
CONFRONTING DILEMMAS

can the courts be managed efficiently when court time is set aside
on the parties’ estimate that a case will run for a number of weeks,
but it collapses either just before starting, or on the first day? What
an appalling waste of resources!!

But this cri de cœur is closer to the bone. All parties to litigation
suffer severe distress during the process. The medical indemnity
insurers offer collegiate support to defendant members during the
process. One (the Medical Defence Association of Victoria) offers
access to confidential counselling services by an external psychol-
ogist at the fund’s cost. Litigation has the same emotional impact as
a major illness, loss of a loved one, or a severe career setback. The
stages of grief (as described by Elisabeth Kubler-Ross1) were
transparently apparent in the members whose claims I managed.
Some were clinically depressed, but were reluctant to admit it and
seek help. None committed suicide, but I have heard of that
happening overseas.

Further, the protracted course of the litigation, and the accom-
panying incessant questioning about minutiae, has caused this
doctor to second-guess his own competence. All I can offer is the
platitude that an accusation of “negligence” is not an accusation of
“incompetence”. Being sued, even successfully, does not mean that
you are a “bad” doctor. The vast majority of claims I settled for
doctors represented the one-off lapse or slip or error of a perfectly
competent doctor. Most medical indemnity funds offer collegiate
support. A senior clinician associated with the fund is assigned to

the claim, not to manage it legally, but to be kept up to date on its
management and, more importantly, to be available to discuss the
medical aspects, at length and repeatedly, with the doctor. Even
when a member is told that the case must be settled because the
circumstances meet the legal test of negligence, mentoring can
help the doctor learn from the case, put it in perspective, and then
move on.

Perhaps writing up his experience will have a psychologically
cathartic effect on the author. It is no consolation to him that very
few doctors go through his experience. At least 90% of claims
brought against doctors are either settled or abandoned by the
plaintiff. Very few get to the final stages of preparation for trial,
even fewer actually go to trial, and even fewer go to verdict.
Litigation leaves deep scars on defendant and plaintiff alike.
Rumpole and his supporters might think the gladiatorial adversar-
ial model of litigated compensation for personal injury represents
the highest form of justice, but it has been abandoned for injuries
arising from workplace and road accidents. Why has it not been
abandoned for medical accidents?
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1 Kubler-Ross E. On death and dying. New York: Scribner, 1997. ❏
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TO THE EDITOR: International medi-
cal graduates on temporary residency
visas now make up a substantial propor-
tion of the rural medical workforce.
Anecdotal reports suggest that many
make the transition to professional life in
Australia reasonably well, in terms of
both cultural adaptation and applying
their professional skills, even though the
level of educational assessment and sup-
port may vary considerably. However,
there are some disturbing reports of a
few such medical practitioners who per-
form poorly and are moved on, perhaps
to another state.

A survey conducted for Tropical Med-
ical Training, the regional general practi-
tioner training provider for North

Queensland, found that international
medical graduates were often the only
doctors in some rural communities, and
their lack of teaching confidence and
connection to a medical school was a
significant barrier to expanding medical
student and registrar training in the
region.1

As part of a follow-up project that
aims to identify the educational needs of
international medical graduates in rural
northern Queensland and design sup-
port programs for them, several organi-
sations were approached to gain access
to this group, rumoured to be perhaps
50–100 individuals. Because of the Pri-
vacy Act, the survey was to be distrib-
uted by one or more organisations that
knew how to contact these doctors.
However,  no single organisation
appeared to have an accurate database
that included the target group.

Queensland Health, a major employer
of international medical graduates, had

no central record. Divisions of General
Practice stated that few international
medical graduates joined them, and
most were ineligible to join a college.
The Queensland Rural Medical Support
Agency probably had the largest data-
base, but its accuracy cannot be verified.

The lack of access to international
medical graduates will place constraints
on the research project (there is no
denominator and response rates cannot
be measured). However, the broader
issue is that international medical gradu-
ates, at least in rural and remote com-
munities, appear to have no single
organisation monitoring their recruit-
ment, educational qualifications and
needs, or retention. They appear to be
an almost invisible workforce. This
somewhat chaotic situation cannot be in
the best interests of either the workforce
or the quality of Australian healthcare.

1 Hays RB, Sen Gupta TK, Veitch PC, et al.
Expanding medical education in general prac-
tice. Aust Fam Physician 2003; 32: 1036-1037.❏
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