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TO THE EDITOR: The demands of
practising medicine can have signifi-
cant effects on general health, work
satisfaction, professional and non-pro-
fessional life.1 We conducted a survey
among senior medical staff in a metro-
politan teaching hospital. The survey
explored the pressures of work, social
and family demands on consultants,
and whether there was a difference
between sexes.

Par ticipants completed a self-
reported questionnaire on quality of
life, levels of stress and feelings of work
satisfaction, using previously validated
questions and scoring from the General
Health Questionnaire (GHQ-28, a 28-
question subset of the GHQ)2 and Spe-
cialist Doctors Stress  Inventory
(SDSI).3 (Questionnaire available from
authors on request.) Respondents
answered anonymously and gave
informed consent.

Fifty-seven per cent of consultants
(54/94) returned surveys, of whom a
third (18/54) were women. The
response rates were comparable to those
of other physician surveys.4

On average, consultants had been
employed at the hospital for 10.8 (SD,
8.0) years, had been qualified for 22.2
(SD, 9.6) years, and were working 47.7
(SD, 14.0) hours per week. Eighty-one
per cent (44/54) were married, 74%
(40/54) had children and 54% (29/54)
lived in a double-income household.
Half (27/54) reported an unreasonable
ratio between work hours and leisure
time, and 50% (27/54) reported feeling
stressed. Despite this, 65% (35/54)
believed they had or would achieve their
ideal medical career.

Female consultants worked fewer
professional hours, but more hours in

unpaid domestic work, than male con-
sultants. Furthermore, female doctors
were more likely to have had their career
modified by family or social factors;
more likely to use paid support to cope
with their domestic workload; and, if
they had children, more likely than men
to have modified their careers to look
after dependants (see Box).

Consultants who reported feeling
stressed were more likely than other
consultants to report an unreasonable
ratio between work hours and leisure
time (74.1% [20/27] v 48.1% [13/27];
P = 0.05). Forty-one per cent (22/54)
scored above 4 on the GHQ-28, indi-
cating that a high level of stress and
psychiatric “caseness” (ie, clinically sig-
nificant levels of psychiatric distur-
bance) is experienced by senior doctors.
This result is similar to that of a UK
study in which 46% (30/65) of senior
doctors reported experiencing high lev-
els of stress.5 From our data there
appears to be a significant relationship

between stress, psychiatric “caseness”
and hours worked (P < 0.001).

Our study and others have identified
potential reasons why women work
fewer hours in medical work and have a
shorter working life. These include hav-
ing and caring for children, stress, dual-
career marriages, personality and social
expectations.6 Our survey highlights the
fact that female consultants in Australia
face undue pressure in balancing their
medical and domestic roles compared
with male consultants. There is a con-
tinuing need for flexibility in workplace
and training environments for women in
medicine to ensure equal career choice,
balance between work and domestic
commitments, and professional satisfac-
tion.
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Comparison of self-reported factors between female and male consultants 
(n = 54)

Female consultants 
(n=18)

Male consultants 
(n=36) P value

Mean age in years (SD) 45.3 (10.5) 47.7 (8.1) 0.43

Mean hours in medical work per week (95% CI) 33.4 (28.5–38.4) 54.7 (51.5–58.0) < 0.001*

Mean hours in unpaid domestic work per 
week (95% CI)

22.9 (8.0–37.8) 10.6 (7.6–13.5) 0.02*

Uses paid domestic support 14/18 (78%) 18/36 (50%) 0.05*

Has children 11/18 (61%) 29/36 (81%) 0.12

Expects to achieve future medical goals 12/18 (67%) 24/36 (67%) 0.78

Has had career expectations modified by:

   Workplace 8/18 (44%) 22/36 (61%) 0.25

   College/training 4/18 (22%) 7/36 (19%) 0.81

   Family/social factors 12/18 (67%) 14/36 (39%) 0.05*

   Illness 1/18 (6%) 4/36 (11%) 0.51

Has had career opportunities modified 
by care for dependants

9/11 (82%) 10/29 (34%) 0.02*

Reports partner is inconvenienced by 
respondent’s career goals

10/18 (56%) 9/36 (25%) 0.03*

Mean score on GHQ-28 (95% CI)† 2.24 (1.81–2.68) 2.10 (1.95–2.26) 0.45

Psychiatric “caseness”‡ 8/18 (44%) 14/36 (39%) 0.30

Median job satisfaction score§ 3 (range, 3–4) 3 (range, 1–4) 0.15

Median life stress score§ 2 (range, 1–2) 1 (range, 1–3) 0.13

GHQ-28 = 28-item General Health Questionnaire.
* Difference between men and women significant.
† Minimum score = 0; maximum score = 28.
‡ ie, Clinically significant psychiatric disturbance (GHQ-28 score > 4).
§ Minimum score = 1; maximum score = 4.
Data were analysed by Pearson’s �2 test, Student’s t-test or the Mann–Whitney test and stratified by sex.
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TO THE EDITOR: It was refreshing to
see the report by South et al, describing
a simple, inexpensive intervention
which resulted in a positive effect on the
appropriate prescribing of antibiotics
and a cost saving for the organisation.1

In the current climate, it has been
much more fashionable to suggest com-
puterised prescribing as the cure-all for
medication and prescribing errors. As
demonstrated by Newby et al,2 compu-
terised prescribing has inherent prob-
lems, including an increase in repeat
ordering of antibiotics.

The Australian Council for Safety
and Quality in Healthcare suggests

computerised prescribing as one of sev-
eral strategies to reduce medication crit-
ical incidents.3 However, the costs of
establishing such a system in smaller
hospitals and community health centres
can prove prohibitive. This can lead to
an attitude of “too expensive” so do
nothing.

Other strategies and interventions can
be introduced at minimal cost to the
organisation and yet prove effective in
reducing both inappropriate prescribing
and the number of critical incidents or
errors. The provision of easily accessible
standardised protocols and guidelines,
the review of medication charts and
their ease of use, changing the times of
daily medication administration to max-
imise access to clinicians, and empower-
ing patients to be more aware and
responsible for their medications are
just a few.

In summary, other strategies need to
be developed and their success or failure
reported. There should also be aware-
ness that familiarity with procedures
can lead to errors and reinforcement is
required for all interventions. Compu-
terised prescribing should not be viewed
as the solution to all medication adverse
events, but one of several strategies that

healthcare organisations can use in their
battle with medication errors.
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TO THE EDITOR: Australia has a high
rate of antibiotic use. Increasing antibi-
otic resistance, spiralling pharmaceuti-
cal cost, need for evidence-based
practice, public awareness, and wide-
spread variation in prescribing prac-
tice, which may lead to quality and
safety issues, are reported as the driv-
ers for improving antibiotic use and
prescribing.

South et al are to be commended for
the introduction of a laminated card for
doctors as a simple intervention to
improve prescribing practices.1 Despite
the passive nature of the intervention,
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READERS INTERESTED IN MEDICAL HISTORY may like to know
about the Australian Medical Pioneers Index (AMPI), which is the first
major Australian medical history website, and the first published ency-
clopaedia of Australian medical biography.

AMPI aims to provide basic personal and professional information on
every doctor resident in Australia, or professionally connected with
Australia, up to the year 1875. This includes medical officers on
immigrant and convict ships, doctors who practised in Australia, and
doctors who pursued other occupations here. Over 3000 pioneer doctors
are listed.

In addition to biographical data, the website provides interesting
material on the medical profession in colonial times, including a picture
gallery containing rare images of pioneer medical life (Box). There is also
a section on sources of information about early doctors.

The original compiler of AMPI was Dr David Richards (1937–1998)
of Nottingham, England, whose card file was computerised at the
Geelong Hospital Library. The website was developed in conjunction
with the State Library of Victoria as a community service. Anyone with
additional data about a particular doctor is encouraged to contribute to
the project.
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Colonial medical transport. Dr S R Robinson adopted this 
modern mode of transport when most of his colleagues still kept 
horses and buggies. (Geelong Heritage Centre — reproduced 
with permission.)


