin doses.

A very good treatment as it reduces the infarction and death rate by 50%. But it must
be done with accuracy, particularly in older patients.

Chest 2004;125:1616–21.

Watch this space

Researchers from Kingston University, London, have teamed up with NASA’S
Johnson Space Center in Houston, Texas, to grow tissue in zero-gravity labs on Earth
from adult stem cells, and to develop medicine that astronauts could one day take with
them on a mission to Mars.

The project will combine stem cells from umbilical blood and bone marrow with
tissues from adults to grow the new tissue. The technology will be tested during
unmanned space missions in 2008.

The researchers hope that any medicines they develop will help astronauts fight the
effects of bone loss during long space missions. The work will also benefit people on
Earth. In zero gravity, liver tissue forms and grows much faster.

The hope is that the technology could provide tissue for partial liver transplants within
five years, and help people with damaged spines or brains within 20 years.

New Scientist, 21 August 2004.
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Fear of the unknown: Press coverage of bar owners’ fears
about smokefree bars
To better understand policy obstacles and implementation issues for new smokefree
environments legislation, we undertook a print media survey relating to coverage of
smokefree bars in New Zealand. In preliminary findings, we found a major theme was
the fears expressed by publicans, bar owners, and bar managers. Two particular fears
were about decreased revenue after the smoking ban, and problems of implementing
the proposed new law (coming into force in December 2004). These concerns remain
5 years after they had been identified in a survey of Dunedin licensees and bar
managers.1

We used the Factiva database to search for all items (articles, editorials, letters) in 12
newspapers (11 dailies and 1 Sunday paper) from January 2000 to September 2004.
We searched for items containing the words ‘bars and (smoking or smokers or smoker
or smoke),’ which were about tobacco smoke in licensed premises, and found a total
of 486 items.

Aspects of implementing the law were a major reported concern. They including
persuading smokers not to smoke, removing those who persisted after being asked to
stop or smoke outside, and the fear of being seen as ‘policemen’.

Reported statements by bar owners since December 2003 of these fears included:
‘Someone could get quite violent and I certainly would not put myself or staff at risk’,2 and:
‘It will make policemen out of publicans’3

The fear of lost revenue was very specific. Bar owners were reported as saying:

‘The trends overseas show, and our legislation is a lot tougher than those overseas, that within
the first 3 months you lose about 50% of your business’,4 ‘Everyone is scared of the financial
implications’,2 ‘I’m expecting there will be a downturn in business, at least in the short term,
and definitely for bars like mine which don’t have a garden bar,’ and ‘I’d say it will hurt for a
while. People will just not bother going out until they adjust to it’3

Bar owners were reported as saying that ‘the cost of converting premises to satisfy
regulations will “send them to the wall”.’5 Set against the reports of these fears were
reports of bar owners who were not concerned or who were going smokefree early,
and of owners recognising the rights of non-smokers. Other owners spoke of an
increased chance for them, their staff and patrons to quit, and of ‘no more disgusting,
dirty ashtrays.’6

The fears of lost revenue are the fears of individual bar owners. The overall situation
for the hospitality industry is suggested by the wide range of high quality international
evidence that is available. The most comprehensive review to date looked at all of the
107 studies that could be found up to April 2004 on the economic impact of
smokefree policies for bars and restaurants.7 It established that all 21 studies with
objective long-term data, and which properly allowed for changes in other factors,
found a positive impact or no impact on revenue.
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Some individual licensed premises may not sufficiently adapt to a situation that is
more healthy for staff and patrons. However, (1) for over 15 years these premises
have been allowed to abandon their duty of care to employees and the public, in the
face of substantial known risks from secondhand smoke, and (2) the overall situation
for the industry and country will be a neutral or positive financial situation, and a
major health gain.

Our survey has also shown marked peaks in newspaper coverage of smoking in bars,
which correspond to the political process for smokefree bars. Four peaks occur at:

• The time of the public consultation on the proposed legislation (May 2000),

• The introduction of legislation to Parliament (May 2001),

• The report of the Parliamentary Select Committee (March-April 2003), and

• The passing of the Bill (December 2003) (Figure 1).

Figure 1. Newspaper items during 2000-2004 on secondhand smoke and licensed
premises, in 12 New Zealand newspapers*
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*Sunday Star Times, Dominion Post, Dominion, Evening Post, New Zealand Herald, Otago Daily
Times (from 20 August 2002 only), Christchurch Press, Nelson Mail, Southland Times, Timaru Herald,
Waikato Times, [Taranaki] Daily Times). Two of these (Dominion, Evening Post) were replaced in
2002 by the Dominion Post.

This pattern would suggest that further intense media coverage is likely to occur when
the legislation comes into force on December 2004. To help ensure that such coverage
is well informed, health-sector agencies and the Hospitality Association could alert
the media to the best available international evidence on revenue impacts, as well as
highlighting the health benefits to both workers and patrons.
Acknowledgement: The Wellington Division of the Cancer Society helped to fund this study.
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Unnecessary withdrawal of Vioxx
The withdrawal of Vioxx (rofecoxib) shows once again the mistakes that come from
reliance on second-grade statisticians with limited mathematical understanding. One
of the worst examples of this was in the wake of the massive cattle encephalitis
epidemic, “mad cow disease”, which ruined the British beef industry, and was
mistakenly supposed by Sheila Gore1 to cause an epidemic in humans, “new-
variant”(!) Creutzfeldt-Jakob disease, the epidemic that never was.2

An alternative to the prion hypothesis is the possibility that ingestion of sequestered
auto antigens can cause delayed autoimmune attacks, such as the occurrence of
cerebellar disorders in a small proportion of people given human pituitary
preparations to correct for growth hormone deficiency.

The frequency of cardiovascular events in the APPROVe trial was 25 in 3315 patient
years of exposure to placebo, compared to 45 in 3041 patient years of exposure to
Vioxx. This was 0.75 events per 100 patient years for the placebo, compared to 1.48
per 100 patient years for Vioxx, a statistically significant difference, P<0.01,
P>0.001—ie, less than 1 in a 100 chance of no significant difference but greater than
1 in a 1000.

Two points need consideration in interpretation of this finding:

• Smallness. 0.75 per 100 is a very small frequency, close to 0. In mathematics,
anything multiplied by 0 equals 0, so 1.48, although twice the placebo value is not
clear of suspicion of being 0 itself. Clinically, it is apparent that cardiovascular
events are a minor risk for these patients.

• Significance. The 1 in a 100 significance occurs spuriously in every 100 trials, and
thousand of trials are being made around the world. When something surprising
happens it gets prominent attention, such as the finding that Israeli fighter pilots
have significantly more daughters than sons. The solution is to repeat the study.
As Vioxx seems to be a very good pain reliever for arthritic patients it would be
premature to abandon it at this stage.

Duncan Adams
Honorary Research Fellow
Faculty of Medicine, University of Otago
Dunedin
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Recognising and responding to partner abuse: challenging
the key facts
I appreciate Dr Fanslow’s editorial response1 to my Viewpoint entitled ‘Recognising
and responding to partner abuse: challenging the key facts’ (N Z Med J. 2004
Sep 24). However she appears to have misunderstood some of my concerns. I
completely agree that women are more likely to be physically and sexually assaulted
by their partners and suffer significant injury than men. However considerable
evidence indicates that women and men engage in physical abuse (such as slapping,
hitting, or throwing objects) at about equal frequency, and the degree to which men
and women verbally or psychologically abuse each other is unknown. While such
non-physical abuse may well have serious health implications, this is a difficult area
for a GP to assess and manage. Where relationship problems are detected before
violence is entrenched, the use of a community-based communication and conflict
resolution course for couples may be beneficial.2

Certainly, as GPs, we are well used to asking our patients about topics with which
they may feel uncomfortable, and I agree that we should make sensitive enquiries
whenever we have concerns that a patient may be suffering from abuse by another
person. However I do not believe that current evidence supports us routinely asking
all female patients aged over 15 years patients annually about partner abuse (as
advocated by the Ministry of Health publication in question3). This is not because
‘some women feel uncomfortable with disclosing abuse’; it is because many women
are not experiencing partner abuse and it is neither necessary nor appropriate to ask
them about this possibility every year.

Dr Fanslow says it is likely that the Snively report4 under-estimates economic costs of
partner abuse. However the Snively figures quoted in the Ministry of Health paper
used a 14% lifetime prevalence (one in seven women and one in seven children)
suffering from some form of family abuse (301,700 people) and then assumed that
this was the number of adult women suffering abuse annually. According to the
formulae and assumptions used, this included over 37,000 women needing treatment
for dental injuries that year, whereas the actual number was less than 2000. All the
costs included (such as GP and A & E visits, hospitalisations) are likely to be subject
to a similar (18-fold) inflation.

Finally, while clearly there is an important overlap between child and partner abuse,
the Edleson review article of 35 studies5 finding that the co-occurrence ranges from
6.5% to 97%, with diverse populations mostly of battered women or abused children
not epidemiological samples, is not accurate evidence of the statement that ‘the co-
occurrence of partner abuse with child abuse is 30–60%’.

I agree with Dr Fanslow that ‘all violence is potentially harmful’, but exaggerating or
distorting the extent of the problem does those who are suffering its effects a
disservice.
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Senior Lecturer
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University of Auckland,
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Cervical Cancer Inquiry
I wish to comment on the response1 from Lynda Williams, Director of Auckland
Women's Health Council (AWHC), to the article by Professor Barbara Heslop entitled
‘All about research’—looking back at the 1987 cervical cancer inquiry’.

The AWHC cannot make any special claim for ownership of the Report of the
Cervical Cancer Inquiry, nor for subsequent events on the basis of involvement in
them. I need to say that the staff of National Women’s Hospital worked hard on the
implementation of the recommendations in the Report, as did many organisations
including the New Zealand Medical Association, which was doing work on informed
consent well before the inquiry. There were health commissioners in Australia already
and the Code of Rights involved large numbers of people in government as well as the
Health and Disability services, supporting Robyn Stent as first commissioner.

The assertion by Ms Williams that “Over 30 women died as a result of being part of
‘the unfortunate experiment at National Women's hospital’ and their untimely deaths
were entirely avoidable” is untrue; the figure is a contrivance of AWHC and it cannot
be substantiated. Appendix 12 of the Report has a heading ‘Some deaths in patients
with positive cytology’. There is a list of 24 women who died between 1973 and
1987, in only eight of them is cancer of the cervix recorded as the cause of death and
there is no way of knowing whether or not those women were part of the study of
Associate Professor Green.

The article by Professor Heslop is a valuable contribution, and the Auckland Women's
Health Council does nobody any favours by attempting to stifle discussion about the
Cervical Cancer Inquiry.

Tony Baird
Auckland Gynaecology Group
Parnell
Auckland
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Medical Discipline – Professional Misconduct

Charge:

A CAC charged that Richard Warwick Gorringe, medical practitioner of Hamilton,
from mid 1994 to mid 1997 in his clinical management of a patient (now deceased),
acted in a way that amounted to professional misconduct in that he:

(1) Reached his various diagnoses of the patient’s ongoing complaints, in the absence
of any acceptable medical diagnostic proof;

(2) Failed to consider other diagnoses and continued his treatments of the patient long
after it was clear that no significant improvement had taken place and that serious
bowel symptoms were still present;

(3) Failed to effectively consider and act on such consideration, that the symptoms
presented by the patient could be related to something other than an infection
(bacterial or parasitic);

(4) Failed to arrange appropriate investigations including faecal testing in the
presence of ongoing symptoms;

(5) Failed over a long period of time to arrange for the patient to have a colonoscopy
or reference to an appropriate specialist to investigate his continuing rectal
bleeding and bowel symptoms.

Background:

The patient first saw Dr Gorringe on 16 March 1994.  The patient was seen by Dr
Gorringe on a regular basis (19 times) from March 1994 until July 1997.  It was Dr
Gorringe’s position that he was at no time the patient’s general practitioner.

The symptoms that the patient presented with were related to stomach pain, bloating,
flatulence and blood in his bowel motions.  Throughout the period that he was seen by
Dr Gorringe those symptoms remained in some form or another.  During the three
years Dr Gorringe was treating the patient he diagnosed 10 different conditions, one
of these being giardia which he diagnosed twice.  He further diagnosed Salmonella,
campylobacter, helicobacter, bowel bug, blood fluke, Tordon poisoning, amoebic
infection, colitis and irritable bowel.

Dr Gorringe arranged for blood tests to be done on five occasions.  He arranged a
barium enema on 5 July 1994 and one faecal test on 18 August 1994.  Dr Gorringe
gave evidence that he recommended to the patient that he have a colonoscopy, and
that the patient was not amiable to that course of action.  There was no record in the
notes that a colonoscopy was recommended by Dr Gorringe and declined by the
patient.

On 20 August 1997 the patient had a colonoscopy examination which had been
arranged by another doctor.  The examination found a small polyp and a moderated
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sized adenocarcinoma.  On 25 September 1997 a biopsy showed the cancer had
spread to the patient’s liver and lymph nodes.

The patient died on 5 April 1998.

Finding:

The Tribunal found Dr Gorringe guilty of professional misconduct.

The Tribunal was not concerned with the alternative and complementary practices
that Dr Gorringe undertook, but rather with his management and treatment of the
patient as a registered medical practitioner.

The Tribunal was of the view that whether or not Dr Gorringe considered himself the
patient’s practitioner was irrelevant.  Dr Gorringe acknowledged that he was primarily
responsible for the patient in respect of the symptoms that the patient presented with
when he saw Dr Gorringe.

The Tribunal considered particular 1 was established.  There were acceptable medical
diagnostic tests available for all of the diagnoses made by Dr Gorringe, but he did not
use any of those tools.

In most instances Dr Gorringe’s diagnoses were done by Bi-Digital O-Ring Testing
which Dr Gorringe described as a non-conventional bio-energetic test method which
has been developed from older forms of muscle testing.  Dr Gorringe accepted this
was not a serious test that should replace traditional testing.

The Tribunal considered particular 2 was not established as it was not clear that Dr
Gorringe did not consider other diagnoses.

The Tribunal considered particular 3 was established.  The Tribunal was satisfied that
Dr Gorringe did fail to effectively consider and act on other considerations.

The Tribunal considered particular 4 was established.  The Tribunal considered it was
Dr Gorringe’s responsibility to follow-up and ensure that proper faecal testing was
undertaken.  This was not done.

The Tribunal considered particular 5 was established.  The Tribunal did not accept Dr
Gorringe recommended a colonoscopy and that the patient refused to follow that
recommendation.  Given the patient’s agreement to a colonoscopy in 1997, it was
difficult for the Tribunal to understand why he would not have agreed to a
colonoscopy earlier if Dr Gorringe had insisted on it.  The Tribunal found it clear the
patient had a lot of faith in Dr Gorringe and considered that he would have followed
Dr Gorringe’s recommendations.

The Tribunal considered that treatment of the patient by Dr Gorringe ignored basic
symptoms that would cause many lay people to be suspicious.  It was of grave
concern to the Tribunal that a diagnosis of bowel cancer was ruled out on the basis of
a clear barium enema in 1994.

Penalty:

The Tribunal ordered Dr Gorringe be censured, fined $600.00 (maximum $1,000),
10% of the total costs incurred in respect of the investigation, prosecution and
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hearing, excluding costs related to the evidence of a witness who did not give
evidence at the hearing.  In setting that amount, the Tribunal took account of Dr
Gorringe’s precarious financial position.

The Tribunal further ordered a notice be published in the New Zealand Medical
Journal.

The Tribunal strongly recommended to the Medical Council of New Zealand that
conditions of practice should be imposed as to supervision if Dr Gorringe’s name was
to be re-instated to the Register.

The full decisions relating to the case can be found on the Tribunal web site at http://www.mpdt.org.nz
Reference No: 03/113C.
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Robert Bruce Duncan
Dr Robert Bruce Duncan, FRCS, FRACS, FAAOA, allergist, Ear Nose and Throat
(ENT) surgeon, clinical researcher, medical innovator, author, devoted grandfather,
and music lover, died in Wellington on 9 September 2004, aged 84.

Bruce pushed the boundaries of medical thinking. He had a
passion for helping people and for discovering the truth
about health and illness.

He was Wellington’s first fully qualified ENT surgeon from
Edinburgh and London, the first person in his field to use
microsurgery to the inner ear, and introduced binocular
surgery to New Zealand.

He was former head of ENT at Wellington Hospital where
he worked for 20 years.

Bruce was meticulous in his follow-up of his patients and realised early on that
surgery was not helping those patients with chronic sinus problems. As a result, he
trained as an allergist and became a Fellow of the American Academy of Otolaryngic
Allergy from 1974 to 1994. He founded the first allergy clinic in Wellington Hospital.

In the 1970s, he pioneered food allergy testing using the Bryant Test—which
diagnosed food allergies by observing the reaction of live blood cells under the
microscope to food. The New Zealand Medical Journal published the results of 2029
patients treated between 1971–1975. Dr Duncan appreciated the importance of
gluten/grain allergies 30 years ago. He devised a special no ‘Old World Grass Grains’
exclusion diet and helped his patients obtain gluten free products 20 years before it
became fashionable.

Bruce understood that symptom suppression medications were not helpful for people
with chronic health conditions. He devised methods that would address the underlying
stressors and help the cells to detoxify. His methods were diverse, but all had the
underlying theme of helping the body to work better and helping the cells to discharge
a build-up of food, environmental, bacterial, yeast, and viral toxins. This was a radical
shift from the predominantly drug-based treatment of the time.

In his sixties, when most people are ready to retire, he was just beginning the second
most important phase in his career. By 1982, Bruce was successfully using
provocative/neutralisation techniques for diagnosing and treating food, pollen, and
mould allergies. He went on to pioneer this technique for latent viruses. This work
was very controversial, but he documented his cases and was able to help over 2000
people with chronic illnesses that no other therapies could help.

He specialised in only treating people who had done the rounds of both conventional
and alternative treatment and were chronically debilitated—including those with
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headaches, fatigue, obesity, neurological problems, digestive problems, and children
with behavioural and learning problems.

Bruce brought together the thinking of many different disciplines and applied it in a
practical way to help his patients. The treatments were designed for people who were
often of limited financial means, tired, and had poor concentration.

Much of his success in helping challenging patients arose from entering a partnership
with them—he asked them to record their symptoms and reactions to the treatment.
Together they went on a journey of discovery, finding out the unique factors that were
causing their problems. It was not a journey for the faint hearted. Those who had the
courage or desperation to follow through with his regime, experienced a radical
rejuvenation in health and wellbeing.

Bruce had trouble publishing his first book called “The Hidden Virus within You”.
But by the end of the 20th century, thinking was changing. His ideas received
recognition from prominent American Researchers on chronic fatigue syndrome and
he had a number of scientific papers, on this and other topics, published in
international medical journals. His last book “CFIDS, Fibromyalgia and the Virus –
Allergy Link” was published in 2001.

Bruce was a man who thought outside the box. He may well be remembered in history
as New Zealand’s 20th-century Galileo. He was a person who challenged the current
thinking in a way that many could not tolerate, and suffered many attempts to close
his practice down. He was motivated by the inner values of helping others and trying
to understand the truth of things.
We are grateful to Anna Harvey and Fiona Duncan for this obituary and photograph.
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Maurice Wilkins
The Royal Society of New Zealand and the New Zealand
Medical Association express their regret over the death of
eminent New Zealand scientist Maurice Wilkins, aged 87.

In 1953, Maurice played a key role in one of the greatest
scientific breakthroughs of the twentieth century, the
discovery of DNA’s double helix. Later he became New
Zealand’s second Nobel laureate, when Wilkins, Watson,
and Crick received the 1962 Nobel Prize in Physiology or
Medicine for this work.

Born in 1916 in the backblocks of the Wairarapa, Maurice was taken to England at the
age of six and received his physics degree at Cambridge University in 1938. Despite
leaving New Zealand so early, he described his years here as ‘living in paradise’, and
regarded himself as a New Zealander still.

In 2003, the Royal Society of New Zealand celebrated 50 years of the DNA double
helix with a year-long commemoration of Maurice's life and work.

Maurice is survived by his wife, Patricia Ann, two sons, and two daughters. His
autobiography “The Third Man of the Double Helix” was published in 2003. For
more information on Maurice Wilkins and the year of DNA celebration, see
http://www.rsnz.org/topics/biol/dna50
We are grateful to The Royal Society of New Zealand for allowing us to publish this version of their
obituary.


