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Definition of medico-legal terms 

Adverse 
events 

An incident in which hatm resulted to a person receiving health care 
(Runclinan 2006). 

The World Alliance for patient safety of the World Health Organisation 
(2005) defines adverse event as "An injury related to n1edical inanagement, 
in contrast to complications of disease (Hiatt et al 1989). Medical 
managen1ent includes all aspects of care, including diagnosis and h·eatment, 
failure to diagnose or treat, and the syste~ns and equipment used to deliver 
care. Adverse events may be preventable or non-preventable''. While all 
adverse events result fr01n medical management, not all are attributable to 
etTors (l(ohn et al 2000). 

Case A case is a suit filed in the legal system (Taragin et al 1995). 

[ Complaint An expression of dissatisfaction with son1ething (Runciman 2006). 

Defensive 
ntedicine 

Medical practice based on the fear of legal liability rather than on the best 
interests of the patients (Studdert et al 2005, Kessler et al 2006). 

t- -
A person or body that has the power to discipline a health practitioner or to 1 Discip linar y 

body suspend or cancel the registration of a health practitioner (New South Wales 
Govenunent, Health Care Complaints Act 1993 ). 

Gross 
negligence 

Legal r isk 

Medical 
malpr actice 

A reckless indifference to an obvious or understood risk of injury to a 
patient. If a patient dies as a result of gross negligence, c1in1inallaw can be 
applied in a charge of manslaughter (RW1ciman et al 2007}. 

This is defined in this thesis as the doctor' s understanding of the law as it 
relates to mistakes. and adverse patient outcomes. 

----

The tenn in the USA for medical negligence. 

Medico-legal A broad tenn used in this thesis to include the following specific matters: a 
matter claim for compensation, a con1plaint to a health care complaints body, a 

medical board inquiry, a disciplinary hearing, a Health Insurance 
Commission inquiry, a hospital dispute, a hospital investigation, a 
pha1rnaceutical services inquiry, a cotnplaint before an anti-discri1nination 
board, a coronial inquity, a critninal charge, or a patient complaint direct to 
the doctor. 

Negligence I A failure to exercise reasonable care and skill (Review of the law of 
negligence (lpp et al 2002). 

-
Tor t l A tort is a civil wrong, or injury not covered by a contract. Negligence is a 

tort (i.e. a civil wrong) (Runcunan et al 2007). 

• 
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Thesis Abstract 

This thesis investigates fac tors associated with Australian doctors experiencing a 

medico-legal matter and the n1ental health and changes to the practice of those doctors. 

Psychiatric morbidity, alcohol use, personality style, perception of legal risk L and perception 

of changes of practice due to medico-legal concetn s were n1easured. Doctors who experienced 

a medico-legal matter were con1pared with those who had not. 

Prior to this thesis there there was no Australian evidence on the response of doctors 

to complaints, clain1s fo r co1n pensation and inquiries. 1 use the broad tetm medico-legal 

matters to cover these categories. 

Thesis Structure 

Chapters 1 and 2 

These are introductory chapters. Chapter 1 provides the background to the medico-

legal enviromnent internationally and in Australia. Chapter 2 provides the background to 

psychiatric morbidity and alcohol use in doctors. 

Chapter 3 

This is a literature review of factors associated with being the subject of a tnedico-legal 

matter. the etn otional response of doctors to a tnedico-legal tnatter, and defensive rnedicine 

with the perceived changes in practice due to medico-legal concerns. 

The findings frotn my research are presented in the seven publications that make up 

Chapters 4-1 0. These were published during the time of my candidature. The first study was a 

stnall pilot which infom1ed the method for the larger two studies. 

The p ublications and their location in this thesis are set out below. 

1 Legal risk is used here to refer to the doctors' understanding of the law as it relates ro mistakes and adverse 
• pauent outcomes. 

• • 
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Chapter 4: The New South Wales Health Care Complaints pilot study 

Nash L, Curtis 8, Walton M, Willcock S, Tennant C. The response of doctors to a 

formal complaint. Australasian Psychiatry. 2006; 14: 246-250. 

Aim: To investigate doctors' emotional response to a complaint to the New South Wales 

Health Care Complaints Commission (HCCC) and doctors' understanding oflegal risk. 

Method: Sixty-nine doctors who were the subject of a complaint to the HCCC were sent a 

questionnaire two weeks after they were notified of the complaint. The questionnaire included 

demographic details, number of previous complaints, the General Health Questionnaire-28 

(Goldberg 1998) to measure psychiatric morbidity using the case identification method2
, 

Sheehans disability scale (Leon et al1997) to measure disability in work, social and family 

life, the Eysenck Personality Questionnaire (Eysenck et al 1991) to measure personality traits, 

and the Attitude to Helping Others scale (Webb et al 2000) as a measure of altruism. A set of 

questions were also designed to measure the doctors' perceptions oflegal risk. 

Key results: Sixty-nine surveys were sent and 40 doctors responded (response rate 60 

percent). Thirty-eight per cent of respondents met case identification for psychiatric morbidity 

using the General Health Questionnaire (Goldberg 1998). There was minimal functional 

impairment of work, social or family life. All doctors scored highly on the attitude to helping 

others scale. There was a significant correlation between higher number of educational 

meetings attended and reduced number of complaints (r=0.56; p<O.OOI). 

The questions assessing doctor's perception oflegal risk appeared to have acceptable construct 

validity and showed that many doctors misunderstand legal risk. 

2 
Case identification for risk of psychiatric morbidity is based on a combined score of more than 4 for the total 
questionnaire. The questionnaire has 28 items and uses binary scoring for each item with the two least 
symptomatic answers scoring 0 and the two most symptomatic answers scoring l. 
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Method modification for the later studies: This pilot study informed the method of the 

subsequent studies. The Health Care Complaints Commission (HCCC) controlled the mailing 

of the questionnaires for confidentiality reasons, and it is likely that some doctors may not 

have been sent the questionnaire as the sample was considerably smaller than was anticipated. 

Receiving the questionnaire two weeks after notification of the complaint may also have been 

too early to assess the impact ofthe complaint on the doctor. The distribution method and 

timing of the survey needed to change. A cross sectional design was used for the later studies 

rather than relying on each subject requiring their own timeline. Therefore, once the sample 

was chosen, all doctors in that sample were sent the questionnaire at the same time. The 

Attitude to Helping Others measure (Webb et a! 2000) was not found to be a discerning 

measure as all respondents scored very highly. It was not used subsequently. The Alcohol Use 

Disorders Identification Test (AUDIT) (Saunders et al 1993), to measure potentially alcohol 

use, was added to the subsequent studies. The questions in relation to perceptions oflegal risk 

were expanded for the larger studies to include changes in the practice of medicine due to 

medico-legal concerns. These items were chosen from the international literature investigating 

defensive medicine. 

Chapters 5, 6 and 7: The Australian General Practitioner study 

Three publications report the findings of this study. The aims and methods are described here, 

followed by a summary of the individual publications and their key findings. 

Aims of the Australian General Practitioner Study (The GP Study): 

• To investigate the difference in psychiatric morbidity and alcohol use between 

Australian general practitioners (GPs) who had experienced a medico-legal matter with 

those who had not (Chapter 5). 
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• To investigate Australian GPs' understanding of! ega! risk and their perceived practice 

changes due to medico-legal concerns. GPs who had experienced a medico-legal 

matter were compared with those who had not (Chapter 6). 

• To investigate the the personality traits of Australian GPs and their gender, work 

practice arrangements, and history of medico-legal matters. GPs who had experienced 

a medico-legal matter were compared with those who had not (Chapter 7). 

Method for the GP study: A cross sectional postal survey was sent to 1239 GPs who were 

insured with a major medical insurance company in Australia. There were two sources of data. 

The main source was from the survey which included: 

• Demographic information 

• Experience of a medico-legal matter with any medical defence organization3 

• Psychiatric morbidity measured by the General Health Questionnaire (Goldberg 1998). 

• Potentially hazardous alcohol use measure by the Alcohol Use Disorders Identification 

Test (Saunders eta! 1993). 

• Personality traits measured by the Eysenck Personality Questionnaire (Eysenck et al 
1991 ). 

• The doctor's understanding oflegal risk 

• Changes to their practice of medicine due to medico-legal concerns 

The second set of data was extracted by the collaborating medical insurance company from 

their database. This included age, sex, proceduralist or not, and number and type of medico-

3 
This was defined as a claim for compensation for damages, complaint to a healthcare complaints body, medical 
board inquiry, disciplinary hearing, Health Insurance Commission (HIC) inquiry, hospital dispute, 
pharmaceutical services inquiry, Medicare fraud inquiry, anti-discrimination board inquiry, coronial inquiry 
and criminal charge. 
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legal matters experienced with that company. Respondents were compared with non

respondents on age, sex, proceduralist or not, and experience of medico-legal matters. 

Response rate: there were 566 respondents out of 1239 GPs who were mailed the survey (46 

percent response rate to survey). 

Chapter 5: Psychological morbidity in the GP study 

Nash L, Daly M, Johnson M, Walter G, Walton M, WillcockS, Coulston C, Van Ekert 

E, Tennant C. Psychological morbidity in Australian doctors who have and have not 

experienced a medico-legal matter: cross-sectional survey. Australian and New 

Zealand Journal of Psychiatry. 2007; 41:917-925. 

Key results: Fifty-nine per cent of respondents to the survey reported experiencing a medico

legal matter, with 13 percent having a current matter. Those with a current matter reported 

increased levels of disability (in work, social or family life) and higher levels of psychiatric 

morbidity ( 45 percent vs 27 percent GHQ case identification rates ) compared to those with no 

current matter. Male respondents drank significantly more alcohol than female respondents, 

and male respondents with current or past medico-legal matters had significantly higher levels 

of alcohol use than male respondents with no experience of medico-legal matters. 

Chapter 6: Change in practice due to medico-legal concerns in the GP study 

Nash L, Walton M, Daly M, Johnson M, Van Ekert E, Walter G, WillcockS, Tennant 

C. GPs' concerns about medico-legal issues- How it affects their practice. Australian 

Family Physician. 2009;38:66-70. 

Key Results: GPs with experience of a medico-legal matter were more likely than their 

colleagues with no experience to report that the law required them to make perfect decisions 

and that medico-legal concerns made them consider early retirement from medicine. They 
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were also less likely to believe that inadequate communication is a factor in most complaints. 

GPs' concerns about medico-legal matters caused them to practice defensive medicine 

for example ordering more tests than they believed clinically required (73 percent) and 

referring to specialists more than usual (66 percent) due to medico-legal concerns. However 

some potentially safer changes were also made for example implementing systems to track test 

results more than usual (70 percent); and communication of risk to patients more than usual 

(68 percent). Thus medico-legal concerns can cause potentially beneficial and potentially 

detrimental changes to the practice of medicine. 

Chapter 7: Personality of doctors and association with medico-/ega/ matters 

Nash L, Daly M, Johnson M, Coulston C, Tennant C, van Ekert E, Walter G, Willcock 

S, Walton M. Personality, gender and medico-legal matters in medical Practice. 

Australasian Psychiatry. 2009;17:19-25. 

Key Results: Male respondents had significantly higher psychoticism scores than females 

using the Eysenck Personality Questionnaire (psychoticism refers to being "tough minded" not 

psychotic) and females had significantly higher neuroticism scores than males, as in 

community samples. 

Males who reported a medico-legal matter had higher neuroticism scores than males 

who did not report medico-legal matters. This was not the case for females. However, for 

males, this pattern was not replicated when considering data from the medical insurance 

company. Either the higher neuroticism males were over inclusive in reporting their 

experience, or they had other matters with other medical insurance organisations. Either way, 

there was no consistent pattern regarding personality traits and experience of medico-legal 

matters. 

Would the findings reported in the GP study relating to changes in practice, 
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understanding oflegal risk and morbidity associated with GPs experiencing a medico-legal 

matter be representative of a larger and broader sample of Australian doctors? This was 

investigated in the final study. The larger size of the final study and the representative sample 

of Australian doctors make the findings convincing particularly as they are similar in most 

areas, to the findings of the GP study. 

Chapters 8, 9 and 10: The large Australian study of specialist~~ GPs and trainees 

Three publications report the findings of this study. The aims and methods are described here 

followed by the key findings of the three publications. 

Aims of the large study of specialists, GPs and trainees: There were three aims of the large 

study: 

• To investigate the factors associated with Australian doctors' involvement in medico

legal matters (chapter 8). 

• To investigate whether having a current medico-legal matter is associated with 

psychiatric morbidity and hazardous alcohol use in Australian doctors (chapter 9). 

• To explore the perceived impact of medico-legal concerns on how Australian doctors 

practise medicine. Doctors who have experienced a medico-legal matter are compared 

with those who have not (chapter 10). 

Method used in the large study of specialists, GPs and trainees: A cross-sectional postal 

survey was sent to 8,360 Australian doctors (specialists, general practitioners and trainees) 

insured with a major medical insurance company. The method of the GP study was used with 

three additions: a larger and broader sample of doctors were surveyed, respondents were asked 

for number and type of medico-legal matter they had experienced and the collaborating 

insurance company was able to measure response rate for each specialty group. 

Xlll 



Response rate: There were 2,999 respondents out of 8,360 doctors who were mailed the 

survey (36 percent response rate to survey). 

Chapter 8: Factors associated with Australian doctors experiencing a medico-legal matter 

Nash L, Kelly P, Daly M, Walter G, van Ekert E, Walton M, WillcockS, Tennant C. 

Australian doctors' involvement in medico-legal matters: a cross-sectional self-report 

study. Medical Journal of Australia. 2009; 191:436-440. 

Key results: Sixty-five per cent of respondents had been involved in a medico-legal matter at 

some time, and 14 percent were involved in a current matter. The two most common types of 

medico-legal matters were claims for compensation, experienced by 31 percent of 

respondents, and complaints to a health care complaints body, experienced by 30 percent of 

respondents. Rates of each type of medico-legal matter per specialty group are reported. A 

multivariate logistic regression analysis of factors found that doctors were more likely to be 

involved in medico-legal matters if they were male, worked in high-intervention areas of 

medicine (surgery and obstetrics/gynaecology), and worked long hours. These Australian 

findings concur with the international literature. 

Chapter 9: Psychiatric morbidity and alcohol use in Australian doctors 

Nash L, Daly M, Kelly P, van Ekert E, Walter G, Walton M, WillcockS and Tennant 

C. Factors associated with psychiatric morbidity and hazardous alcohol use in 

Australian doctors. Medical Journal of Australia. 2010; 193: 161-166. 

Key results: Factors significantly associated with psychiatric morbidity in doctors were 

having a current medico-legal matter, not taking a holiday in the previous year, working long 

hours and having personality traits of neuroticism or introversion. 

Factors significantly associated with potentially hazardous alcohol use in doctors were 
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being male, aged between 40 and 59 years, solo practitioners, having personality traits of 

neuroticism or extraversion and failing to meet Continuing Medical Education requirements. 

Chapter 10: Change of practice due to medico-legal concerns in Australian doctors 

Nash L, Walton M, Daly M, Kelly P, Walter G, Van Ekert E, WillcockS, Tennant C. 

Perceived practice change in Australian doctors as a result of medico-legal concerns. 

Medical Journal of Australia. 2010; 193: 579-583. 

Key results: Respondents reported changes in practice due to medico-legal concerns, with 43 

percent of clinicians stating that they refer patients to other health professionals more than 

usual, 55 percent stating that they order tests more than usual and II percent stating that they 

prescribe medications more than usual due to medico-legal concerns. Respondents also report 

improved communication of risk to patients (66 percent), increased disclosure of uncertainty 

(44 percent), better systems for tracking results (48 percent), and better methods for 

identifying non-attenders (39 percent) and tor auditing clinical practice (35 percent) due to 

medico-legal concerns. 

Thirty-three percent of respondents thought about giving up medicine, 32 percent 

considered reducing hours of work and 40 percent considered retiring early due to medico

legal concerns. These were all significantly greater for doctors who had experienced a medico

legal matter than those who had not. 

This Australian study, like international studies, confirms that doctor's concerns about 

medico-legal issues impacts on the practice of medicine in a variety of ways, potentially 

beneficial and potentially detrimental. There is a greater perceived impact on those doctors 

who have experienced a medico-legal matter. 
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Chapters 11 and 12 

This new Australian research, similar to the international literature, finds that doctors' 

involvement in medico-legal matters is a time of heightened stress and that Australian doctors 

perceive they change their practice due to medico-legal concerns. The tindings from my three 

studies are compared with the international literature in chapter II, and the conclusions and 

recommendations are made in chapter 12. 

The tindings from this research will inform doctors, universities, medical colleges and 

medical insurance companies in Australia about doctors who are the subject of a 

complaint/claim/inquiry. The doctors' experience of medico-legal matters, as documented in 

this thesis, may also inform future discussions about systems of health care complaint and 

compensation in Australia. 
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CHAPTER 1: Background to the medico-legal environment 

The literature overwhelmingly portrays that tnedico-legal matters are low frequency 

high stress events for doctors. ··Medico-legal matters" in this thesis includes claims for 

compensation for negligence, complaints against the doctor, and inquiries fo r exarnple 

coronia I inquests. Most of the literature is about doctors' experience of claims for 

compensation for negligence and coo1plaints with little reporting of Australian doctors' 

experience of n1edico-legaltnatters. This thesis is about doctors· etnotional responses to 

n1edico-legal n1atters and changes in their practice of 1nedicine in response to n1edico-legal 

concen1s: it is not about the law. 

My research, for the first time, provides the Australian evidence on doctors · responses 

to medico-legal matters. This can be used to develop appropriate education of the medical 

workforce on these in1portant issues. 

1. Background to the thesis 

Adverse patient outcotnes occur in health care, regardless of intent and quality of care 

provided (Wilson et al 1995; Bre1man et al 199 1; Leape 1994, Vincent et al 2001 ). Patients 

n1ay be ha1med, or experience inadequate treatment, or be dissatisfied with no adverse 

outcome, causing them to seek redress through medico-legal processes against a doctor. Since 

the late 1980s, forn1al con1plaint mechanisrns for health care have operated in all Australian 

states and terTitories in addition to the right of patients to seek cornpensation as a result of 

claims of tnedical negligence. A 1ninority of patients clairn compensation when there has been 

no wrongful treatn1ent (Localio et al1991, Brennan et al 1996, Runciman et al 2003, Studdert 

et al 2000), or complain when there has been no cause for co1nplaint (Health Care Complaints 

Commiss ion 2008-09 annual report). Bad outcotnes cause distress tor all concerned, not only 

for the patient and their fami ly, but also for the doctor, and their family (Wu 2000). The 

tnedico-legal processes of complaints, clai1ns and inquiries are distressing for doctors 
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regardless of the cause or the outcome. There is international evidence ofthis distress, but no 

Australian evidence. 

2. Aims of the thesis 

This thesis explores the psychological response, change in practice and understanding of 

medico-legal matters in Australian doctors. Three major areas were investigated: 

• The factors associated with Australian doctors' involvement in medico-legal matters. 

• The association between a current medico-legal matter and psychiatric morbidity and 

hazardous alcohol use in doctors. 

• The perceived impact of medico-legal concerns on how Australian doctors practise 

medicine. Doctors who have experienced a medico-legal matter are compared with 

doctors who have not. 

The tina! aim of this project is to inform Australian doctors, medical insurance companies, 

Health Care Complaints bodies, medical schools and medical colleges of the study findings, so 

that Australian doctors can be better informed about medico-legal processes and the potential 

impact on their health and practice. This has been achieved in part through publications in peer 

reviewed Australian journals, presentations at national and international conferences, and 

interviews with and articles in the Australian media4
• 

Chapter I covers the background to the medico-legal environment, including the 

tension between tort law and the patient safety movement, the landmark adverse event studies, 

the lack of correlation between negligent adverse events and negligence claims, over-

estimation by doctors of the likelihood of being sued, reasons for claims and complaints and 

4 
For example Australian Doctor 30.4.10; AAP 1.8.10; The Examiner 2.8.10; International Business Times 
2.8.10; MJA insight, 2.8.10; The Sydney Morning Herald 15.11.10; ABC radio 15.11.10; Medical Observer 
19.11.10; 2SER radio 20.11.10. 
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the frequency of these in Australia. Chapter 2 provides the background contextual information 

on psychiatric morbidity and alcohol use in doctors, and whether this impacts on patient care. 

Chapter 3 examines the literature pertaining to the factors associated with doctors who are 

more likely to experience a medico-legal matter, the association between a medico-legal 

matter and psychiatric morbidity and alcohol use in doctors, and changes to the medical 

practice of doctors due to medico-legal concerns. 

3. The medico-legal environment internationally 

Many patients who are injured by negligent care do not receive nor seek compensation. 

Conversely, some receiving compensation have not received negligent care (Localio et al 

1991; Brennan et al 1996, Runciman et al2003, Studdert et al 2000). Another issue with the 

current medico-legal environment is the high financial cost of litigation and the additional cost 

of defensive medicine5 that it encourages (Berstein 2008, Helland 2009). Furthermore, tort law 

promotes a climate of blame and discourages the reporting of errors. Acknowledging errors is 

a prerequisite to learning from them (Donaldson 2003). Finally, it can tum patients and 

doctors into adversaries (Rowe 2004). 

Australia, other Commonwealth countries and the United States of America (USA) 

inherited tort law from the United Kingdom (UK), where compensation for medical harm is 

dealt with by the tort of negligence. A tort is a wrongful act or wrongful omission that causes 

harm. Negligence6 is the specific tort involved in medical litigation (Donaldson 2003). The 

common law of torts awards damages to a patient when his or her doctor is found to have 

acted negligently (Kessler 2006). 

The doctor's medical indemnity insurance is a form of liability insurance that 

5 Defensive medicine is medical practice based on the fear of legal liability rather than on the best interests of the 
patient (Kessler et al2006, Studdert et al2005). 

6 Negligence refers to a failure to exercise reasonable care and skill, as defined in the Commonwealth of 
Australia Review of the law of negligence (lpp et al2002). 
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indemnifies doctors for financial loss from actions against them as a result of their 

professional duties. 

There are other systems for resolving negligence which share little in common with 

tort law. For example, in Taiwan medical negligence is part of the criminal law (Lin 2009). In 

that country between 2000 and 2004 one doctor was found guilty every 3 months of the crimes 

of delayed or missed diagnoses, or surgical complications. This is the highest criminal rate of 

doctors in the world (Lin 2009). In Europe, Italy has the highest number of doctors subject to 

criminal proceedings for medical negligence. Traina, writing from Italy, believes that this has 

led to an increase in defensive medicine7 (Traina 2009). 

No-fault compensation systems8 operate in Sweden, Denmark and New Zealand. The 

Chief Medical Officer of England, and Chair of the World Alliance for Patient Safety Sir Liam 

Donaldson notes that a no fault system provides more certainty for claimants, provides 

speedier resolution, lowers administration and legal costs, reduces tension between clinicians 

and claimants and there is a greater willingness by clinicians to report errors and adverse 

events (Donaldson 2003). The Nordic systems use an 'avoidability standard', principally 

defined as injury that would not occur in the hands of the best practitioner (Kachalia et al 

2005). In New Zealand, compensation is payable for personal injury caused by medical error, 

negligence, or mishap, or where the consequence is a rare outcome of treatment (Donaldson 

2003). 

4. Conflict between tort law and patient safety 

There is a natural tension between tort law which focuses on compensating individual 

patients for their bad outcomes usually against an individually named doctor, and safety in 

7 Defensive medicine is discussed more extensively in chapter 3. 

8 No fault compensation schemes are an alternative to tort law for providing financial compensation for injuries. 
Generally negligence does not need to be proven although most schemes retain a test of causation and many 
also have tests of avoidability (Donaldson 2003). 
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health care with its primary focus on quality improvement. Tort law requires harm to be 

directly attributed to the actions of a person. Runciman argues that blaming well intentioned 

people for errors in health care drives the problem of iatrogenic harm underground (Runciman 

et al 2003). 

Professor Merrilyn Walton, the former Commissioner of the Health Care Complaints 

Commission ofNSW stated that errors will always be made, but if the focus is always on the 

actions of individuals, the opportunity to improve the system is lost (Walton 1998). 

Similarly, Studdert described a "clash" between tort law and the patient safety 

movement with this clash undermining efforts to improve quality (Studdert et al2004). May 

argues that efforts to prevent error must address clinicians' fear of malpractice litigation, as 

this is an obstacle to reporting and discussing medical mistakes (May et al 200 I). 

To inform Australian doctors of the reality of medico-legal matters is one of the 

purposes of this thesis. This may reduce some of the fear and misperception that currently 

exists. 

5. Adverse events studies and their correlation with negligence claims 

The Quality in Australian Health Care Study (Wilson et al 1995), together with the 

Harvard Medical Practice study (Brennan et al1991), were groundbreaking studies that 

systematically revealed the nature and scale of iatrogenic harm in healthcare. Other countries 

have done similar studies (table I). The Australian (Wilson et al 1995) and the US adverse 

events studies (Brennan et al 1991, Thomas et al 2000) will be further discussed as well as the 

US (Localio et al1991, Studdert et al2000), New Zealand (Bismark et al2006) and Swedish 

studies (Pukk-Harenstam et al 2009) that analyse proportions of negligent care that have 

resulted or not resulted in a claim of negligence against doctors in the US, or compensation 

payments in New Zealand and Sweden. 
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Table I : Data on Adverse Events in Health Care from Several Countries (World Health Organization 
Exec utive Board 109111 session, provisiomll agenda item 3.4, 5 December 2001 EB 109/9 in Walton 2004). 

Study Number of Number of Adverse Study focus 
(date of 

admissions) 
hospital adverse event rate 

I United States (Harvard Medical 
Practice Study) (Brennan et a11991) 

2 United States (Utah-Colorado stLtdy) 
(UTCOS) (Thomas et al 2000) 

Acute care 
hospitals ( 1984) j 

Acute care 
hospitals (1992) 

Acute care 
hospitals (1992) 

admissions even~ _ (%) 

30,195 I , 133 3.8 
I 

I 

14,565 475 3.2 

14,565 787 5.4 
3 United Srates (Utah-Colorado study) 

(UTCOSt 
-t- -- - - I ·-- - -1 

L 

4 
Australia (Quality in Australian Health 
Care Study) (QAilCS) (Wilson er al 
1995) 

5 Aust1·alia (Quality in Australian HealU1 
Care Study) (QAHCS)b 

6 United Kingdom (Vi ncent C et al 
200 1) 

7 
Denmark (Schi0ler T , et al 2001) 

Acute care 
hospitals ( 1992) 

Acute care 
hospitals (1992) 

Acute care 
hospitals 

( 1999-2000) 

Acute care 
j hospitals (1998) 

14, 179 2,353 16.6 

14,179 I ,499 I 0.6 

I ,0 14 119 11.7 

I ,097 176 9.0 

" Utah -Colorado study revised. used the same methodology as the Quality in Australian Health Care Study 
(harmonising the four methodological discrepancies between the two srudies). 

b Quality in Australian Health Care Study revised, used the same methodology as Utah-Colorado srudy 
(hannonising the four methodological discrepancies between the two studies). 

tudies 3 & 5 present the most directly comparable data for the Utah-Colorado study and the Quality in 
Australian Health Care Study 

-1 

-

Wilson and colleagues' (1995) Quality in Australian Health Care Study retrospectively 

audited medical records of 14,179 admissions to 28 hospitals in the states of New South Wales 

and South Australia in 1992. They aimed to estimate the adverse event rate defined as patient 

injury resulting in disability or longer stay caused by health care management. Adverse events 

resulting in disability or longer stay were encountered in 17 percent of admissions. Fifty-one 

percent of the adverse events were considered preventable. Resolution of the disability within 

12 months occurred in 77 percent, permanent disability occulTed in 14 percent, and death was 

the outcon1e in five percent of the adverse events (Wilson et al 1995). This study used a 

broader definition of adverse events than other adverse events studies, and this 1nay pat1ly 

explain their higher rate of adverse events (Vincent 1999). Wilson et al also hypothesised that 

record keeping may have been different, also adding to their higher rate of adverse events 

7 



(Wilson et al 1995). 

The earlier landmark Harvard Medical Practice Study (Brennan et al 1991) aimed to 

estimate the incidence of adverse events and negligence in hospitalised patients. They defined 

an adverse event as an injury that was caused by medical management that prolonged the 

hospitalisation and or produced a disability at the time of discharge, or death. Negligence was 

defined as care that fell below the standard expected of doctors in their community. A 

retrospective medical record audit of31,121 randomly selected hospital records was 

undertaken from hospitals in New York State in 1984. Adverse events occurred in 3.7 percent 

ofhospitalizations. Negligence was the cause of27.6 percent of adverse events. Seventy- one 

percent of these adverse events gave rise to disability lasting less than 6 months, 2.6 percent 

caused permanent disability and 13.6 percent led to death. The percentage of adverse events 

attributable to negligence increased in the categories of more severe injuries (P<O.OOOl) 

(Brennan et al 1991 ). 

A further arm of the Harvard study by Localio and colleagues (1991) matched the 

medical record sample of the above study with state-wide data on medical malpractice claims. 

Patients who filed claims were identified and compared with the review of their medical 

records regarding the injuries to patient caused by adverse events. There were 280 patients 

who had adverse events caused by medical negligence. Only eight (three percent) of these 

filed a claim for medical malpractice. Therefore 97 percent of all adverse events due to 

negligence in this study did not result in malpractice claims. The authors concluded that the 

civil-justice system only infrequently compensates patients injured by medical negligence and 

rarely identifies and holds providers accountable for substandard care (Localio et al 1991 ). 

There was poor correlation between the actual occurrence of negligent adverse events 

and negligence claims. A subsequent study by Brennan and colleagues (1996) explored this 

further by following 51 malpractice suits for I 0 years to assess the ability of malpractice 
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litigation to make accurate determinations compared with their previous assessment of the 

case. Forty-six of the 51 malpractice cases after I 0 years had been closed. Of these, 24 were 

originally identified as involving no adverse event yet 10 of these were settled for the plaintiti 

Likewise six of 13 cases classified as involving adverse events but no negligence were settled 

for the plaintift; yet only five of nine cases in which adverse events were due to negligence in 

their assessment were settled for the plaintiff. Seven of eight claims involving permanent 

disability were settled for the plaintiff. In a multivariate analysis, disability was the only 

significant predictor of payment (P = 0.03). There was no association between the occurrence 

of an adverse event due to negligence (P = 0.32) or an adverse event of any type and payment 

(P = 0.79). Thus the severity of the patient's disability, not the occurrence of an adverse event 

or an adverse event due to negligence, was predictive of payment to the plaintiff (Brennan et 

a! 1996). 

The Utah and Colorado study of 1992 used the Harvard Medical Practice study method 

to measure the incidence of adverse events and negligent adverse events (Thomas et a! 2000). 

Fifteen thousand hospital discharges were reviewed. There was a total of475 adverse events 

found which when weighted to the population of each state gave an estimate of adverse events 

occurring in 2.9 percent of hospitalizations (Thomas et al2000). 

In Utah, 33 percent of these adverse events, and in Colorado 27 percent, were due to 

negligence. Death occurred in 7 percent of adverse events and 9 percent of negligent adverse 

events. Forty-six percent of adverse events were attributed to surgeons and 22 percent of these 

were negligent, and 23 percent of adverse events were attributed to internists with 45 percent 

of these found to be negligent. Adverse drug events comprised 19 percent of all adverse 

events. The incidence and types of adverse events in Utah and Colorado in 1992 were similar 

to those in New York State in 1984 (Thomas et a! 2000). 

A revisiting of 14,700 of the Colorado and Utah files compared negligent care found in 
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the file audit with malpractice claims in the states of Utah and Colorado from 1992 to 1996 

(Studdert et al2004). There were 18 claimants who matched the tile review study sample. Of 

these claims, 14 were made in the absence of discemable negligence and 10 were made in the 

absence of any adverse event. Ninety-seven percent of patients who suffered negligent injury 

did not sue. Non-claimants were more likely to be Medicare recipients, low income, older than 

75 and to have suffered minor disability as a result of their injury. Thus again there was poor 

correlation between actual medical negligence and malpractice claims in Utah and Colorado, 

as in the New York study (Harvard Medical Practice Study). Paradoxically, in these studies, 

when a doctor was sued, there was often non-negligent care according to the file audit data 

(Studdert 2000). Factors other than substandard care play a role in determining who uses the 

malpractice system and who receives compensation from it (Studdert 2000). 

The question of whether the law of medical negligence meets its key objectives of 

compensation and deterrence was the focus of a subsequent study by Studdert and colleagues 

(2006). They reviewed a random sample of I ,452 closed malpractice claims. They found no 

verifiable medical injuries for 3 percent of the claims with 84 percent of these (31 of37) 

resulting in no compensation paid. Thirty- seven percent of the claims did not involve errors, 

and 72 percent of them (350 of515), did not result in compensation. However, they found that 

payment of claims not involving errors occurred less frequently than did the converse-- non

payment of claims associated with errors. Overall, claims not involving errors accounted for 

13 to 16 percent of the system's total monetary costs. For every dollar spent on compensation, 

over half (54 cents) went on administrative expenses (including lawyers, experts and courts). 

They concluded that the overhead costs of malpractice litigation are exorbitant (Studdert et a! 

2006). 

These studies highlight a mismatch between claimants' assertions of negligence and 

actual negligent care. The no fault New Zealand system was examined by Bismark and 
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colleagues (2006 ). They linked the national claims database (Accident Compensation 

Corporation) with medical records reviewed for adverse events in public hospitals in 1998 in 

the New Zealand Quality ofHealthcare Study to estimate the percentage of eligible patients 

who claimed no-fault compensation. Only three percent (6/210) of eligible patients claimed. It 

appears that under-claiming occurs in both no-fault and negligence systems (Bismark 2006). 

The Swedish system was reviewed by Pukk-Hiirenstam and colleagues in 2009 through 

national malpractice claims and hospital discharge data. Swedish malpractice claims are 

handled administratively and claimants are compensated if an independent physician review 

confirms that their injury resulted from medical error. A total of23,364 inpatient malpractice 

claims tiled between1997 to 2004 from hospitals reporting 11,514,798 discharges were 

examined. The overall claims rate was 0.20 percent and 50 percent of these filed claims were 

eligible for compensation (Pukk-Hiirenstam et al 2009). 

6. Doctors over-estimate the likelihood of being sued 

Doctors fear the litigious environment as shown in Schnattner and colleagues' 1996 

study in which the threat of litigation was perceived as the most severe work related stressor in 

a survey of 464 Australian GPs with 296 respondents (64 percent response rate) (Schattner et 

a! 1996). There are a number of studies that find doctors overestimate the risk of being sued. 

Two of these studies will now be discussed. 

In New York, Lawthers and colleagues (1989) surveyed I ,823 doctors about their 

perceptions of being sued with 739 respondents (41 percent response rate). Actual rates of 

being sued were based on 1986 claims data from the New York State Department of Health 

and 1986 data on number of doctors. Respondents compared with non respondents tended to 

be older, male, and were more likely to have had law suits against them. The respondents 

perceived that 60 percent of negligent adverse events lead to suits, which is 20-30 times higher 

than the actual risk of being sued for negligent adverse events found in the Harvard Medical 
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Practice Study (Localio et a! 1991 ). The respondents estimated the risk of being sued in one 

year as 19.5 out of I 00 doctors which was approximately 3 times the actual rate for the state of 

New York (Lawthers eta! 1992). 

More recently, Elmore and colleagues (2005) studied mammogram reporting by 

radiologists in three US states to assess the relationship between perceptions of medical 

malpractice and actual experience for screening mammography. Surveys were sent to 181 

radiologists with 139 respondents (77 percent response rate). Responses were linked to 

557,143 screening mammograms between 1996 and 2001. Sixty-four out of 122 (52 percent) 

reported they had experienced a malpractice claim, and 18 out of 122 ( 15 percent) reported 

mammography-related claims. There were no significant differences between the respondents 

and non-respondents for sex, number of years since graduation and no significant difrerences 

in interpreting screening mammograms such as recall rate of patients. Forty-eight percent of 

respondents estimated a probability of 30 percent or higher of being sued in the next five years 

if they were interpreting mammograms full time. However, in reality only nine percent of 

radiologists had a claim filed against them in the five years between !997 and 2001. 

Respondents who had a claim filed against them, estimated the probability of being sued in the 

next five years as 50 percent or higher (Elmore 2005). 

These two studies indicate that perception of risk is out of step with reality. One 

explanation by Carrier and colleagues (201 0) is the human tendency to overestimate the risk of 

rare events and to be fearful of unfamiliar risks that are potentially catastrophic, or difficult to 

control. Doctors perceive lawsuits to be such events. In addition, doctors tend to view lawsuits 

as random events, not necessarily related to the quality of care provided (Carrier eta! 201 0). 

The correlation studies between negligent care and negligence claims (Brennan et a! 1996, 

Studdert et al2000, Localio et al1991, Studdert et al2006) would support that view. 
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7. Why do people complain or claim for compensation 

This section briefly looks at the reasons for complaints and claims from various points of 

view. Although this is not directly related to the thesis aims, it is of interest to the topic more 

broadly. 

From the patient/family's perspective: 

Daniel and colleagues surveyed 500 complainants who had complained to the NSW 

Health Care Complaints Commission with complaints finalized in 1996-7. Response rate was 

63 percent with 290 complaints about doctors. The complaints from the complainants 

perspective were about clinical care (64 percent), rudeness or poor communication (22 

percent), and unethical or improper behaviour (14 percent) (Daniel et al1999). 

Vincent and colleagues (1994) surveyed patients and relatives who initiated legal 

action for medical negligence in the UK (n=227) and found the reasons were not solely 

monetary. The decision to take legal action was determined not only by the original injury, but 

also by insensitive handling and poor communication after the original incident. Fifty percent 

of the cohort said the reasons for making a claim included seeking an admission of fault, to 

prevent a recurrence or to have an investigation. Forty to 49 percent of the cohort nominated 

wanting an apology or to make health providers understand what happened. Thirty to 39 

percent of the cohort wanted to be told what happened, to show that the other side cared, to 

hear the other side, to achieve change, to improve quality or to receive compensation (Vincent 

eta! 1994). 

Mulcahy's study of 117 UK claimants found similar reasons. The first priority was 

compensation for more than a third. Other reasons were a wish to prevent the same thing from 

happening (52 percent), the provision of an apology (44 percent), for the other side to 

understand their concerns ( 40 percent), a desire for someone to show that they cared about 

what happened (35 percent), to hear the other side (28 percent), to talk through the issues (27 
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percent), to enable arrangements for subsequent treatment (27 percent), and the opportunity to 

meet the other side (25 percent) (Mulcahy 2003). 

As discussed above, Brennan and colleagues (1996) found the most significant 

predictor of a successful payment to the plaintiff was not negligent care, but the severity of the 

patient's disability. Thus degree of disability, regardless of negligence, is another reason for 

pursuing a claim for compensation. 

From the doctor's per~pective: 

Cunningham and colleagues' New Zealand study of201 doctors who had received a 

complaint, asked the doctor for their view of the reason for the complaint, giving them a list 

from which they could choose any number of reasons. The major reasons were errors in 

practice of medicine (33 percent), errors in communication (14 percent), actions of a third 

party (nine percent), fraudulent activity (eight percent), a personality clash (eight percent) and 

"own behaviour" eg inappropriate language, sexually inappropriate behaviour (seven percent) 

(Cunningham et al2003). 

From the medical expert'sper~pective: 

An analysis of over 500 claims for compensation submitted from solicitors between 

1984 and 1994 in the UK for medical expert opinion on potential medico-legal claims in 

obstetrics and gynaecology found 46 percent of the claims were "misguided allegations", 19 

percent were incompetent care, 12 percent errors of judgment, nine percent lack of expertise, 

seven percent failure of communication, six percent poor supervision and one percent 

inadequate stafling (B-Lynch et al 1996). 

From the insurers' perspective: 

The Physician Insurers Association of America (PIAA) has been collecting 

standardized data from the majority of US medical insurance companies since 1985. Conklin 
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and colleagues (2008) examined the PIAA data with regard to gastroenterologists. From 1985-

2005, 2384 (1 percent oftotal claims) were for gastroenterologists. The top four identified 

reasons for gastroenterologists having a claim for compensation against them were "error in 

diagnosis" in 28 percent, "improper performance" of a procedure in 25 percent, no designated 

"medical misadventure" in 19 percent, and "failure to supervise or monitor case" in nine 

percent. Of the 1764 gastroenterologists claims with identified medical misadventures that 

were closed, a resolution was reported among 1069 of them and these included settlement in 

72 percent, involuntary dismissal in 15 percent, judgment for the defendant in nine percent and 

judgment for the plaintiff in two percent. The majority of claims within gastroenterology were 

settled out of court (Conklin et al2008). 

Conklin and colleagues make the point that malpractice litigation is not as widespread 

or ominous as doctors fear. Small numbers of cases within gastroenterology were actually paid 

to the plaintiff. However, this does not reflect the psychological impact on the doctor, or the 

impact on the practice of the doctor (Conklin et al2008). These two items are discussed in the 

literature review, and are investigated with regard to Australian doctors in the three studies 

that make up chapters 4- 10. The impact on the patient is acknowledged but is not the focus 

of this thesis. 

Communication inadequacies: 

The literature repeatedly finds poor communication a reason for claims and 

complaints. If this is the case, then the best strategy is prevention- enhance the 

communication skills of practitioners (Anderson et a! 2001, Bark et a! 1997, Clinton and 

Obama 2006, Hickson et al 2002, Ramirez et a! 1996). 

Medicine deals with individual people with individual responses to illness, disease and 

treatment. In addition, doctors can make mistakes, misjudge a decision, or practice systems 

may not adequately support them. Some incidents may injure a patient, and of these, some 
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may result in a claim or complaint. But not all claims or complaints arise from an injury: they 

may arise from dissatisfaction with treatment when expectations have not been met. Advice 

from the Australian Medical Council includes that doctors can minimise the potential risk to 

their patients and to themselves by providing competent care, maintaining effective 

communication with their patients, carers and with health professionals and keeping accurate 

records( Australian Medical Council, 2009). 

8. The frequency of medico-legal matters in Australia 

8.1 Complaints and disciplinary processes 

There are multiple similar mechanisms for registering a complaint about a doctor in 

Australian states and territories. New South Wales (NSW) is the most populous state, and 

where the majority of respondents to my studies practice. NSW mechanisms include patients, 

carers and others making a complaint direct to the doctor, the health service ( eg hospital, 

group practice), the Medical Board of Australia (commenced in July 2010), the Medical 

Council of New South Wales (previously the New South Wales Medical Board), or to the 

NSW Health Care Complaints Commission (HCCC). The HCCC was the site of my pilot 

study (Chapter 4), and is an established path for complaints. 

Complaints to the NSW Health Care Complaints Commission (HCCC) 

The Health Care Complaints Commission (HCCC) and the Medical Council of New 

South Wales (the Medical Board of New South Wales prior to July 2010) consult on 

complaints received by either body. The 2008-9 Annual report of the HCCC to the Medical 

Board ofNSW reports that 1,270 complaints were received about doctors out of30,694 

registered medical practitioners in NSW (four percent). Of these complaints, 47 percent were 

not considered serious and were discontinued, 21 percent were referred for direct resolution 

between the parties and 19 percent were referred to the NSW Medical Board for further action 

for treatment, communication or professional conduct. Eleven percent were referred for 
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investigation because they raised a significant issue of public health or safety, or appropriate 

care or treatment, or that they would be likely to justify disciplinary proceedings, or were 

considered to be gross negligence (Health Care Complaints Commission Annual report to 

Medical Board, 2009). Fifty-six percent of these "further investigated complaints" were 

referred to the NSW Medical Board for disciplinary action (Medical Council ofNSW, NSW 

Medical Board Annual Report 2009). 

Disciplinary matters with the New South Wales Medical Board in the year 2008-9 

The following Medical Board processes are relevant to this thesis: urgent suspensions 

in the public interest, Medical Tribunal hearings, and review by a Professional Standards 

Committee. These are reported in the 2008-09 Annual Report of the New South Wales 

Medical Board which is around the time of my large study. In NSW the complaint 

mechanisms for doctors remains substantially the same since the commencement of the 

Medical Board of Australia in July 2010. 

Urgent suspensions in the public interest 

The New South Wales Medical Board had the power to either suspend a practitioner 

for up to eight weeks, or to impose conditions upon their registration in the public interest 

under section 66 of the Medical Practice Amendment Act 2008 (NSW). 

The Board conducted 40 section 66 proceedings and 15 reviews during the year 2008-

2009. Proceedings related to issues of prescribing, drug use, boundary crossing, criminal 

charges, impairment, capacity to practice, treatment, and breaching of registration conditions. 

Eleven doctors were suspended, 21 had conditions imposed on their registration and six 

matters were resolved or no further action required (Medical Council ofNSW, NSW Medical 

Board Annual Report 2009). 
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Medical Tribunal hearings 

Twelve complaints were determined by the Medical Tribunal in 2008/09 for 

complaints relating to prescribing, breach of conditions, sexual misconduct, boundary 

crossing, criminal conviction and impairment. Eight doctors were de-registered, two 

practitioners were reprimanded and had conditions imposed on their registration, one 

practitioner had conditions imposed and one practitioner was reprimanded (Medical Council 

ofNSW, NSW Medical Board Annual Report 2009). 

Professional Standards Committee hearings 

Nineteen doctors were referred to a Professional Standards Committee during 2008/09 

and 14 hearings were held concerning patient management, prescribing, financial inducement, 

diagnosis and treatment, clinical error, competence, record keeping, impairment, medical 

certificates and boundary crossing. Twelve doctors had unsatisfactory professional conduct 

findings, all of whom were either reprimanded or had registration conditions imposed. Two 

matters were referred to the Medical Tribunal and in three matters the complaint was 

dismissed or no orders made (Medical Council ofNSW, NSW Medical Board Annual Report 

2009). 

Considering there were over 30,000 registered doctors in the state of New South Wales 

during the 2008-09 reporting period, these are low numbers of disciplinary matters, but 

significant due to their level of seriousness tor the public and the doctor. Medical Board 

inquiries and disciplinary hearings were included in the definition of medico-legal matters in 

my GP study and my large study of2,999 Australian doctors. 

Hospital complaints in Australia 

All states and territories in Australia have hospital complaints mechanisms. Taylor and 

colleagues (2004) retrospectively analysed all the complaints to 25 metropolitan and 42 rural 

hospitals ( 67 hospitals in total) in the state of Victoria between 1997 and 200 I. Over 
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13 million patients presented to the hospitals during this period, and 26,785 complaints were 

lodged resulting in an overall complaint rate of 1.42 complaints/! 000 patients. Twenty-nine 

percent of complaints related to communication (poor attention, discourtesy, rudeness), 29 

percent related to access to healthcare (inadequate service, treatment delays) and 23 percent 

related to inadequate treatment. Eighty-five percent of complaints were resolved. Apologies to 

the complainants resolved 28 percent and explanations a further 28 percent (Taylor et al 

2004). 

8.2 Claims for compensation 

These figures are not easily available as they are regarded as 'commercial in 

confidence' by the medical insurance companies. United Medical Protection, which was 

previously the largest medical insurer in Australia prior to it's merger with Avant reported that 

two percent of general practitioners faced a medical negligence claim each year (Bird 2000). 

Avant, the current largest insurer in Australia, insures over 30,000 doctors from all 

Australian states and territories (Avant 2008-09 Annual report). Their term claim includes 

civil claims for damages (ie claim for compensation), and non-civil claims such as 

professional conduct matters, coronia! inquests, criminal proceedings, employment disputes, 

Medicare investigations and other non-compensable matters. In June 2009 Avant had 4,607 

claims under management, and I, 790 claims were finalised during that year. Thus five percent 

of doctor members had a claim closed that year. Thirty percent of these were claims for 

compensation in 2007-08 and 27 percent in 2008-09. 

In my large study of 2,999 doctors (Chapters 8, 9 and 10), claims for compensation and 

complaints were the most frequent medico-legal matters, followed by inquests. 

8.3 Inquests 

Inquests are conducted by coroners and investigate the manner and cause of death. 

Under Section 128 of the NSW Coroner's Act 1980, deaths are reported to the coroner for 
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deaths in hospitals, deaths within 24 hours of administration of an anaesthetic or as a result of 

an anaesthetic, death of a patient on leave under the Mental Health Act and any sudden or 

unnatural death. The Coroner decides if an inquest will occur (New South Wales Government 

law link website, 20 I 0). 

In 1997, the National Coroners Information System was established to collect 

information from all state and territory coroners. The NSW Coroner's office does not keep 

statistics on the number of inquests that specifically relate to medical care9 and nor does the 

National Coroners Information System 10
. I was therefore unable to ascertain the frequency for 

inquests involving medical care in Australia or NSW. 

Thus the frequency of medico-legal matters for Australian doctors is not easy to 

determine. However, in Chapter 5, I report the frequency of medico-legal matters from my GP 

study and in Chapter 8 the frequency of each type of matter is reported by specialty from the 

self report data of the large study of 2,999 doctors. 

9. Lack of Australian empirical evidence 

In 2002 Ipp et al reviewed the Australian Law of Negligence for the Australian 

Government. They noted that their findings were guided by submissions of anecdotes and 

personal experience due to a dearth of empirical evidence. 

Similarly, Kessler et a! (2006) reviewed empirical studies of the effects of tort law on 

medical care in the USA, UK and Australia. They found systematic evidence of defensive 

medicine in the USA and UK, but there was a lack of actual evidence in Australia. My studies 

now provide the Australian empirical evidence regarding doctors' experience of and response 

to medico-legal concerns that can now be used in such reviews. 

9 Personal communication with the NSW Coroners Court 16 Sep 2010. 
10 Personal communication with the National Coroners Information System, I 0 Nov 20 I 0. 
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CHAPTER 2: Psychiatric morbidity and alcohol use in do-ctors 

Doctors are nototiously neglectful of their health despite theiJ comparatively good 

income, security of employtnent, high status and satisfying work (Holn1es, l997). The 

physical health of doctors is far better than tnany occupational groups but their mental health 

is not; they are n1ore prone to anxiety and depression, suicide and alcohol and substance 

n1isuse than to comparable occupational groups (Johnson 1991, Holmes 1997, Wallet al 1997, 

Graham 1997, Tyssen et al 2002, Bruce et al 2003, Fitth-Cozens 2007, Schen:tbamtner et al 

2004). The aphorisn1 "Physician heal thyself' ' (I<ing Jan1es Version, Luke 4:23, 1975) alludes 

to the ability of doctors to heal others while sometimes not being able to acknowledge their 

own i ll health or to seek treahnent. Son1e doctors respond to their own ill health by denial , 

alcohol, drugs or overwork (Holmes, 1997). 

This chapter has four sections. In the first section, the epidemiology of psychiatric 

Inorbidity, alcohol 1nisuse and personality traits in conm1unity san1ples are discussed. The 

second section addresses psychiatric n1orbidity in doctors. The third section discusses 

hazardous alcohol use in doctors. The final section addresses how psychiatric n1orbidity in 

doctors may in1pact on patient care. 

1. Psychiatric morbidity and alcohol misuse in community samples 

The 2007 Australian National Sw-vey of Mental Health and Wellbeing surveyed 8,800 

Australians aged 16-85 years and found 22 percent of fen1ales and 18 percent of n1ales 

experienced mental disorders in the 12-Inonth period. Females experienced higher rates of 

anxiety than males (18 percent compared with 11 percent) and affective disorders (7 percent 

c01npared with 5 percent). Males had over twice the rate of substance use disorders than 

females (7 percent compared with 3 percent) (Australian Bureau of Statistics 2007). 

Kessler and colleagues' (1993) national co-n1orbidity study in the USA likewise found 

fetnales had hjgher rates of affective and anxiety disorders c01npared with males and that 
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males had higher rates of substance use disorders than females. Specifically, females had a 1.7 

times higher rate of depression than males. Epidemiological studies consistently find that 

females have higher rates of depression than males (Kessler eta! 1993). 

However, depressogenic stressors appear to be different for males and females as 

found by Kendler and colleagues (2001) in their study of same and mixed sex twins. Females 

reported more interpersonal stressful life events whereas males reported more legal and work

related stressful life events (Kendler et a! 200 I). 

Tennant's review of depression in community samples found that stressors explained 

as much, if not more of the variance in depression as genetic factors, with personality having 

an additional moderating effect (Tennant 2002). 

Personality profiles of community samples consistently find gender differences. 

Typically females have higher neuroticism (or sensitivity) scores and males have higher 

psychoticism (or tough mindedness) scores. Lynn and colleagues ( 1997) compared 3 7 nations 

measuring extraversion, psychoticism and neuroticism using the Eysenck Personality 

Questionnaire (Eysenck et all991). Females had higher neuroticism mean scores than males 

in all countries, and males had higher psychoticism mean scores in 34 countries and higher 

extraversion mean scores in 30 countries (Lynn et a! 1997). 

Like community samples, factors associated with psychiatric morbidity in doctors are 

stressors (at work and outside of work), personality factors, and family history (Willcock eta! 

2004; Johnson 1991; Tyssen et al2002; Newbury-Birch et al2001). 

Multiple measures have been used to measure psychiatric morbidity, personality and 

alcohol use in doctors. Goldberg's General Health Questionnaire (GHQ) is commonly used to 

research psychiatric morbidity in doctors. It is a sensitive and well validated screening tool to 

detect common non-psychotic psychiatric morbidity by considering symptoms over the 

previous 2 weeks. It has four subscales: somatic symptoms; anxiety and insomnia; social 
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dysfunction; and depression. Case identification for risk of psychiatric morbidity is based on a 

combined score of more than 4, using binary scoring for each question (with the two least 

symptomatic answers scoring 0 and the two most symptomatic answers scoring I) (Goldberg 

1998). 

The Eysenck Personality Questionnaire (EPQ) has been used to study the personalities 

of doctors. It is a valid and reliable self-report questionnaire measuring three major 

dimensions of personality: extraversion, with a low score representing introversion; 

neuroticism measuring emotional instability or sensitivity; and "psychoticism" measuring 

tough mindedness and, at the extreme, lack of empathy (Eysenck et al 1991 ). Despite the 

name, psychoticism is not a measure of psychotic symptoms. These two measures (GHQ and 

EPQ) were used in the three studies of this thesis. 

The World Health Organisation's Alcohol Use Disorders Identification Test (AUDIT) 

(Saunders et al 1993) has been used to assess potentially hazardous alcohol use in doctors. The 

AUDIT was developed from a WHO collaborative project across 6 countries to develop a 

screening instrument for hazardous and harmful alcohol consumption. It is a reliable and valid 

I 0 item questionnaire of alcohol consmption, drinking behaviour and alcohol related 

problems. Responses to each question are scored from zero to four with a total of eight or 

more meeting case identification for potentially hazardous drinking (Saunders et all993). The 

AUDIT was used in the second and third studies of this thesis. 

Particular studies of psychiatric morbidity and alcohol use in doctors will now be 

discussed as a background to chapter 3 where the literature of the emotional response of 

doctors to a medico-legal matter is reviewed. 
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2. Psychiatric morbidity in doctors 

2.1 Gender 

The findings for gender differences in psychiatric morbidity in doctors are not 

consistent. In addition, stressors are experienced differently by male and female doctors as is 

also the case in community samples (Kendler et a! 2001 ). 

Firth-Cozens' early work on doctors' health in 1986 surveyed 92 female junior 

doctors. High levels of depression were reported. Stressors included overwork, conflicts 

between career and personal life, relationships with consultants, making decisions, sexual 

harassment at work, lack of female role models, prejudice from patients, and discrimination 

by senior doctors (Firth-Cozens et a! 1990). This may be difterent now, with shorter hours for 

junior doctors in Europe under the European Working Time Directive (Firth-Cozens 2007), 

and with the increase in proportion of female doctors over the last thirty years the lack of 

female role models, discrimination and sexual harassment may have reduced. 

Three prospective studies compared psychiatric morbidity in males and females from 

medical students to doctors: Firth-Cozen's prospective study from England (1998), Tyssen 

and colleagues Norwegian study (2001), and Willcock and colleagues Australian study 

(2004). They all found no significant gender difference in rates of psychiatric morbidity. 

Firth-Cozen's (1998) longitudinal prospective study over 10 years of302 doctors in 

England with 224 respondents (72 percent response rate), 131 of whom were GPs. These male 

and female GPs had different predictors for depression from time 1 as medical students, to 

time 2 as GPs 10 years later. For men at time I, depression and self criticism were significant 

predictors of depression at time 2. For time 2, hours of sleep was a significant predictor, but 

not work hours or alcohol use. For women, the time 1 measure of sibling envy was a 

significant predictor of depression at time 2, but depression was not, nor self criticism. At 

time 2, alcohol use was a significant predictor for women, but not hours of work or sleep 
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(Firth-Cozens 1998). 

There are several cross sectional studies that examine gender differences using case 

identification for psychiatric morbidity using the GHQ. Ramirez and colleagues (1996) survey 

of 1133 UK hospital consultants with 882 respondents (78 percent response rate) found that 

females had significantly higher rates of case identification than males (females 37 percent 

and males 23 percent). Wall and colleagues (1997) study of25,352 British National Health 

system workers with 11,637 respondents (estimated response rate for the estimated received 

questionnaires was 61-65 percent) similarly found that female doctors had significantly higher 

case identification rates for psychiatric morbidity than male doctors (females 36 percent and 

males 24 percent) (Wall 1997). Likewise the study of I 09 pre-registration house officers in 

England again found higher rates of case identification for psychiatric morbidity in females 

than males using the GHQ (38 percent females and 24 percent males) (Newbury-Birch eta! 

2001 ). 

The above UK figures from several studies are remarkably similar. In Australia, Bruce 

and colleagues' (2003) small survey of94 senior medical staff in a major Australian hospital 

with 54 respondents (57% response rate) reported that females worked fewer professional 

hours (33.4 compared to 54.7 hours for males), but they did more hours in domestic work 

than males. There was little difference in case identification for psychiatric morbidity using 

GHQ-28 with 44 percent for females and 39 percent for males (Bruce eta! 2003). 

Rey and colleagues (2004) surveyed a much larger sample of all 2059 Australian 

psychiatrists with 1039 respondents (50 percent response rate) to examine levels of work 

satisfaction and stress. GHQ was not used in this survey. Dissatisfied psychiatrists were II 

times more likely to report feeling stressed than satisfied doctors, and females were more 

likely than males to be dissatisfied (17 percent v I 0 percent) (Rey et al2004). 

Suicide rates in female doctors have consistently been found to be higher than female 
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non-doctors, with findings less clear for males. Schemhammer and colleagues' (2004) meta

analysis show modest increase for male doctors compared to the general population (1.41 OR 

95%CI 1.21-1.65) and higher increase for women compared to the general population (2.27 

OR 95% CI 1.90-2.73). However, they note that it is possible the female data is elevated by 

publication bias (Schemhammer et al 2004). 

Are there confounding variables beyond these conflicting gender results, such as hours 

of work, age, marital status, specialty, taking a holiday or having a current medico-legal 

matter that impact on psychiatric morbidity? This is investigated by a multivariate logistic 

regression in my large study of 2,999 Australian doctors (Chapter 9). 

2.2 Age and marital status 

Older doctors and those co-habiting appear to be at less risk of psychiatric morbidity 

in the medical workforce. Several studies from different countries report variations on this 

theme. Younger doctors, particularly women, often have the double load of busy family and 

professional life. Guthrie highlights that married male doctors are often supported in the home 

by their wives, but married female doctors often shoulder the stressors at home and at work 

(Guthrie 1997). However, partnering for both sexes seems to confer advantages. 

Being single was a predictor of mental health problems in the Norwegian junior doctor 

study (Tyssen et al2001). Divorce in a Japanese study of587 female doctors with 367 

respondents (63 percent response rate) was associated with higher levels of psychiatric 

morbidity measured by the GHQ, as was younger age (Hayasaka et al2007). 

Ramirez and colleagues ( 1996) study of 882 UK specialists found that being 55 years 

or younger and being single were independent risk factors for burnout. Similarly, a study of 

853 vascular and colorectal surgeons in the UK with 501 respondents (59 percent response 

rate), with 92 percent males, found that partnered surgeons had lower psychiatric morbidity, 

and younger surgeons were more likely to have higher levels of depersonalization (Sharma et 
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al2008). 

In Australia, Willcock and colleagues' cohort of interns found that single interns were 

significantly more emotionally exhausted than partnered interns (Willcock eta] 2004). 

Peisah and colleagues' Australian study found that doctors over 50 years of age 

reported lower levels of psychological distress compared with those younger than 50 years 

using the Kessler-! 0 psychological distress scale (Peisah et al 2009). 

Younger doctors are usually in the early and stressful stages of their careers and, 

particularly for women, this is often the most demanding stage of family life. Again, multiple 

factors need to be considered for psychiatric morbidity in doctors. 

2.3 Personality traits 

Gabbard in 1985 described a common compulsive triad in the personality of many 

doctors, with doubt, guilt feelings, and an exaggerated sense of responsibility. This can lead to 

difficulty relaxing, reluctance to take vacations from work, problems allocating time to 

family, difficulty setting limits and guilt feelings that interfere with the healthy pursuit of 

pleasures (Gabbard 1985). 

To assess personality in my three studies, neuroticism, extraversion and pscyhoticism 

were measured. Studies that investigate those personality traits in doctors with their 

satisfaction at work and psychiatric morbidity are addressed below. 

McManus and colleagues' (2004) 12 year longitudinal study of I ,668 UK medical 

graduates from five medical schools found higher stress levels were associated with 

neuroticism, introversion, and low conscientiousness. Extraversion, with being more open to 

experience, and agreeableness were found to confer advantages to work. Satisfaction with 

medicine related directly to the personality traits of greater extraversion and lower 

neuroticism (McManus et al 2004). Low satisfaction with work has been associated with 

distress (Rey 2004, Coomber et al 2002) and depression (Coomber et al2002). 
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Neuroticism and introversion are consistently found to be risk factors for psychiatric 

morbidity. In Newbury-Birch's study (2001) of pre-registration house officers in the UK, 

stress, anxiety and depression for both males and females were significantly correlated with 

neuroticism scores on the Eysenck Personality Questionnaire. Mean neuroticism scores for 

women were nearly twice that of men. Stress, anxiety and depression scores were also 

significantly correlated with introversion in women but not men (Newbury-Birch et al2001a). 

The personality trait of neuroticism was a predictor of mental health problems in 

junior doctors from measures taken four years prior as medical students in Norway (Tyssen et 

al2001). Similarly, the personality trait of neuroticism was predictive of high disability using 

Sheehan's disability scale (Leon eta! 1997), in the Australian longitudinal study11
• 

Thus the personality traits of neuroticism and introversion are associated with higher 

risk of psychiatric morbidity. This was also the case in my study of2,999 doctors (Chapter 9). 

1.4 Work related stressors 

There are multiple work-related stressors in medical practice. In addition to those 

mentioned above, recurrent and overlapping themes are: overwork (Ramirez et a! 1996, Firth

cozens eta! 1990, Firth-cozens eta! 1998, Bruce eta! 2003), overload between work and 

home (Ramirez et a! 1996, Firth-Cozens et a! 1990, Firth-Cozens et a! 1998, Coomber et a! 

2002, Bruce et al 2003) feeling poorly resourced eg lack of beds (Ramirez eta! 1996, 

Coomber et al2002, Rey 2004), long hours of work (Coomber et al2002; Richardson eta! 

2003), night duty (Hayasaka eta! 2007), time pressure to see patients (Schattner eta! 1998), 

poor team work (Kivimaki 200 I), poor relationships with seniors (Firth-Cozens 1998), job 

responsibility (Firth-Cozens 1998), and mistakes and litigation worries (Firth-Cozens 1998; 

Richardson eta! 1993, Rey eta! 2004, Schattner eta! 1998). Several of these studies will be 

discussed further to highlight particular issues for example, contrary findings in Tyssen and 

11 Personal communication (Nov 201 0) with Prof Simon Willcock of Willcock et al2004. 
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colleagues' Norwegian study (2001 ), witnessing suffering compared to other work stressors 

(Ramirez 1996), the correlation between dissatisfaction with career, and distress and 

depression (Coomber eta! 2002), and stressors in two Australian studies (Kalucy 2002, and 

Schattner et a! 1998). 

Interestingly, Tyssen and colleagues' (2001) prospective longitudinal study of360 

Norwegian medical students to fourth year junior doctors, did not find that lack of sleep, 

hours of work or gender were linked to an increase in psychiatric morbidity in junior doctors. 

However, they did find that 17 percent of the sample of junior doctors reported mental health 

problems, but only less than half(42 percent) of the junior doctors who reported mental health 

problems sought professional help (Tyssen et al2001). 

The suffering of patients which doctors witness and try to alleviate, contributed less to 

the stress of 882 UK hospital consultants than other work related stressors such as overwork, 

overload between work and home, or lack of resources (Ramirez 1996). Of particular note 

was that doctors with high levels of psychiatric morbidity were more likely to respond to 

stress by increasing their alcohol, working longer hours and eating less healthily and were less 

likely to pursue hobbies/exercise (Ramirez 1996). This is just as Holmes described the 

response of some doctors to ill health earlier in this chapter (Holmes !997). 

Coomber and colleague's (2002) UK survey of 896 Intensive Care Unit doctors with 

627 responses (70 percent response rate) found that dissatisfaction with career correlated 

highly with distress and depression (P <0.01). This finding is similar to Rey and colleagues' 

(2004) Australian psychiatrists study. The Coomber study also reported that twenty doctors (3 

percent) had suicidal thoughts. Psychiatric morbidity measured by the GHQ-12 found 29 

percent of respondents reached case identification, compared with 18 percent of employed 

British adults (Coomber et al2002). The authors note that the mean age of respondents was 

42 years, leaving around 20 years of professional life to continue. Care to reduce stressors on 
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doctors is appropriate for their sake and their patients (Coomber eta! 2002). 

Kalucy (2002) reviewed doctors with drug misuse and or mental health problems 

referred to the Health Committee of the South Australian Medical Board over an 18 year 

period (number of cases not given). Common characteristics of these doctors were long hours 

of work, non-attendance at continuing medical education sessions and few opportunities to 

talk about medicine with colleagues or friends (Kalucy 2002). 

A survey of 464 Australian GPs with 296 respondents (64 percent response rate) 

investigated work related stress in metropolitan GPs and found that GPs working 6 or more 

sessions per week were more likely to be moderately or severely stressed than those working 

fewer sessions. The threat oflitigation was perceived as the most severe work related stressor 

(Schattner et a! 1998). The threat of or actually being the subject of medico-legal matter is a 

work related stressor. The literature on the emotional impact of this is reviewed in chapter 3. 

3. Alcohol use in doctors 

Vaillant et a! in 1972 reported 36 percent of doctors compared with 22 percent of 

matched non-doctor controls were high drug users (defined as heavy drinking, frequent use of 

sleeping pills, amphetamines or tranquillisers) (Vaillant eta! 1972). 

More specifically, Hughes and colleagues (1992) surveyed a random sample of9,600 

doctors, stratified by specialty and career stage, from the American Medical Association rate 

to estimate the prevalence of use of 13 substances among US doctors (59 percent response 

rate). Results were compared with the USA National Household Survey on Drug Abuse. 

Doctors were less likely to have used cigarettes and illicit substances, such as marijuana, 

cocaine, and heroin, in the past year than their age and gender counterparts, but they were 

more likely to have used alcohol, minor opiates and benzodiazepines (Hughes et a! 1992). 

Similarly, Fowlie in 1999 considered the UK report by the Working group on the misuse of 

alcohol and other drugs by doctors (1998) and noted that doctors had a higher than predicted 
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mortality rate tor cirrhosis of the liver, cancer of the liver, alcohol-related diseases, suicide 

and that the misuse of drugs and alcohol was often a major feature of concerns regarding 

conduct, performance, or health of a medical practitioner (Fowlie 1999). 

Factors associated with hazardous alcohol use in doctors include having high 

psychiatric morbidity (Newbury-Birch 2001(b), Taylor 2007), being a surgeon (Rosta 2008, 

Rosta 2005) and like the rest of the community, being male (Rosta 2008, Rosta et al 2005, 

Taylor 2007) and having a family history of alcohol problems (Flaherty et al 1993). 

Newbury-Birch's longitudinal study ofmedica1 students in year 2, year 5 and first 

postgraduate year reported the proportion of respondents drinking above recommended safe 

limits of alcohol (<21 units per week for males, and <14 units per week for females). Mean 

alcohol consumption increased over time with a significantly higher proportion of men than 

women drinking above respective safe limits. The main reason for drinking was recorded as 

pleasure in 92 percent at all three time points and anxiety /stress in 21 percent at time 1, 15 

percent at time 2 and 28 percent at time 3. There was a significant association between higher 

alcohol consumption and higher stress scores. The authors proposed that alcohol and illicit 

drug education should be part of medical education curriculum, and intervention in the 

workplace for students and doctors with alcohol and/or drug problems (Newbury-Birch 2001). 

Similar recommendations were made earlier by Hughes et al (1992) and the UK report 

(Fowlie 1999). 

Several studies have used the AUDIT to investigate the rates of potentially hazardous 

alcohol use in doctors. These are discussed considering gender, specialty, and psychiatric 

morbidity. The AUDIT was used in both my GP study, and large study. 

A study of3139 Finnish primary care doctors with 1909 respondents (60 percent 

response rate) reported 15% of the total cohort reached AUDIT case identification for 

hazardous alcohol use (a score of 8 or more) with seven percent for female and 27 percent for 
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male doctors (Aalto 2006). 

A study of 1,120 Norwegian doctors described the alcohol use of female surgeons 

compared to female non-surgical doctors, and to male surgeons using the AUDIT. Unusually, 

they used a cut off of nine or more rather than eight or more, to indicate hazardous drinking. 

Female surgeons had a significantly higher rate of hazardous drinking compared with female 

non-surgeons (18 percent v eight percent). Being a surgeon (for males and for females), being 

male and being aged 45 years or more were significant predictors of hazardous drinking 

(Rosta et al 2005). 

Rosta's later study of German hospital doctors used a cut down 3 item version of the 

AUDIT (score of 5 or more taken as hazardous alcohol drinking). Twenty percent were 

hazardous drinkers. Being male or in a surgical specialty were significantly correlated with 

hazardous drinking (Rosta 2008). 

A study of 1794 hospital consultants in England in 2002 with 1308 respondents (73 

percent response rate) reported 32 percent reached case identification for psychiatric 

morbidity using the GHQ. These doctors were twice as likely to also reach case identification 

for hazardous alcohol use by AUDIT scores. Male consultants were again more likely to 

reach case identification for hazardous alcohol use (Taylor et a! 2007). 

In summary the evidence shows a higher level of psychiatric morbidity in doctors than 

in community samples. At times of increased stress, some doctors increase their alcohol 

intake (Newbury-Birch 200l(b), Taylor et al2007). Factors associated with hazardous alcohol 

use in my large sample of2,999 Australian doctors are examined in Chapter 9. Mental health 

of doctors is of concern not only for themselves but for their patients (Tyssen et al 2002, 

Fowlie 1999). Doctors with high levels of psychiatric morbidity or alcohol problems may 

provide a lesser standard of care than doctors without these problems (Firth-Cozens et a! 

2003). 
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4. The relationship between psychiatric morbidity in the doctor and patient 
care 

This is a difficult area to investigate as most studies use the doctor's subjective 

opinion of patient care. Three recent prospective studies from the US and two retrospective 

studies are discussed. Fahrenkopt's study is the only one to use an objective error measure. 

Fahrenkopfand colleagues (2008) prospectively studied 123 paediatric residents (from 

total of246, response rate 50%) over a six week period to investigate if a relationship existed 

between depression measured by the Harvard national depression screening day scale (Baer et 

al, 2000 ), burnout measured by the Maslach burnout inventory (Maslach 1996) and 

medication errors measured by an objective chart review. Twenty percent of these junior 

doctors met criterion for depression and 74 percent for burnout. Participants wrote a total of 

6078 medication orders, with 45 errors (error rate 0.7%). Depressed doctors accounted for 6.2 

times as many medication errors per resident month as non-depressed residents (p<O.OOI ). 

There were no significant differences for burnout (Fahrenkopf et a! 2008). This study is small, 

and short in duration, but the findings are striking. However, as McLay et al (2008) state, 

medication errors may well be linked to depression, but Fahrenkopt's study is too small to 

draw this conclusion (McLay eta! 2008). A larger, longer prospective study is required. The 

following two studies are larger and longer, but use a subjective error measure. 

West and colleagues' (2006) prospective longitudinal cohort studyof219 internal 

medicine resident doctors at the Mayo Clinic, USA, with 184 respondents (84% response 

rate), used quarterly surveys for up to three years to assess the relationship between the 

doctors' mental health and self reported perceived errors in patient care. Surveys included 

selt~assessment of medical errors, quality of life, depression measured by the PRIME-MD 

(Spitzer eta! 1994) and burnout measured by the Maslach Burnout Inventory (Maslach eta! 

1996). Making a medical error in the previous 3 months was reported by a mean of 15 percent 

of participants at each quarter. Self-perceived medical errors were associated with a 
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subsequent decrease in quality of life and worsened measures in burnout. Self-perceived 

errors were associated with an odds ratio of screening positive for depression at the 

subsequent time point of3.29 (95% confidence interval, 1.90-5.64). In addition, increased 

burnout was associated with increased odds of self-perceived error in the following three 

months. The authors conclude that seJt:perceived medical errors are common among residents 

and are associated with subsequent personal distress which is then associated with increased 

odds of future self-perceived errors, suggesting that perceived errors and distress may be 

related in a reciprocal cycle (West et a! 2006). 

Further work by West and colleagues (2009) over a longer period with 430 eligible 

internal medicine residents and 380 respondents (88 percent response rate) also measured 

fatigue (self report scale) and sleepiness using the Epworth Sleepiness Scale (Johns 1991) to 

assess the relationship with perceived medical error. Thirty-nine percent reported making at 

least one major medical error during the study period. When factors were modelled together, 

higher levels of distress and fatigue (but not sleepiness) were independently associated with 

self-perceived medical errors (West et al 2009). 

Firth-Cozen's (1997) UK study of225 hospital doctors and general practitioners, 

found that 82 percent reported recent incidents where they considered stress had negatively 

affected their patient care. Half of these concerned lowered standards of care; 40 percent were 

the expression of irritability or anger; seven percent were serious mistakes not causing death; 

and two resulted in patient death. The attributions given were tiredness (57 percent), the 

pressure of overwork (28 percent), depression or anxiety (eight percent), and the effects of 

alcohol (five percent) (Firth-Cozens, 1997). 

The relationship between burnout, depression and perceived major medical errors was 

evaluated with all 24,922 members of the American College of Surgeons with 7905 

respondents (32 percent response rate). Concern that they had made a major medical error in 
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the previous three months was reported by nine percent. Over 70 percent of these surgeons 

attributed the error to individual rather than system factors. Burnout and depression were 

independent predictors of reporting a recent major medical error on multivariate analysis. The 

frequency of overnight call, practice setting, method of compensation, and number of hours 

worked were not associated with errors on multivariate analysis (Shanafelt et a! 201 0). 

Thus we have empirical evidence from prospective and retrospective studies with 

similar findings from two different parts of the world that doctors with higher levels of 

psychiatric morbidity are more likely to report that they have made an error at work 

(Shanafelt et al2010, Firth-Cozens 1997, West et al2009, West et al2006) or are more likely 

to make an error at work (Fahrenkopf et a! 2008). 

This thesis is not directly about adverse events or errors, but medico-legal matters. 

The literature on the impact of complaints and claims for compensation against the doctor 

confirm the profoundly negative effect on the psychological well being of doctors. It appears 

from the literature on psychiatric morbidity in doctors that distress in doctors is a concern not 

just for the doctor, but for their patients. ln addition, some doctors respond to stress by an 

increase in alcohol use. Alcohol is often a major feature of concerns regarding conduct, 

performance or health of a medical practitioner (Fowlie 1999). If medico-legal matters are a 

cause of distress for doctors, then doctors need to be better informed about how best to deal 

with this stress. The next chapter reviews the literature on the factors in the doctor associated 

with having a claim for compensation or complaint made against them; the association of 

psychiatric morbidity and hazardous alcohol use with doctors experiencing a medico-legal 

matter, and the concept of "Defensive medicine" and changes, or perceived changes, in the 

practice of medicine due to doctors' medico-legal concerns. 
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CHAPTER 3: Literature review 

Outline of the chapter 

This chapter begins with a desc1i ption of the literature review method followed by a 

review of the literature related to the study aims listed in chapter l : factors associated with 

doctors having a clai1n or cmnplaint made against the1n; the emotional response of doctors to 

a claim or complaint and finally the concept of defensive medicine and perceived changes in 

the practice due to n1edico-legal concerns. 

Although other types of medico-legal matters are considered in n1y studies, the 

literature focuses on the two main areas of claims for compensation and co1nplaints. The 

llterature is don1inated by studies fron1 the USA, with a smaller number of British studies, 

then some New Zealand, Scandinavian, European, Canadian, Japanese, Iranian and Australian 

studies. 

1. Literature review method 

Searches of the literature were conducted in English using Medline, Etnbase, 

PsyclNFO and Web of Knowledge. The following key words and phrases were used as search 

ten11s, as were synonytn s of those words, and combinations of those words:- tnedical 

negligence, doctors, physicians, malpractice, negligence, con1plaints, medico-lega l, Eysenck 

Personality Questionnaire, EPQ, personality, psychiatric symptoms, depression, alcohol, 

Alcohol Use Disorders ldentification Test, AUD IT, General Health Questionnaire, GHQ, 

practice of medicine, and defensive medicine. Reference and citation lists were checked and 

additional sources came from these. ln addition, librari ans of the University of Sydney, Royal 

N01th Shore Hospital and the New South Wales Insti tute of Psychiatry assisted in refining 

search tetms and or finding sources. FUlther att icles, reports, and books were forwarded to the 

author from experts in the fi eld. Annual repotis of the New South Wales Health Care 
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Complaints Commission (1999, 2001,2003, 2009), and annual reports of the Australian 

medical indemnity companies Avant (2008, 2009) and MDA (2009) were sourced. 

There were no Australian empirical studies on the emotional impact of complaints and 

claims against doctors prior to my studies and there was one small Australian GP study 

(Salem et al2009) on changes in the practice of medicine due to medico-legal concerns 

undertaken after my studies. However, there were studies and commentaries from other 

countries. These studies used two sampling methods: an assessment of doctors in general 

which included a sub-set of doctors who had experienced a claim or complaint; or only 

doctors who had experienced a claim or complaint. Both retrospective and cross sectional 

methods have been used with the literature in the main constituting Levels III and IV 12 with 

evidence comprising cohort studies, retrospective control studies, cross-sectional studies, and 

opinions of respected authorities. 

This literature review focuses on claims for compensation for medical negligence, and 

complaints about doctors in the following three domains: 

I. Factors associated with doctors having a claim for compensation or complaint made 

against them. 

2. Psychological response of doctors to a claim for compensation or complaint. 

3. The concept of"Defensive medicine" and changes in the practice of medicine due to 

medico-legal concerns. 

12 The NHMRC Evidence Hierarchy lists Level I as a systematic review oflevel II studies, Level II is a 
randomized controlled trial for an intervention, or a prospective cohort study for prognosis or aetiology; Level 
111-1 is a pseudo-randomised controlled trial eg alternate allocations, Level III-2 is a comparative study with 
concurrent controls, eg non-randomised experimental trial, cohort study or case-control study, or interrupted 
time series with a control group, or retrospective cohort study for aetiology; Level 111-3 is a comparative 
study without concurrent controls eg historical control study, single arm studies or interrupted time series 
without a parallel control group; or a retrospective cohort study for prognosis, or a case control study for 
aetiology; Level IV is a case series, or cohort study or cross sectional study (NHMRC, 2009). 
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2. Factors associated with claims for compensation or complaints 

The literature overwhelmingly reports that interventional specialties and male doctors 

are associated with higher rates of medico-legal matters with some evidence of an association 

with longer hours of work. There is conflicting evidence regarding overseas trained doctors. 

The literature on these four items will now be reviewed. 

2.1 Specialty 

Claims for compensation and specialty 

Doctors practicing in high intervention areas are more likely to experience claims for 

compensation, complaints and have adverse events (Thomas et a! 2000, Taragin et a! 1994, 

Bark eta! 1997, Hickson eta! 2002, Hickson t a! 2007, Chervenak et al2007, Conklin eta! 

2008, Traina 2009, Klagholz eta! 201 0). Risks in radiology have also increased, with 

mammography claims increasing over the past two decades (Conklin et al2008, Fileni 2010, 

Elmore et a! 2005, Berlin 2005). The majority of the literature is from the USA, with some 

studies from the UK, Italy and New Zealand. 

The Physician Insurance Association of America commenced in 1985 and holds data 

from the majority of insurers in the USA. The frequency of claims per specialty derives from 

the data, with comparative risk per doctor per specialty estimated from the number of doctors 

per specialty from the American Medical Association Physician master file. The surgical 

intervention specialties had the highest claim rate with radiology and radiation therapy the 

highest in the non-surgical1,,>roups (Conklin et al2008) (Table 2). 

Self report surveys are less reliable than insurance database studies due to the potential 

for responder bias and subjectivity of responses. Despite these limitations, the findings of self 

report studies are consistent with the large database studies. 
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Table 2: Calculated Claim Rate for the Top 20 Subspechtlties in Total Claims made in 2005 in the USA 
(Conklin et al 2008). 

Specialty 

Anaesthesiology 

Cardiovascular nnd thoracic surgery 

Cardiovascular, nonsurgical 

Dermatology 

Emergency medicine 

Gastroemerology 

General/fam ily practice 

General surgery 

lntema.J med.icine 

Neurology 

Neurosurgery 

Obstetrics/gynaecology 

Ophthalmology 

Orthopaedic surgery 

Otorninolaryngology 

Paediatrics 

Plastic surgery 

Radiarion lherapy 

Radiology 

Urologic surgery 

Number of drs per 
specialty 

40,494 

4,897 

22,349 

10,593 

29, 144 

12,017 

92,750 

37,857 

154,002 

14,33 1 

5,440 

42,600 

18,870 

24, 140 

9,9 17 

72,288 

7,02 1 

4.378 

33,024 

10,676 

Total claims per 
specialty 

480 

434 

368 

125 

348 

233 

1,338 

1,136 

l ,530 

207 

304 

1,750 

34 1 

l ,039 

238 

346 

329 

L68 

816 

261 

Adjusted claim rate 
per specialty 

1.00 

7.5 1 

1.40 

1.00 

1.0 I 

1.64 

1.22 

2.54 

0.84 

1.22 

4.74 

3.48 

1.53 

3.65 

2.03 

0.4 1 

3.97 

3.25 

2.09 

2.07 

Fellows of the Atnerican College of Obstetri cians and Gynaecologists, known to be a 

high risk group for claims for cornpensation, were sent a Professional Liability Survey in 

2009. Response rate was only 18 percent with 5644 respondents out of 31,665 (Klagholz et al 

201 0). Ninety-one percent of respondents reported experiencing one or rnore professional 

liability claims during their career, with an average 2.7 clain1s per doctor (Klagholz et al 

20 1 0). These results are almost identical to the sa1ne survey in 2006 to Fellows with 89 

percent reporting they had been sued during their careers with an average of2.6 claims per 

doctor (Chervenak 2007). 

Radiology is described in the literature as an area with increased frequency of claims 

over the last 20 years. Extracting from the Phys ician Insurers Association of America data, 

Berlin et al (2005) fo und that fa ilure to diagnose breast cancer had becorne the 1nost prevalent 

cause oftnalpractice in the USA. Elmore and co lleagues' 2005 survey aimed to assess the 
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relationship between radiologists' perception of and experience with medical malpractice in 

Washington, Colorado, and New Hampshire. Radiologists who routinely interpret 

mammograms were surveyed with questions for demographic data, practice environment and 

medical malpractice. The authors linked survey responses to screening mammography 

examinations performed between 1996 and 200 I. The sample population of 181 community 

based radiologists withl39 respondents (77 percent response rate) had interpreted a total of 

557,143 screening mammograms. Sixty-four out of 122 (52 percent) reported they had 

experienced a malpractice claim, and 18 out of 122 (15 percent) a mammography-related 

claim (Elmore et al 2005). 

Fileni (2010) used insurance data in Italy to examine 1,424 claims against radiologists 

from 1993 to 2006. Likewise, an increase in claims was found. Fileni estimated that 44 

percent of Italian radiologists would be the subject of a work related claim over a I 0 year 

period. Similar to the US findings, the wrong reading of a mammogram had the highest 

increase in number of claims in Italy during the time period examined (Fileni 2010). 

In the UK, an earlier study by Bark et a! (1997) also found specialty differences. They 

investigated the experience of litigation in 1011 consultants and senior registrars working in 

acute hospitals in North Thames in England with 747 respondents (76% response rate). Two 

hundred and eighty-eight of the 747 doctors (37 percent) had been involved in litigation at 

some point during their career, with 213 of 440 (49 percent) clinicians in the surgical 

specialties having experienced litigation compared with 76 of331 (23 percent) of doctors in 

the medical specialties (P<O.OO!). Orthopaedics had the highest rate of litigation of all the 

specialty groups with 50 out of 63 (79 percent) having been sued, and obstetrics closely 

followed with 48 out of 63 (76 percent) (Bark et a! 1997). 
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Complaints and specialty 

Hickson and colleagues' (2002) retrospective longitudinal cohort study of 645 general 

and specialist doctors in a large US medical group between 1992 and 1998 analysed 

complaints to the practice. Similar to the above negligence claims studies, they found that 

patient complaints were higher for surgeons than non-surgeons. Interestingly, they correlated 

complaints with law suits, and found that surgeons named in a single lawsuit generated 

significantly more complaints to the practice than surgeons with no lawsuits (P<O.OOl) and a 

similar pattern existed for non-surgeons (p<0.004). 

In New Zealand the rate of formal complaint against doctors increased considerably 

from 1980 to 2000, with the annual rate of complaint in 2000 being 5.7 percent (Cunningham 

et al2003) 13
• Cunningham and colleagues' survey to 1200 New Zealand doctors selected 

using a stratified, systematic sampling technique of vocationally registered general 

practitioners, vocationally registered hospital-based specialists, and general registrants had 

598 respondents (50 percent) with 196 (34 percent) having been the subject of a complaint. In 

contrast to other such studies, they did not find that procedural doctors experienced more 

complaints than non-procedural doctors (Cunningham eta! 2003). 

Thus from the vast majority of these studies from different countries using different 

methods, the interventional areas of medicine have the highest rate of claim tor compensation 

and complaint, with the exception being the New Zealand complaints study which found no 

difference between interventional and non-interventional areas of medicine. 

13 The rate of complaint to the New South Wales Health care Complaints unit in Australia in 2008-09 was four 
percent. It was five percent around the time of the New Zealand study (New South Wales Health Care 
Complaints Commission Annual Reports 1999,2001,2003, 2009). 
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2.2 Gender 

Claims for compensation and gender 

Overwhelmingly the literature shows that male doctors are more likely to be the 

subject of a claim tor compensation, a complaint or be referred to an agency for "performance 

concerns" (Taragin et al 1992, Hickson et al 2002, Cunningham et al 2003, Firth-Cozens 2008, 

Yates 2010). Studies from the USA, New Zealand and the UK are reviewed. Despite their 

varying methods over the last two decades, their conclusions are the same. 

Tara gin and colleagues ( 1992) explored malpractice claims from 1977-1987 in a large 

insurance database of9250 New Jersey doctors considering specialty, age, gender, title, site 

of training, and board certification. Logistic regression found male doctors were three times 

as likely to be in the high-claims group as female doctors (relative risk, 3.1; 99% confidence 

interval, 2.2 to 4.4) (Taragin et al 1992). These are reliable findings as all variables were 

recorded on all members, and the logistic regression was able to take into account all the 

variables. 

Complaints and gender 

Hickson and colleagues' (2002) retrospective longitudinal cohort study of 645 general 

and specialist doctors from a large US medical group between 1992 and 1998 also found that 

complaints were higher for males compared with females (8.8 mean complaints tor males 

compared with 5.0 mean complaints for females (p=O.OJ) ). This study also did not depend on 

seJt:report but on trained stat! responsible tor recording the complaints data. 

Likewise complaints in New Zealand investigated by Cunningham and colleagues by 

cross sectional survey of 1200 doctors with 598 respondents (50 percent response rate) found 

that male doctors were significantly more likely to receive a complaint than females 

(Cunningham et al 2003). 
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Performance concerns and gender 

Concerns about a doctor's performance may not be a medico-legal matter, but it may 

be related. In 2001 the UK National Clinical Assessment Service was established by the 

National Health Service to assess doctors and dentists with performance concerns. Data from 

1772 cases entered in the first four years (2001 to 2005) were analysed and compared to the 

profile of the NHS medical workforce. Women were less likely to be referred to the National 

Clinical Assessment Service than men, and age and specialty differences between men and 

women doctors did not explain the lower referral rate tor women. In 2004 women accounted 

tor 42 percent of the general practitioner medical workforce but only 13 percent of GP 

referrals to the National Clinical Assessment Service, and women accounted for 37 percent of 

the medical hospital and community workforce but only 20 percent of hospital and 

community workforce referrals. Women were under-represented proportionally in all 

specialties (NCAS 2006). 

Firth-Cozens (2008) reviewed the National Clinical Assessment Service report and 

compared the data to published reports of disciplinary, difficulty or medical negligence claims 

over five countries (Norway, UK, USA, Spain, Australia). Women doctors were consistently 

less likely to be disciplined or referred for difficulties (such as alcohol and other drug 

problems, or sexual misconduct) or have claims for compensation made against them, than 

male doctors (Firth-Cozens 2008). 

A more recent report investigated 59 UK doctors who came before the General 

Medical Council for serious professional misconduct. The multi variable analysis showed that 

male sex (odds ratio 9.80, 95% confidence interval2.43 to 39.44, P=O.OOI), and having had 

academic difficulties during their medical school course especially in early years (odds ratio 

5.47, 95% confidence interva12.17 to 13.79 P<O.OOI) were independently associated with 

coming before the General Medical Council tor serious professional misconduct (Yates 
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201 0). 

Thus data from an insurance company in the USA, complaints units in the USA and 

New Zealand, and performance or conduct issues in the UK all find that males are over

represented compared with females. The reasons for this is not explored in this thesis, but 

Firth-Cozens' article on "Doctors with difficulties: why so few women?" discusses the 

possible reasons including whether referring agencies treat males and females differently, or 

whether females as a group have higher communication skills than males as a group (Firth

Cozens 2008). 

1.3 Hours of work 

Long hours of work, poor sleep and overload between work life and home life have 

been linked with an increase in psychiatric morbidity in doctors, and there is some evidence 

that this is linked to errors in medical care (see chapter 2). However, there is little evidence 

about hours of work and medico-legal frequency. 

Hickson and colleagues' (2002) retrospective longitudinal cohort study of 645 general 

and specialist doctors in a large US medical group between 1992 and 1998 measuring all 

patient complaints found that complaint number was positively correlated with volume of 

clinical activity. In South Australia, health impaired doctors with drug misuse or mental 

health problems were found to often work long hours (Kalucy 2002). 

1.4 Overseas trained doctors 

There is conflicting data about the relationship of place of training to medico-legal 

matters and to performance concerns. Taragin and colleagues' (1992) analysis of9,250 New 

Jersey doctors demographic characteristics and medical malpractice claims from the medical 

insurance company database, found no association between claims rate and doctor's site of 

training (Taragin et al 1992). Similarly, Hickson's USA complaint study also found no 

association between country of medical school training and increased rate of complaint 
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(Hickson et al2002). Cunningham and colleagues'(2003) New Zealand cross-sectional self 

report survey of 1200 doctors (598 respondents, 50% response rate) likewise found no 

ditTerence in risk of complaint for those doctors who trained overseas compared to those 

doctors who trained in New Zealand (Cunningham et al2003). 

Contrary to this, the UK National Clinical Assessment service found that overseas 

trained doctors did have a proportionally higher rate of referral for concerns about their 

performance but the report is cautious about conclusions due to incomplete data on this issue 

(NCAS 2006). 

Kalucy (2002) reviewed doctors referred to the health committee of the South 

Australian Medical Board for a potential health problem ( eg drug and alcohol misuse, mental 

illness, general medical problems) over an 18 year period. Like with the National Clinical 

Assessment Service report, health referrals are not medico-legal matters but they may be 

related. Kalucy reported that over half the doctors referred for drug misuse to the South 

Australian Medical Board did not train in Australia (Kalucy 2002). 

Notwithstanding the different methods used in international studies, nearly all report 

high intervention specialties have higher rates of medico-legal matters and male doctors have 

higher rates than female doctors. There is less evidence regarding hours of work and 

association with medico legal claims, and conflicting results regarding the where abouts of 

training. 

With regard to the factors associated with a medico-legal matter in Australia, the 

results of my large study are reported in Chapter 8. The independent variables of gender, 

specialty, age, hours of work, holiday in the past year, and site of training are included in the 

multi variable logistic regression to ascertain the association of these factors with doctors 

experiencing a current medico legal matter. Similar to other studies, doctors were more likely 

to be involved in a current medico-legal matter if they were male, worked in high-intervention 
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areas of medicine (surgery and obstetrics/gynaecology), and worked longer hours. There was 

no association between experiencing a medico-legal matter and being Australian trained or 

not Australian trained. 

3. The emotional response of doctors to a claim or complaint 

Lavery in 1988 drew an analogy between a doctor's reaction to a claim of medical 

negligence and the stages of grief described by Kubler-Ross: denial, anger, bargaining, 

depression and acceptance (Kubler- Ross, 1969). This analogy continues today. 

There are retrospective and current accounts of the emotional response of doctors to a 

claim tor compensation or complaint. The studies include surveys and in depth interviews. 

Emotional response is measured differently in each study. Responder bias is a potential 

feature of these studies as the response rates are often moderate to low. Yet despite the 

different methods, the results are surprisingly similar across ditl'erent continents. The 

literature on doctors' emotional responses to claims for compensation for negligence and for 

complaints is considered here. Studies from the USA, UK, Canada, New Zealand and Iran are 

reviewed. 

3.1 A claim for compensation 

Research led by Sara Charles and colleagues in the USA in the 1980's was a 

cornerstone for ongoing research in this field. First they surveyed a sample of doctors who 

had been sued tor malpractice between 1977 and 1981 to understand the impact of litigation 

on doctors (Charles et al 1984). The second study involved a survey of a sample of doctors 

(both sued and not sued) to ascertain if the concerns generated in the first study were due to 

actually being sued (Charles et al 1985). The third study concerned doctors who were sued in 

1985 and went to trial to investigate the emotional response of doctors to the trial in 

comparison to other phases of the legal process (Charles et all998a). Finally, tor greater 
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depth of information, they interviewed a subset of doctors who had been sued (Charles et al 

1988). 

Their tirst study (Charles et al 1984) was a random sample of 450 doctors from 5135 

Chicago doctors named in a malpractice law suit in the period 1978-1981 in The Cook 

County Jury Verdict Reporter. There were 154 respondents (34 percent response rate) and 

some respondents had more than one suit in the 5 year period. There were approximately 

17,000 doctors who practiced in Chicago at the time. The questionnaire focussed on the 

perception of the impact of litigation on their professional practice and personal lives. It 

sought demographic and professional data, agreement or disagreement with 20 statements 

reporting common psychological reactions of doctors being sued, 33 physical and 

psychological symptoms from the current Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III) and legal process and outcome questions. Respondents reported the 

current stage oflitigation as: period of discovery in 88; suit dropped in 39; settled in 30; trial 

verdict in favour of the doctor in 6; and there were no cases where there was a trial verdict in 

favour of the plaintiti 'Major depression' type symptoms were reported by 39 percent (56 of 

143) and 'adjustment disorder' type symptoms were reported by 20 percent (29 of 143). 

Nineteen ( 15 percent) reported a general loss of confidence as a doctor. Fifty-seven percent 

(77 of 135) believed that they and their families had suffered as a result oflitigation. Eight 

percent (11 of 135) reported a new physical illness during the legal process including 2 

percent (three of 135) having a myocardial infarct during the time oflitigation and seven 

percent ( l 0 of 136) had an exacerbation of a previous! y diagnosed illness. The authors 

conclude that a malpractice suit was a serious and often devastating event in the personal and 

professional life of the respondent doctors causing psychological distress, undermining 

confidence and career satisfaction and the quality of the traditional doctor-patient relationship 

(Charles et al 1984). 
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Their second survey of 1000 randomly selected Chicago doctors sought to compare 

the responses of both sued and not sued doctors. There were 346 respondents (3 7 percent 

response rate to survey) and 194 doctors had been sued (56 percent). Both the concern about 

and actual litigation were found to cause emotional distress. However, sued doctors reported 

significant! y more symptoms of depressed mood, inner tension, anger and frustration than 

non-sued doctors (Charles et a11985). 

Charles and colleagues then surveyed doctors who had been sued for medical 

malpractice in 1985 who went to trial (Charles et al 1988a). They were able to contact 107 of 

the 122 doctors who went to trial that year with 64 respondents ( 60 percent response rate). 

Favourable verdicts were received by 72 percent. Ninety-seven percent reported emotional 

and or physical reactions to the legal process. Sixteen percent found the trial the single most 

stressful stage oflitigation whereas 52 percent indicated the entire period or a combination of 

stages was most stressful. Inner tension was reported by 86 percent, depressed mood by 80 

percent, frustration by 78 percent and anger by 70 percent. In addition, guilt feelings were 

common in those who lost the case. Almost two- thirds reported decreased satisfaction with 

their careers (Charles et al 1988a). 

Charles and colleagues further delved into the doctors' responses by interviewing a 

subset of 51 sued doctors about their emotional reaction to being sued. Twenty-three percent 

identified litigation as their most stressful life experience and of these, 45 percent reported 

symptoms suggestive of major depression (Charles 1988b ).The majority of suits filed against 

the doctors resulted in no payment to the plaintiff thus an adverse outcome itself was not the 

most significant issue (Charles et al 1988b). 

This series of studies paved the way for other researches to consider the impact of the 

medico-legal process on the doctor in the USA and other countries. Their methods of in-depth 

interview or self- report surveys are the methods used in subsequent studies. 
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Martin and colleagues (1991) surveyed 620 doctors (sued and not sued) insured with a 

major malpractice insurer in the USA, with 273 respondents (44 percent response rate). Like 

Charles' series of studies, they aimed to investigate psychological sequelae of malpractice 

litigation but in addition they wanted to know whether there was variation in symptoms over 

time, ditlerences in specialty responses, differences in solo or group practitioners' responses, 

and differences in gender responses. A higher proportion of respondents than non-respondents 

had been sued (59 percent of respondents, 34 percent ofinsurees) and high risk groups were 

also over-represented (eg obstetrics 14 percent of respondents v 9 percent of all insurees). 

Similar to the Charles studies, they found that malpractice litigation was a major life 

trauma. They also found that stress symptoms were highest during the first two years after the 

lawsuit, and even after two years their stress symptoms remained greater than non-sued 

doctors. Stress increased in those with cases pending or multiple suits. There were no 

statistically significant ditlerences in distress according to specialty or solo v group practice. 

Females were less affected than males and used more active coping strategies. It was 

hypothesized that females may be better able to mobilize active coping or may validate 

themselves by other aspects of their lives while sense of self in males is more powerfully tied 

to occupation. Those who saw litigation as a job hazard and not an attack on their ability as 

doctors were better able to use adaptive coping mechanisms such as improved office 

practices. This group also minimized negative coping, such as self: blame, and were more 

active participants in their defence. The authors conclude that malpractice is a major life 

trauma that should be dealt with as any other trauma by using coping strategies such as 

knowledge of the psychological consequences, cognitive reframing and collegial and personal 

supports (Martinet al1991). 

Similarly, Wenokur and colleagues (1991) investigated the emotional impact of 

malpractice suits in 2,210 randomly selected Michigan State Medical Society members with 
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746 respondents (34 percent response rate). This study probed further into coping styles. 

Sixty-five percent of respondents had experienced at least one lawsuit. Eleven percent of 

doctors who had been sued admitted to increased alcohol use or self medication with 

narcotics, anxiolytics, or antidepressants. Thirty-one percent felt a sense of relief talking 

about their malpractice experience, and seven percent saw a mental health professional as a 

result of malpractice-related emotional trauma. The author concluded that the emotional 

impact of litigation must be acknowledged by doctors as part of self care to be able to provide 

optimal care to their patients (Wenokur et a! 1991 ). 

The themes of distress and negative coping are similar to the English study by Bark 

and colleagues (1997). A postal survey of I 0 II consultants and registrars in acute hospitals in 

the North Thames explored the impact of litigation on these doctors. Of the 747 respondents 

(76 percent response rate) 288 (3 7 percent) had experienced litigation. Anger, distress, and 

feeling personally attacked were common responses as well as feeling isolated from 

colleagues and unsupported by management (Bark et a! 1997). 

The perception of damage to reputation was a focus in Cook and colleagues' (1992) 

postal survey in Canada exploring the experience and attitude to malpractice litigation in 287 

Canadian doctors. There were 171 respondents (60 percent response rate). This was made up 

of99 out of 139 specialists (71% response rate) and 72 out of 148 primary care doctors (49 

percent response rate). Damage to reputation by a finding of negligence was thought to have a 

major long term etTect by 69 percent of primary physicians and 72 percent of specialists. Even 

if there was no liability found, 45 percent of primary care doctors and 46 percent of specialists 

rated the damage as substantial in the short term and 41 percent of primary care doctors and 

38 percent of specialists rated the damage as substantial in the long-term (Cook et al 1992). 

A recent study in Iran (Saberi et al 2009) used the method and questionnaire of my 

NSW Health Care Complaints Commission study (Chapter 4) to investigate the psychiatric 
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morbidity of Iranian doctors with a current law suit. The study population was 497 doctors 

who had a claim of negligence that commenced between March and August 2007. There were 

385 respondents to the questionnaire (response rate 78 percent). Seventy-six per cent of 

participants (293 out of385) reached case identification for psychiatric morbidity using the 

GHQ-28. This rate is much higher than the Iranian general population (19 percent case 

identification) and Iranian non-sued general practitioners (36 percent case identification) 

(Saberi et al 2009). This result is also considerably higher than all other GHQ results reported 

in this thesis. They report their method of calculating to be the usual method for case 

identification. 

3.2 A complaint 

The emotional response of doctors to complaints and to claims for compensation is 

comparable. Two English complaints studies from the 1990's, one a qualitative interview 

study, and the other a postal questionnaire had similar findings. Jain's (1999) interview study 

of the emotional response of 30 British general practitioners to complaints found three stages 

of response: 'initial impact', 'conflict' and 'resolution'. The impact stage was a sense of 

'being out of control', a feeling of shock, panic and indignation towards patients generally. 

The conflict stage included conflicts around professional identity, conflicts with family and 

colleagues, and conflicts arising from the management of the complaint. This was 

accompanied by feelings of anger, depression and suicidal ideation. The resolution stage 

involved defensive practice or, for some, plans to leave general practice. There was no 

resolution for a minority. Complaints were rarely perceived as learning experiences (Jain 

1999). 

Mulcahy's postal survey of 848 English consultants in Oxford with 443 respondents 

(52 percent response rate), 246 of whom received at least one complaint, reported responses 

to complaints as irritation in 52 percent, worry in 42 percent, concern in 38 percent, surprise 
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in 38 percent, annoyance in 37 percent, anger in 33 percent, distress in 32 percent, 

disappointment in 31 percent, and anxiety in 28 percent and vulnerability in 28 percent of 

respondents. The emotional response was particularly striking when the complaint was 

considered to be unjustified. Respondents sometimes saw the complainants as psychologically 

ill or having problem personalities. Some doctors considered the complaint an unwelcome 

intrusion into their life that caused them extra work that stopped them seeing other patients 

(Mulcahy et al 1995, Mulcahy 2003). 

In New Zealand, Cunningham and colleagues have studied many aspects of doctors' 

experience of complaints. Cunningham's first study in 2000 was a qualitative thematic 

analysis ofteiephone interviews with 10 doctors who had experienced a complaint. There 

were immediate negative etl'ects on the psychological state of the doctor, their practice of 

medicine and the doctor patient relationship. These included an intense negative emotional 

response, reduced ability to consult with speed and confidence and to tolerate uncertainty; 

hostility towards the complainant and loss of trust in patients. 

In the long-term, some respondents continued to feel depressed or angry, and some 

felt a loss of goodwill towards patients. Receiving a medical complaint had a negative impact 

on doctors, and on important components of the doctor-patient relationship. The concerning 

implication of this small study was that complaints might reduce rather than improve the 

delivery of patient care (Cunningham et al2000). Cunningham (2004) further investigated the 

doctor's emotional state, their attitude towards their work and patients, and their ability to 

cope with the stresses of practice. He used the themes from the telephone interview study to 

develop a questionnaire to explore further the impact of receiving a medical complaint. One 

thousand two hundred New Zealand doctors were surveyed with 598 completed surveys (50% 

response rate) and of these 201 (34%) had experienced a complaint. These doctors were asked 

to recall the short and long term impact of the complaint on themselves and their practice of 

52 



medicine by agreement or disagreement with a series of statements. Respondents from 

different vocational groups were compared as were doctors who had and had not experienced 

a complaint. 

Immediate responses (up to six weeks) included anger in 143 out of 197 respondents 

(73 percent), depression in 129 out of 198 respondents (65 percent), shame in 72 out of 198 

respondents (36 percent), and guilt in 65 out of200 respondents (33 percent). Reduction in 

trust of patients was reported by 76 out of 199 respondents (38 percent) and reduced goodwill 

to patients was reported by 57 out of 199 respondents (29 percent). Eighty-three out of 196 

respondents ( 42 percent) reported a reduced ability to tolerate uncertainty in their practice, 

and 59 out of 198 respondents (30 percent) reported reduced confidence in their clinical 

judgment. Only 112 out of 198 respondents (57 percent) felt that they were able to consult 

well, although most respondents felt that they continued to perform technical tasks well and 

continued to provide the same range of services. 

As expected, the impact of a complaint softened in the long-term for most of the 

items. Anger was still felt by 72 out of 197 (37 percent) of respondents, but feelings of 

depression, guilt and shame fell to around I 0 percent. All emotion items showed a significant 

ditTerence between the immediate and long-term responses. However, more doctors who had 

experienced a complaint reported feeling depressed compared with those who had never had a 

complaint (p=0.009). No differences were found between doctors practicing in ditTerent 

vocational groups. 

The authors concluded that receiving a medical complaint has a significant negative 

impact on the doctor particular! y in the short term, and on important components of the 

doctor-patient relationship lasting into the long-term (Cunningham 2004). 

This study compared doctors who had experienced a complaint with those who had 

not. However, asking respondents to retrospectively recall their emotional and practice 
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changes in response to a complaint is not as accurate as investigating at the time of the 

complaint, nor as accurate as using a reliable and valid measure such as the General Health 

Questionnaire as used in my studies. However, the ideal study is a longitudinal study, which I 

had planned to do, but was unable to due to changes within the collaborating medical 

msurance company. 

The 1980's and 1990's was a period of change for complaints processes and the 

understanding of adverse events (Mulcahy 2003, Walton 2009). During the 1990s, many 

countries published studies exposing the extent of harm in healthcare (Brennan et all991, 

Thomas et al2000, Wilson et al1995, Vincent et al2001, Schioler et al2001). A shift was 

required from individual blame to safer health systems (Walton 2009), and an appreciation 

that complaints, otTer an opportunity for improvement tor the patient, the doctor and the 

health care system in general. 

All the studies regarding the doctor's emotional response to claim for compensation or 

complaint have similar themes irrespective of the location -the USA, UK, Canada, New 

Zealand and Iran. The emotional responses include feelings of tension, frustration, anger, 

guilt, distress, shame, depression, thoughts of suicide, vulnerability, feeling out of control and 

that this was a major life trauma. 

As a profession, doctors are required to know the relevant laws pertaining to their 

practice; they also need to understand the potential medico-legal processes and the possible 

psychological consequences of a medico-legal matter. One of the goals of this thesis was to 

provide the data on doctors in Australia who have experienced a medico-legal matter. The 

association between psychiatric morbidity and hazardous alcohol use with a current medico

legal matter in Australia doctors is reported in Chapters 4, 5 and 9. 
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4. Changes in the practice of medicine due to medico-legal concerns 

In this section the concept of defensive medicine is discussed followed by a review of 

the international literature on perceived changes to doctors' practice of medicine due to 

medico-legal concerns. There was little evidence on perceived changes in the practice of 

Australian doctors due to medico-legal concerns prior to this thesis. 

4. 1 Defensive medicine 

Defensive medicine is commonly defined as the ordering of treatments, tests and 

procedures primarily to protect the doctor from liability rather than to substantially further the 

patient's diagnosis or treatment (Hermer 2010, Bishop 201 0). The terms positive defensive 

medicine and negative defensive medicine have also been used in definitions, but the terms 

are used in different contexts in the literature. Summerton in 1995 published an important 

study using the terms "positive" to refer to potentially good changes, and "negative" to refer 

to potentially bad changes in practice (Summerton 1995). A less clear definition was provided 

by Klingman and colleagues in 1996:- "When physician perform tests or procedures primarily 

to reduce exposure to liability, they are practicing positive defensive medicine. When they 

avoid certain patients or procedures, they are practicing negative defensive medicine" 

(Klingman et a! 1996 pp 188-9). The terminology used in the Klingman definition is 

confusing. A further definition using the same concepts, but a different name for them, is that 

defensive medicine takes place when unnecessary treatments or investigations or referrals are 

made and this is referred to as assurance behaviours (equivalent to Klingman's positive 

defensive medicine), and avoidance of high-risk procedures or patients referred to as 

avoidance behaviours (equivalent to Klingman's negative defensive medicine), with the 

principle aim of reducing the doctors exposure to damages claims (Studdert et a! 2005, Catino 

2009). 

Due to the potential for confusion, I avoid using the terms positive and negative, and 
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instead use the term assurance for additional behaviours, and avoidance for behaviours that 

are avoided. There may be good outcomes for some patients from defensive practices such 

as:-referral of difficult cases to more specialised doctors, or to better equipped hospitals which 

may be quality-enhancing (Studdert et al 2005). Additional testing may allow earlier detection 

of illness in some patients. However, this will then increase the likelihood that a missed 

diagnosis will be ruled negligent. Defensive use of technology is self-reinforcing (Studdert et 

al2005). 

In addition there are behaviours that are "potentially safer" practice changes. These are 

driven by both medico-legal concerns and the intention to improve practice, for example 

better record keeping (Mulcahy et al1995, Summerton 1995), development of audit 

procedures and providing better explanations to patients (Summerton 1995, Cunningham 

2006). 

In summary, defensive medicine is medical practice based on the fear oflegalliability 

rather than on the best interests of the patient (Studdert et al 2005, Kessler 2006), even though 

in some instances it may prove to be in the patient's interest (Studdert et al 2005). The 

literature on assurance behaviours, avoidance behaviours and finally potentially safer practice 

changes are reviewed in this chapter after a discussion on the cost and impact oflaw reform 

on defensive medicine. 

The impact oflaw reform on defensive medicine and on health care costs 

No attempt to measure the costs of defensive medicine is made in this thesis. However, 

I mention it because of the conjecture about the extent and the cost of defensive medicine. 

Measuring defensive medicine itself is difficult as it is usually the subjective belief of the 

doctor that is measured (Henner et al2010, Studdert et al2010), and therefore measuring the 

cost of defensive medicine is also difficult (Studdert et al 201 0). 

The following two major economic studies from the USA have attempted to measure 
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the impact of tort law reform and health care costs on medical practice. The 1996 landmark 

Kessler study measured treatment costs for one group of patients, and compared costs across 

the states considering the different state laws for medical liability. The second study by 

Hellenger et al (2006) compared costs in states with ditl'ering malpractice laws, but did not 

focus on a particular patient group as in the Kessler study. Two further studies are discussed 

that investigate whether changes in law impact on perceived changes in practice (Carrier et al 

2010, Salem et al2009). 

In order to obtain direct empirical evidence Kessler and colleagues analyzed the 

etl'ects of malpractice liability reforms on all elderly Medicare beneficiaries in the USA 

treated for serious heart disease in 1984, 1987, and 1990, and measured the malpractice 

liability laws in the states. There was a five to nine percent reduction in medical expenditure 

in states with law reforms that provided lower liability pressure (for example cap on non

economic damage payments), with no substantial effects on mortality or medical 

complications. They concluded that liability reforms can reduce defensive medical practices 

and costs (Kessler et al 1996). 

Hellinger and colleagues (2006) investigated the impact of state tort law reform on 

health care costs a decade later. They measured health care expenditure per capita in 15 states 

before and after the enactment of tort reform that capped noneconomic damage payments in 

malpractice cases. Their findings were similar to Kessler et al (1996) in that laws capping 

non-economic damage payment reduced health care costs in the order of three to four percent 

(Hellenger et al 2006). 

More recently, Carrier and colleagues (201 0) explored whether differing malpractice 

laws of the states of the USA impacted on the practice of medicine, but they did not measure 

costs. They surveyed a representative sample of doctors drawn from the American Medical 

Association Physician Master tile with 4,720 respondents (62 percent response rate) using a 
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subjective measure of defensive medicine drawn from a malpractice concern scale developed 

and validated by Williams (Fiscella et al 2000). It asked participants if they agreed or 

disagreed (using a five point Iikert scale) with the following statements set out in Box I: 

Box 1: Statements to assess malpractice concern (Carrier et al 2010) 

• I am concerned that I will be involved in a malpractice case sometime in the next ten years; 

• I order some tests or consultations simply to avoid the appearance of malpractice; 

• I feel pressured in my day-to-day practice by the threat of malpractice litigation; 

• sometimes I ask fOr consultant opinions primarily to reduce my risk of getting sued; 

• relying on clinical judgment rather than on technology to make a diagnosis is becoming risky 
because of the threat of malpractice suits. 

Concern about malpractice liability was pervasive among doctors with 60-78 percent 

either agreeing or strongly agreeing with each of the five statements. Malpractice law reforms 

were not associated with a significant difference in physicians' malpractice concerns 

comparing results across the states with and without law reform. In particular, the most 

strongly advocated reform, capping noneconomic damages, was not associated with a 

significant difTerence in malpractice concerns (Carrier et al201 0). However, these are 

concerns, not reality. There was no objective measure of actual practice as there was in 

Kessler's study. 

A small and recent study from New South Wales, Australia (Salem et al2009) 

attempted to measure the impact on defensive medicine in GPs in the eastern suburbs of 

Sydney after the introduction of the Civil Liability Act 2002 (NSW). Although the enactment 

of the Act reduced litigation in NSW, the GPs in the main were ignorant of the legal reforms 

and consequent reduction in their legal liability. Their perception of assurance defensive 

medicine in their own practice was high. This study was limited by small numbers and low 

response rate (515 surveyed and 90 respondents, 17 percent response rate) (Salem et al2009). 

These research findings span over 20 years which may account for the variation. 
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Medico-legal concerns are probably now more entrenched particularly in the USA thus 

reducing the impact of law reform, or doctors may not be aware of the changes in the law, or 

it n1ay be that doctors' subjective measures of defensive rnedicine measure their concern not 

their practice. 

This thesis provides Australian evidence on perceived practice changes caused by 

medico-legal concerns. Like the Carrier study and the n1ajority of studies reviewed below, 

surveys generally n1easure the doctor' s perceptions of practice. Whether or not this perception 

rnatches actual practice is measured in Elmore and colleagues' (2005) study, but not the 

others. 

4.2 Particular changes in practice 

Studies fr01n around the world have found that doctors ' medico-legal concerns have 

pr01npted thern to alter their practice with both assurance and avoidance behaviours. Table 3 

sumtnruises the relevant studies and practice behaviours. Studies about practice changes corne 

from many countries with the rnajority of studies being underiaken in the USA. I begin with 

Sumn1erton's English study as it was a key study in the field, and then relevant studies fr01n 

the USA, Italy, Japan, Puerio-Rico, Canada, New Zealand and Australia. 

Table 3: Assurance and avoidance behaviours due to medico-legal concerns* 

Country; sample 
type; study type. 
author and year 

USA; sued doctors; 
self report survey, 
Charles et aJ 1984 
USA; doctors who 
practice obstetrics; 
1982-88 insurance 
file review, 
Rosenb la tl 1990 
Canada; GPs and 
Specialists; self 
report swvey, 
Cook 1994 

I 

Respondent 
sample size 

and 
Response 

rate of 
study 

n= l 54 
rr 34% 

n= 690 
I 00% file 

. 
rev Jew 

Percent 
Percent who 

who refer 
order tests or 

patients to 
procedures 

specialists 
more than 

more than 
usual 

usual 

62 
! 

r -------1·--- - -

n= 17l 
I tT49% GPs i 
~ 

rr71% spec. 1 I 

Percent 
who 

prescribe 
medication 
more than 

J 

usual I 

I 
I 
t 
I 
I 

Percenl 
• who are 

more 
selective 
regarding 
patients 

. seen 

42 

I 

Percent who 
avoid or stop 

certain 
procedures 

I 

28 

I 25% stopped 
obstelrics in 6 

I 
year period 

I 50% GPs 
45% Special ist 
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Coumry; sample 
type; study type, 
author and year 

England; GPs~ self 
report survey, 
Summerton 1995 

Australia; obstetric 
rural GPs· self 

' report survey, 
W a llS 1997 

England; 
Consultants and 
registrars in acute 
hospitals; self 
report survey, Bark 
1997 
US; on-line survey 
ofdoctor::r self 

' report, Common 
Good 2002 
US; on-line 

Respondent 
sample size 

and 
Response 

rate of 
study 

n- 300 
rr 60% 

n= l67 
rr 82% 

n=769 
rr 76% 

N=300 
. 

rr not gwen 

witnessed in others N= 300 
doctors, Common rr not given 
Good 2002 

US; radiologists; 
self report survey, 
Elmore, 2005 

US; high risk of 1 

litigation doctors; 
self report survey, 

tudderr 2005 
Japan; gastro
enterologists; self 
report survey. 
Hiyama 2006 
llaly; GPs; self 
report survey, 
Catino 2009 
US; primary care 
and specialists; self 
report survey, 
Bishop 2010 

I US· dOC(OfS" Self I > ) 

report survey, 
CalTier 2010 
Puerto Rico; all 
doctors in San Juan 
district; self report 
survey, Cruz 2010 

I 

n= 139 
rr 77% 

n=824; 
rr65% 

n= 131 
rr 77% 

n=300 
IT 30% 

n= 123 1; 
rr 51 % 

n=4720 
IT 62% 

n=95 l 
rr 30% 

r 

Percent 
who refer 
patients to 
specialists 
more than 

usual 

64 

-

74 

85 

52 

68 

60 

*Q tudies are listed in chronological order. 

Percent who 
order tests or 
procedures 
more than 

usual 

60 

79 

91 

72% more 
mammography 
or ultrasound, 

59%more 
breast biopsy 

59 

36 

78% in past ruomh 

91 

64 

Studies with a response rate ofless than 30% are not included. 

Percent 
who 

prescribe 
medication 
more than 

usual 

29 

41 

73 

33 

16 

j 

Percent 
who are 

more 
selective 
regarding 
patients 

seen 

25 

14% 
SlOpped 

obsteLrics 
. 

preVIOUS 
12 months 

39 

75 

Percent who 
avoid or stop 

certain 
procedures 

42 

14% 
stopped 

obstetrics 
previous 12 

month'"' 

30%of 
Surgical 
doctors 

20% o f Non
surgical 

35% consider 
• ropptng 

mammography 

32 

75 

26% in past month 

50% do 
not accept 
high risk 

. 
pan ems 

48% do not 
accept 

emergency 
case 
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4.2.1 Assurance behaviours 

Summerton's 1995 mail survey to 500 GPs from a medical defence organisation with 

300 respondents (60 percent response rate) investigated defensive medical practice in GPs in 

England. It is a landmark study often quoted in the literature. A high 98 percent of 

Summerton's respondents claimed to have made some practice changes as a result of the 

possibility of a patient complaining. Increased rate of referrals was reported by 64 percent 

(190 out of 298), increased diagnostic testing by 60 percent (177 out of 297) and unnecessary 

prescription of drugs by 29 percent (87 out of 297) (Summerton 1995). 

Sara Charles' early study in the USA in 1984 was a small study of 450 doctors with 

!54 respondents (34 percent response rate). The main focus was the emotional response of 

doctors to being sued (discussed above) but they also investigated some perceived practice 

changes. Ordering diagnostic tests when thought clinically unnecessary due to medico-legal 

concerns was reported by 62 percent (Charles et al 1984). 

Moving forward nearly 20 years, the Common Good "fear oflitigation" study in the 

USA investigated a much larger set of behaviours and beliefs about medical negligence. The 

Common Good study surveyed 300 doctors online to explore how the fear oflitigation affects 

the practice of medicine and the delivery of medical care. No response rate was given. In 

addition l 00 hospital nurses and I 00 hospital administrators were interviewed by telephone. 

The survey not only asked the doctor about their own behaviour, but also what they had 

observed in their colleagues. 

Ordering more tests due to the fear oflitigation was reported by 79 percent of doctors 

for their own behaviour, and 91 percent of doctors report other doctors do this. 

Referring to specialists for fear of litigation was reported by 74 percent of doctors for 

their own behaviour, and 85 percent of doctors report other doctors do this. 

Prescribing more medications for fear oflitigation was reported by 41 percent of 
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doctors for their own behaviour, and 73 percent of doctors report other doctors do this. 

Thirty-eight percent of doctors reported the fear of malpractice made their relationship 

with patients less personal. 

The fear ofliability was cited by doctors and hospital administrators as the leading 

factor that discouraged doctors from openly discussing and thinking of ways to reduce 

medical errors. In addition there was near unanimous agreement between doctors, nurses and 

administrators that the fear of litigation increased health care costs (Common Good 2002). 

However, these are all subjective opinions and lack objective data. Beliefs about 

behaviour may represent concern, but do not necessarily represent the actual behaviour. In the 

Common Good study, doctors reported on every measure that their colleagues had a higher 

rate than they did when reporting on their own behaviour. The following study compared the 

subjective opinion of doctors about their practice, with an objective measure of actual 

practice. 

Elmore and colleagues (2005) measured perceived impact of medico-legal concerns 

on the practice of radiologists, their experience of medical malpractice, and their actual 

patient-recall rates for breast biopsy. One hundred and eighty-one eligible radiologists from 

Washington, Colorado, and New Hampshire in the USA who routinely interpreted 

mammograms were surveyed with 139 respondents (77 percent response rate), with 124 

responses eligible for analysis. Survey questions included demographic data, practice 

environment, and experience of medical malpractice. Survey responses were linked to 

557,143 screening mammograms performed between 1996 and 2001. Sixty- four out of 122 

radiologists (52 percent) reported a prior malpractice claim andl8 out of 122 (15 percent) 

reported mammography-related claims. Seventy-two out of 123 (59 percent) believed their 

concern about malpractice claims moderately or greatly increased their recommendations for 

breast biopsies. However, there was no significant association between recall rates for breast 
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biopsy and radiologist's experience or their perception of the impact of medical malpractice. 

The authors pose two opposite hypotheses for this: the fear of malpractice does not actually 

intluence practice and that physicians have overestimated the etl"ect malpractice concerns 

have on their own clinical practice, or that the concerns about malpractice may have affected 

the practice patterns of all physicians regardless of their level of malpractice claim exposure. 

Even the radiologists who had not experienced a claim or who responded that they were not 

practicing defensively might unconsciously be practicing defensively. The authors thought the 

latter hypothesis more likely due to the recall rate for mammography increasing over time in 

the United States (Elmore et al2005). Interestingly, radiologists believed that their peers' 

recommendations were more intluenced by malpractice concern than their own (Elmore et a! 

2005). This was the same as the Common Good study result of colleague assessment 

(Common Good 2002). 

Studdert and colleagues surveyed 1,333 doctors in Pennsylvania from six high risk of 

litigation specialties (emergency medicine, general surgery, orthopedic surgery, neurosurgery, 

obstetrics/gynecology, and radiology) drawn from the American Medical Association 

Physician Master tile. There were 824 respondents (65 percent response rate). Behaviours 

such as referring patients for consultation, ordering tests or performing diagnostic procedures 

more than they thought clinically appropriate due to concern over malpractice liability was 

reported by 93 percent of respondents. Radiologists were removed from some of the analysis 

due to some aspects not being applicable. Increased test ordering was performed by 405 out of 

669 (59 percent weighted result), increased referrals due to medico-legal concerns was 

reported by 349 out of 669 (52 percent weighted result), and increased medication prescribing 

due to medico-legal concerns was reported by 223 out of 669 (33 percent weighted result). In 

pmiicular, 43 percent of respondents said they used imaging technology in clinically 

unnecessary circumstances due to malpractice concerns (Studdert et a! 2005). 
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Is there a difference between the specialties and their perception of the influence of 

medico-legal concerns on their practice? Bishop and colleagues (2010) surveyed 3000 doctors 

from the American Medical Association Physician Master file from four groups: primary care, 

nonsurgical (medical) specialists, surgical specialists, and other specialists, from all locations. 

There were 1231 respondents (response rate reported as 51 percent of2416 who were eligible 

and thought to have received the survey). Respondents and non respondents only differed 

statistically by age (52.0 vs. 50.2 years; P < .001 ). Ninety-one percent of respondents believed 

that doctors in general order more tests and procedures than needed to protect themselves 

from malpractice suits. These views were consistent across specialty groups with doctors in 

typically lower liability-risk specialties, such as primary care, expressing as much concern 

about malpractice as physicians in high-risk surgical specialties. No significant differences 

were seen by geographic location or type of practice (Bishop et a! 20 I 0). 

Carrier's large study with 4720 respondents (response rate 62 percent), found similar 

results. There were high levels of malpractice concern among both general and specialist 

doctors even in states with law reform changes to reduce the doctor's liability (specific 

findings reported in table 3) (Carrier et al2010). 

Thus there is widespread medico-legal concern that covers specialties of high and low 

risk and locations in the USA even when there are differing laws across the states. How this 

relates to practice is not certain as revealed by Elmore and colleagues (2005). 

One might hypothesize that the high level of medico-legal concerns in the USA is 

because of that particular legal system. However, the literature in other countries shows that 

medico-legal concerns are global and not particularly related to the laws in any one place. In 

Italy, Catino and colleagues (2009) surveyed perceived defensive medical practice in a sample 

of 1000 general practitioners with 300 respondents (30 percent response rate). Seventy-eight 

percent of respondents reported that they practiced at least one form of assurance defensive 
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medicine ( eg ordering tests or treatments that they regarded as clinically unnecessary) during 

the previous working month. The authors hypothesized that this was caused by the increase in 

medical litigation, the punitive approach to error in hospitals and the culture of blaming which 

acts as an obstacle to detection and reporting of error (Catino eta! 2009). These ideas were 

discussed in Chapter I of this thesis whereby there is a clash between the focus on the 

individual in tort law and the focus on system improvement in the patient safety movement. 

In Cunningham and colleagues' (2006) New Zealand series, 1200 doctors were 

surveyed with 714 respondents (60 percent response rate) in addition to 12 in-depth doctor 

interviews to investigate defensive practice changes. Narrative text from the surveys and the 

interviews were analysed. Increased investigation and referral rates were common themes as 

well as potentially safer changes. Cunningham makes the point, often overlooked in similar 

studies, that the complaints process has the potential to improve healthcare delivery and 

appropriate education needs to be allied to the complaints process, so that defensive medicine 

is constrained, and potential improvements in healthcare delivery enhanced (Cunningham et 

al2006). 

Salem and Forster's small recent study of515 Australian metropolitan GPs surveyed 

in 2008-9 was limited by its low response rate with only 90 respondents (response rate 17 

percent). Notwithstanding the low response rate, this study is reviewed as there is little 

Australian literature, and this study was conducted not long after my GP and large studies. 

They found a very high perception of assurance behaviours- considerably higher than in my 

GP and large studies. They report that 83 percent of their sample perceived that they 

sometimes or often referred patients to specialists unnecessarily due to a potential threat of 

malpractice litigation, 83 percent sometimes or often ordered more tests than medically 

indicated due to a potential threat of malpractice litigation, 49 percent sometimes or often 

suggested procedures unnecessarily due to a potential threat of malpractice litigation and 70 
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percent sometimes or often prescribed more medications than medically indicated due to a 

potential threat of malpractice litigation. Comparing the Salem GP study to my GP study, they 

surveyed 515 GPs from one area of Sydney whereas I surveyed 1239 GPs from all over 

Australia. They had 90 respondents with a 17 percent response rate whereas I had 566 

respondents with a 46 percent response rate. Responder bias is likely to be the cause of the 

ditTerences, with the subsample of doctors with heightened medico-legal concerns responding 

to the survey. Indeed this is likely in all these surveys, but the smaller the response rate, the 

less representative the sample. 

The above studies, from many countries, overwhelmingly demonstrate that doctors 

perceive they perform additional tests, referrals and prescribe additional medication due to 

medico-legal concerns. Whether this perception equals reality is not tested. 

4.2.2 Avoidance behaviour 

This section describes avoidance behaviours- when doctors avoid certain patients or 

procedures due to medico-legal concerns. Some doctors also stop practicing medicine due to 

medico-legal concerns, and many consider this. 

Not all avoidance behaviours put patients at risk- some are potentially beneficial to 

patients, for example it is wise tor a doctor to refer elsewhere and avoid a particular procedure 

in certain circumstances. However, other avoidance behaviours such as reduction in 

emergency or obstetric services in rural areas may be detrimental to patient care. Relevant 

studies are reviewed here starting again with the Summerton study in the UK, then studies 

form the USA, Japan, Switzerland, New Zealand and Australia. Additional studies are 

reported in table 3. 

Summerton's (1995) cohort of300 GPs reported that 42 percent (124 out of298) 

avoided treating certain conditions and 25 percent (74 out of298) removed patients from their 

list due to medico-legal concerns (Summerton 1995). Bark et al's 1997 study of the concerns 
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about litigation of I 0 II UK acute hospital consultants and registrars with 769 respondents (76 

percent response rate) reported that thirty percent of surgical specialty staff avoided certain 

procedures as did 20 percent of non-surgical specialties, and 56 of the 288 who had been 

involved in litigation (19 percent) considered giving up medicine altogether. 

This was not unique. Charles and colleagues USA study of !54 doctors out of 450 

(response rate 34 percent) sued between 1987-81 reported that 42 percent stopped seeing 

certain types of patients due to medico-legal concerns, 28 percent stopped performing high 

risk procedures, and thoughts of retiring early were entertained by 34 percent (45 of 

143)(Charles 1984). 

A US study of220 obstetricians and 470 family doctors with obstetric practice (total 

690 doctors practicing obstetrics), using medical insurance company records from the most 

popular medical insurance company in Washington State between 1982 and 1988, explored 

why doctors stopped practicing obstetrics (Rosenblatt et a! 1990). The study compared 

doctors who discontinued obstetrics with those who continued. The two variables of interest, 

withdrawal from obstetric practice, and involvement in malpractice claim for obstetrics, were 

always recorded. Twenty-five percent discontinued obstetrics during the study period (149 out 

of 470 (32 percent) of family doctors and 22 out of220 (I 0 percent) of obstetricians). Being 

named in an obstetric malpractice suit may have played a role in discontinuing obstetric 

practice, but the strongest predictor was older age (Rosenblatt 1990). The authors noted that 

25 percent was a high rate of attrition over the 6 years of the study, and was higher than the 

rate new doctors entered obstetric practice (Rosenblatt et a! 1990). The strength of this study 

was that it was from reliable records of all doctors insured for obstetric practice in that 

insurance company, but it is now over 20 years old. 

In Australia, Watts (1997) surveyed 210 South Australian rural GP obstetricians with 

167 respondents (82 percent response rate) and found that 26 percent stopped obstetrics in the 
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previous 12 months and 57 percent reported indemnity insurance as the main reason for 

stopping. This is difTerent to the findings of the US insurance data from the 1980s which 

found that age was the variable most related to stopping obstetric practice at that time 

(Rosenblatt et all990). Interestingly, family/lifestyle was the most important reason for 

ceasing obstetric practice in Australian rural GPs in previous surveys. It was also the second 

most popular reason in Watts' study (1997). There appears to have been has been an increase 

in concern about medico-legal matters over the last two decades. 

A more current study for obstetricians was the on-line survey in 2009 of Fellows of 

the American College of Obstetrician and Gynaecologists which explored the impact of 

liability insurance on the practice of the doctor in the previous three years. Response rate was 

poor with 31,665 fellows surveyed and only 5,644 surveys completed ( 18 percent response 

rate). The respondent fellows perceived that due to medical insurance concerns in the past 

three years, 20 percent increased their number of caesarean deliveries and 20 percent reported 

that they stopped offering vaginal births after caesareans. Additionally, 21 percent decreased 

the number of high-risk obstetric patients they saw, 10 percent decreased the number of total 

deliveries, and seven percent stopped practicing obstetrics altogether (Klagholz et a! 2009). 

Further evidence of doctors stopping obstetric practice came from longitudinal 

workforce data of practicing obstetricians from 1998 to 2004 in Pennsylvania, Florida, and 

New York. Rising malpractice premiums were associated with an increased exit and reduced 

rate of entry into the obstetric workforce by five percent (Polsky 201 0). 

Studdert and colleagues (2005) Pennsylvanian study of 824 doctors from six high risk 

litigation specialties similarly found that 216 out of 669 (32 percent) believed they had 

restricted their practice by eliminating procedures prone to complications, such as trauma 

surgery, and 268 out of 669 (39 percent) avoided patients who had complex medical problems 

or were perceived as litigious (Studdert 2005). 
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Elmore and colleagues (2005) study of 181 radiologists with 139 respondents (77 

percent response rate) report that 43 of 112 respondents (35 percent) considered withdrawing 

from mammogram interpretation because of malpractice concerns. 

Thus studies also show that doctors may stop a part of their practice, eg obstetric 

practice (Watt 1997, Klagholz et al2009, Chervenak et al2007, Polsky 2010) or consider 

stopping medicine (Charles eta! 1984, Bark eta! 1997, Cunningham eta! 2004) due to 

medico-legal concerns. Do doctors also reduce their hours of work due to medico-legal 

concerns? Helland et al's (2009) USA economics study found that they do. There was a 

stronger association tor doctors over 55 years, and solo practitioners (Helland 2009). These 

issues for Australian doctors are examined in my large study of 2,999 doctors reported in 

Chapter 10. 

Hiyama and colleagues (2006) Japanese study of 171 randomly selected 

gastroenterologists with 131 respondents (77 percent response rate) found that avoidance of 

high risk patients due to medico-legal concerns was perceived to occur sometimes or often by 

99 out of 131 (75 percent) of gastroenterologists, and avoidance of certain procedures due to 

medico-legal concerns was perceived to occur sometimes or often also in 99 out of 131 (75 

percent). Interestingly, gastroenterologists in practice tor more than 20 years believed they 

adopted avoidance behaviours significantly less often than those in practice for less than 10 

years (Hiyama 2006). 

In Switzerland, physician and general practitioner use of prostate-specific antigen 

(PSA) screening was surveyed examining the extent to which liability fears influence 

recommendations for testing. Five hundred and fifty-two doctors were surveyed with 255 

respondents (45 percent response rate) made up of 168 GPs (68 percent) and 73 internal 

medicine specialists (32 percent). Seventy-five per cent of both groups (physicians and GPs) 

recommended regular PSA screening to men older than 50 years of age. Yet only 56 percent 
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of the general practitioners and 53 percent of the physicians believe that PSA is an effective 

screening method, and 41 percent of general practitioners and 43 percent of physicians 

reported that they sometimes or often recommend this test for legal reasons (Steurer, 2009). 

Cunningham and colleagues' New Zealand survey (2004) of 1200 doctors with 598 

respondents (50% response rate) of whom 20 I doctors had received a medical complaint (34 

percent), investigated the short (less than six weeks) and long term impact of the complaint on 

their practice of medicine and the way they related to patients. Respondents who had received 

a complaint reported a reduction in trust of patients for 76 out of 199 (38 percent) respondents 

in the short term, and 63 out of 199 (32 percent) respondents in the long term. They also 

reported a reduction in sense of goodwill to patients in 57 out of 199 (29 percent) in the short 

term, and 36 out of 199 ( 18 percent) in the long term. The long term impact of a complaint for 

nine percent was that they did not wish to keep on practicing medicine. No differences were 

found between doctors practicing in different vocational groups. The study concluded that 

receiving a medical complaint has a significant negative impact on the doctor-patient 

relationship (Cunningham eta! 2004). Similarly 38 percent of doctors from the US 

Commongood study reported that the fear of malpractice has made their relationship with 

patients less personal. These are self report findings, and difficult to measure. 

Likewise, my large Australian study of 2999 specialists, GPs and trainees found that 

medico-legal concerns impacted on the doctor-patient relationship, but in a variety of ways. 

This is reported in Chapter I 0. 

4.2.3 Potentially safer practice changes 

One of the purposes of a complaints system is to maintain or improve standards of 

professional practice. To do this, complaints systems should effect change in the behaviour of 

individual doctors and the profession in a way that is of benefit to society. Put simply, 

complaints should lead to improved medical practice (Cunningham 2004). 
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There is less emphasis on potentially safer practice changes in these studies. This 

ret1ects bias in the construction of the studies. Of note is that this barely features in the studies 

from the USA. 

Summerton reported potentially safer practice changes due to medico-legal concerns 

in his GP study (n=300). More detailed note taking was perceived as likely or very likely to 

occur for 269 out of298 (90 percent), more detailed patient explanations were likely or very 

likely to be given for 258 out of298 (87 percent), and development of audit systems within 

practice were likely or very likely to occur for 120 out of298 respondents (34 percent) 

(Summerton 1995). 

Also in England around the same time, Mulcahy surveyed 848 consultant doctors in 

Oxford with 443 replies (52 response rate). Two hundred and forty-six respondents (56 

percent) had received at least one complaint and of these 17 percent kept better records, 15 

percent provided fuller consultations, and 13 percent increased clinical vigilance in response 

to the compliant (Mulcahy et a! 1995). 

Bark and colleagues (1997) study of 1011 UK acute hospital consultants and registrars 

with 769 respondents (76 percent response rate) of 37% overall had been involved in 

litigation. 

The majority of respondents (both with and without litigation experience) considered 

that litigation, or the threat oflitigation, led to attempts to improve communication with 

patients and staff and to keep better records. These were reported more frequently than 

avoidance of procedures or over-investigation (Bark et al 1997). 

Likewise, in the USA Charles and colleagues first study in 1984 of 154 sued doctors 

(34 percent response rate), reported that as a result of being sued, 69 percent of respondents 

(n=94) kept more meticulous records. However, for 25 percent of respondents (n=33), they 

reported that they recorded less pertinent information. 

71 



In Canada, more information was given to patients by 80 percent of the 171 specialist 

and primary care doctors due to concerns about medico-legal issues (Cook 1992). 

Again the situation in Australia regarding these practice changes was not known prior 

to my research. Practice change in response to a medico-legal matter is reported in Chapter 7 

(GP study) and Chapter 10 (large study of2,999 specialists, GPs and trainees). The findings 

of my studies can now inform education in Australia about medico-legal processes, 

considering the frequency, the emotional responses, and the potentially safer and potentially 

problematic practice changes that can occur. This education can occur in medical schools, 

hospitals, medical Colleges, insurance organisations and complaints bodies. 

The next seven chapters present the publications of my research. 
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CHAPTER 4: The New South Wales Health Care Complaints pilot study 

Nash L. Curtis B, Walton M, WillcockS, Tennant C. The response of doctors to a 

formal con1plaint. Australasian Psychiatry, 2006; 14: 246-250 
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The response of doctors to a 
formal complaint 

Loujse Nash, Bradley Curtis, Merrilyn Walton , Simon Willcock and 
Christopher Tennant 

Objectives: Tltis pilot study investigates the psyclwlogical impact 011 
clocwrs v( tt complaint: to tile New Sout/1 ltVftles Hea ftlt Care Complaints 
Cum111ission c11ul tile doctor's perception of legal risk. 

M etlwd: Doctors wllo received n complaint were sent ct set o{ lJllest ion
IWires t.mtbmcing psyclwlogical variables allrl. their perceptions of Jesal risk. 

Results: Tlte response rate was 60%. Tltirty-eigltt per cent of respondents 
met screening crit-eriu for psychintric disorder. There was, lwwever, 111inimal 
{imctional impairment of worki social or family life. Respondent.s scored. 
lligltly on a/Lmi.>m, but ot tile scu 11e time were 'tough 111inded'. Tile ques
tio111wire to assess tile doctor's perceptio11 of legal risk appeared to have 
acceplctble cumtmct \fa/idity but sltowed tltnt doctors still misunderstand 
medico-legal risk. 

Conclusions: Psychiatric morbidity rates of our sample were comparable 
wit/z other Austm lianmedical samples. Tl1is small sample appeared to cope 
with Ute stress of a co111plaint better tlwn those reported in other studies. 

Key words: complaints, doctors, NSW Hen/til Care Complaints Commis
sion, perception of legal risk, psychologiwl impact. 

n the state.• of New South Wales (NSW) in Australia, 5% of doctors 
are the subject of a written complaint to the NSW Hea lth Ca re 
Complaints Commi ssion (HCCC) each year. The HCCC is part of the 

profess ional regula tory sys tem for holding medical practit ioners ac
countable. Less than JOtMl of these cotnpJajnts resull in some form of 
'discipl inary' action o f counselling, lilniting conditions of practice, 
supervision of prac tice or dercgistra tion. 1 

j 

The aim of this pa per is to ex plore the psych ological impact of the HCCC 
complaints process o n doctors and their perception of legal ri sk. The 
latter refers to the unders ta nding of the law as it relates to mistakes and 
adverse pa tient outcomes. The law does not require doctors to practice 
perfectly; rather, it requires doctors to have the knowledge and skill 
comparable to other clinicia ns and to acl reasonably in accordan ce with 
the es tablished sta ndards. The s tress on pa tients (as plaintiffs or com
plainants) is recognized and has been explored elsewhere.~ 

Not surprisingly, a review of the literature5 indicates that the threat o r 
ac tual occurrence of a com plain t o r lawsuit causes emo tiona l and phy
sical stress.6-

12 In addition, the re are potentially positive changes to 
medica.! practice su ch as increased screening, development of audit or 
con sumer sa tisfaction act.i.vilies, more de tailed record keeping and 
more ex tensive explana tions to patien ts, as well as potentially negative 
changes such as prescrip tion of unnecessary drugs, unnecessary increase 
in frequency of fo llow up, referral rates and diagnostic tes ling, as wei.! as 
avoidance of certai n treatments and even not seeing certain types of 
patients.b·7•

9·u·14 Other fa ctors influencing the doctors' respo nse are the 
availabili ty or lack of professiona l o r personal support systems (and the 
doctors' willingness to use t hem) and the m edical culture of ' infallibility', 
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whereby errors in patient care were viewed as a man
ifestation of character flaws. 12 • 13 ·L~-l 7 In Australia, the 
'threat of litigation' was perceived as the most severe 
work-related stressor in a survey of 464 randomly 
selected metropolitan general practitioners. 111 

METHOD 
Doctors who were the subject of a written complaint 
to the HCCC in the period February to May 2004 were 
invited to participate in the study. Two weeks after 
the doctor received written notification of the 
complaint, the HCCC sent the questionnaire package 
with reply paid envelope to the study team. Four 
weeks later, in order to improve the response rate, a 
repeat set of questionnaires was sent to all doctors in 
the original mail-out. Confidentiality and anonymity 
was maintained as the study team had no access to 
the HCCC files and the HCCC had no access to the 
returned questionnaires. 

Demographic data 

Demographic data sought included year of birth, year 
of graduation, country of graduation, gender, marital 
status, postcode of practice, type of clinical practice 
(GP, Specialist, other) and practice arrangement (solo, 
group, hospital, medical centre, community health). 

Current and past complaints 

Respondents provided a written narrative outlining 
the current complaint and the proposed action by 
the HCCC as described in the initial HCCC corre
spondence to them, and any previous complaints. 
Respondents rated the seriousness of the current 
complaint. They were also asked if they had dis
cussed the complaint with others and how helpful 
this had been. 

Perception of legal risk 

A questionnaire was developed by one of the authors 
(MW) on doctors' general perception of legal risk. 

Psychiatric morbidity 

This was assessed by The General Health Question
naire-28 (GHQ-28), 19 a sensitive and well-validated 
scrt'ening tool to detect common non-psychotic psy
chiatric morbidity, considering symptoms over the 
last 2 weeks. 20 It has four subscales: somatic symp
toms, anxiety and insomnia, social dysfunction and 
depression. The recommended cut-off score to iden
tify cases is above four using binary scoring. This has 
been shown to have high sensitivity for identification 
of potential cases of psychiatric morbidity. 21 ·22 Com
parison data were derived form the National Survey 
of Health and Wellbeing,n Australian interns,21 and 
consultants in a Sydney teaching hospital.H 
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Attitude to Helping Others (altruism) 

Internalized values are generally accepted as the 
source of altruistic intent, while market research indi
cates 'donation behaviour' as positively associated 
with altruism.2s·26 The Attitude to Helping Others 
Scale has four items which reflect the respondent's 
behaviour in helping others. It was designed to assist 
charitable organizations and has been validated in 
that contextY 

Sheehan Disability Scale 

The Sheehan Disability Scale is considered a sensitive 
tool for self-report of functional impairment in the 
three domains of work, social life/leisure activities 
and family life. 211 

The Eysenck Personality Questionnaire 

This self-report questionnaire attempts to measure 
three major dimensions of personality- extraversion 
(E), neuroticism or emotionality (N) and psychoti
cism (P). The latter assess a lack of 'tender-minded' 
attitudes and is equivalent to 'tough mindedness'. 
The Eysenck Personality Questionnaire-Revised Short 
Scale questionnaire was used.29 

Statistical analysis 

All statistical analysis was undertaken using SPSS 
Version 12.0 (SPSS, Chicago, IL, USA). Any signifi
cance value below a= 0.05 was considered to be sta
tistically significant. Validity was established by 
testing construct validity in the subjective instru
ments. Construct validity of the Perception of Legal 
Risk questionnaire was assessed by the direction and 
strength to which factors with expectation of both 
good and poor correlation fulfilled our prediction. 
Cohen gives the following effect size guidelines for 
the Spearman (used with skewed data) correlation 
coefficient: Small = 0. 10; Medium= 0.30; Large= 
o.so.Jo 

RESULTS 
The initial mail-out (n == 69) achieved a modest 31% 
response rate, but this rose to 60911 after the second 
set of questionnaires was sent. Four doctors wrote 
supporting comments and one phoned thanking the 
study team for conducting the research. One wrote 
an angry response. 

Demographic data 

The mean year of birth was 1951, with a range of 
1930-1973. Mean year of graduation was 1977 with 
a range 1954-2000. The country of primary medical 
degree was Australia (88o/o), with one each (3o/o), from 
India, Sri Lanka, Pakistan and UK. Eighty-one per 
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cent of the respondents were m ale. Eighty-four per 
cent were married/defacto, 8% separated/divorced, 
and 8% single. 

Thirty-two per cent of respondents were in General 
Practice or Primary Care; 62176 other specialists; 3% 
non-specialist in hospital; and 31X1 specialist in train
ing. Forty-six per cent worked in so.l o practi.ce, 26% 
group practice, 20% m ainly hospital work and 8% 
o Lber. 

Attendance a t p eer review and education a l 
m eetings 

The mean number of peer review sesslo.ns per year 
attended by the respondents was 6.6. However, there 
was a skewed distribution with a minimum of 0 
(range 0- 25) and as such ca ution is required when 
interpreting thes.e results fo r a small sample. The 
mean numbe r of educati on m eelings per year was 
16.7 with a median of 10. 

Previo u s complaints 

Five per cent of respondents had five or mo re previ
o us complaints to the HCCC, 9% had four previous 
com plaints, 9% had two previous complaints, 3.2% 
had one previous complaint and 45% of respondents 
had no previo us complaints. 

The c urrent com,plalnt 

The H CCC was repol'led by the doctor as taking the 
following action: HCCC inves tigating further in 321)1,, 
referral to the Medical Board in 3tVo, referral to 
a nolher aulhori ty (e .g. Area Heal U1. Service) in 10%, 
assisted resolutio n in 11%, direct resolut~on with 
complainant in 31Yo, referral for con ciliation in 9% 
and, no further action Ln 32%. The doctor's perceived 
seriousn ess of the current complaint was: serious or 
quile se rio us in 18%, minor o r very m ino r in 36% 
and trivial in 46%. 

D iscussin g the complaint with a n o ther 

Eighty-sev-en per cent of t he sam pte did discuss the 
complaint. The vast majo rity found this to be helpfuL 
Sixty-seven per cent discussed t he complaint with 
their spo use, 58% with a medical colleague, 31% with 
a non-medical colleague, 28% with a friend outside 
work, and 20% with another fa mily m ember. 

Th e d oct or 's p erceptio n of legal risk 

Ninety-four per cent of respondents b elieved that 
alJ doctors make mis takes. Seventy-eight per cent 
believed t h at inadequate co mmu11lcation was a fa ctor 
in m ost complaints and the sam e percentage stated 
they were comfortable discussi ng mistakes with th eir 
colleagues. Sixty-six p er cent believed tha t an apology 

does not imply an admission of liability. Sixty-U1ree 
per cent believed that patients were not m ore likely 
t o sue if told of mistakes. Thirty-nine per cent 
believed that the law requires them to make perfect 
decisions. Ten per cent of respondents believed that 
only unprofessional and incom petent doctors are 
sued for p rofessional n egligen ce. 

A number of correlations (Spearman) were of interes t 
in this study. Th ere was a significant re latio nship 
between number of educational m eetings and 
reduced number o f complaints (r = 0.56; p < 0.001). 
There was a significa nt correlation between how the 
H CCC intended t o ha ndle the complaint and the 
doctors perceived seriousness of U1e complaint 
(r = 0.36; p < 0.05) and doctors who felt ' more 
responsible' were more likely to view the com plaint 
as more serious (r = 0.50i p < 0.01). Respondents 
believed that an apology was unlikely to increase the 
risk of legal act'io n (r = 0.43; p < 0.01), and inade
quate communlca tlon was seen as a major factor in 
most ' mis takes' (r = 0.44; p < 0.01 ). Doctors who 
believed medical m istakes are rare were m ore likely 
to indicate that they felt p rofessio n al standards 
sh o u ld be set solely by the m edical profess ion 
(r = 0.60; p < 0.001). 

Gen eral H ealth Questionna ire 

Thirty-eight per cent of the sa mple met criteria for 
psychlatrk morbidity (GHQ-28 > 4). Using a hig her 
cut-off to increase specifi city (G HQ-28 > 7}, 33% of 
doctors m et t he criteria for psychiatric morbidity. 
There was a non-significant trend that t h ose who 
per.c;eived the cornpl<ilint as s~ riOU$ W(;!re more likely 
to m eet criteria for caseness with the GHQ (p = 0 .09) . 

Attitude t o Helping Others 

Altruistic responses to this sca.le ranged rr.o m 89 to 
97%. 

Sh eehan Di,sability Scale 

The results indicate little in the way of functional 
impairment of wo rk, social life/leisure o r family life . 

Th e Eysen ck Personality Scale (Eysen ck 
Personality Questionnaire-Revised Short Scale) 

Respondent s scored significantly hig her than the 
gcmeral population on the psychoticism or tough 
mindedness scale (p < 0.001) . 

DISCUSSION 
Respo nse ra te 

The response rate of 60% i s at the top end of the 
rang~ in similar studies."·7,

12
•
13 The s~uoy W(;lS con 

ducted through a period of unprecedented upheaval 
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in the HCCC and the proposed timing of the mail
out was not always adhered to. 

Potential personal risk factors for a complaint 

Our demographic results are similar to the New 
Zealand survey of doctors who had complaints 
against them, of whom 68% were in the 40-60 year 
age group and male doctors were more likely to 
receive a complaint than female doctors. The New 
Zealand cohort had a higher rate of postgraduate 
qualifications than their peers. The authors of this 
New Zealand study postulate that more senior doctors 
carry the burden of responsibility for patient care and 
are therefore more likely to receive complaints.J1 Our 
high proportion of male doctors may be due to this, 
or it may be that as a group women work less hours, 
or are better communicators, or work in less complex 
environments. Equally, why was the rate of com
plaint lower for overseas-trained doctors when taking 
into account their proportion of the population? 
Non-responder bias is a concern here. Issues such as 
these will be investigated in a larger cohort study to 
which this pilot is a prelude. 

The role of education appears to be important in 
that those doctors who attended more educational 
sessions in our study were less likely to have more 
than one complaint. Education sessions are not only 
important from a 'learning' point of view, but also 
offer a time of collegial support. The possible link 
may also be due to the professionally engaged 
practitioner being more likely to attend education 
sessions. 

Doctors' perception of legal risk, this complaint 
and the HCCC handling of the complaint 

There is a tension in the responses concerning com
munication, with 78%J of respondents believing that 
inadequate communication was a factor in most com
plaints yet 37!Jh believing that patients were more 
likely to sue if told of mistakes. 

Another tension was that many of the complaints 
were deemed by the doctor to be trivial or minor. 
However, of the 32'.\·h of complaints in this study that 
were considered serious enough to warrant further 
investigation by the HCCC, in only 27% did the 
doctor believe the matter was serious. This may be 
based on the facts as perceived by the doctor and 
indeed may not be serious, or this may be due to the 
doctor's early response to the complaint. 

Morbidity 

Psychological morbidity is high at 38% which com
pares poorly with the Australian general population 
in the National Mental Health survey, which identi
fied 12% for adult cases.B However, it is similar to 
other Australian medical samples with 371J1J of interns 
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meeting case definition21 and 41% of senior medical 
staff from a metropolitan teaching hospital doing 
similarly. 24 There was a trend in our study that those 
who regard the complaint as more serious were more 
likely to have an increased level of psychiatric mor
bidity. There was minimal social, work or family dys
function noted in the respondents as a group. 

Personality 

This sample of doctors rate as 'tough minded', yet are 
altruistic in responses to the Attitude to Helping 
Others Scale. 

Limitations of the study 

Although the response rate was relatively good, there 
may have been non-responder bias. 

The research team had no control over the mail-out. 
Some respondents received the questionnaire outside 
the specified time frames, and there may have been 
more complaints lodged with the HCCC than were 
included in the study. Additionally, the mail-out 
(occurring 2 weeks after notification of the com
plaint) was too short a time span to capture longer
term morbidity associated with the complaints pro
cess. A follow up reassessment would give a better 
picture, particularly for the more lengthy complaint 
process. 

CONCLUSION 
As a pilot study, the questionnaires appear to have 
acceptable face and construct validity, and the 
method is able to achieve a reasonable response rate. 
Psychological morbidity and disability measurements 
indicate that the respondents were no more distressed 
than interns or metropolitan teaching hospital spe
cialists, although there was a trend that those who 
regard the complaint as more serious had greater psy
chiatric morbidity. There remains some tension in 
responses about the medico-legal environment. 
Finally, these results suggest that those who attend 
education sessions may have a reduced risk of multi
ple complaints. 
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Psychological morbidity in Australian doctors who 
have and have not experienced a medico-legal 
matter: cross-sectional survey 

Louise Nash, Michele Daly, Maree Johnson, Garry Walter, Merrilyn 
Walton, Simon Willcock, Carissa Coulston, Elizabeth van Ekert, 
Chris Tennant 

Objective: To describe the differences in psychological morbidity between Australian 
general practitioners (GPs) who have experienced a medico-legal matter and those who 
have not. 
Methods: A total of 1499 GPs were initially invited to participate in the study. Two hundred 
and sixty requested not to participate, with 1239 subsequently being sent a survey. There 
were 566 respondents (45.7% response rate to survey). There were two sources of data. 
First, a cross-sectional survey sought demographic information, personality traits via the 
Eysenck Personality Questionnaire (EPQ), history of a medico-legal matter with any 
medical defence organization, and measures of psychological morbidity, including the 
General Health Questionnaire (GHQ), Sheehan Disability Scale (SDS), and Alcohol Use 
Disorders Identification Test. Second, information was extracted from the United Medical 
Protection database on medico-legal matters. 
Results: Fifty-nine per cent of respondents to the survey reported ever having a medico
legal matter, with 13% having a current medico-legal matter. Those with a current matter 
reported increased levels of disability (in work, social or family life) and higher prevalence 
of psychiatric morbidity (45% vs 27% GHQ 'case identification' rates), compared to those 
with no current matter. Those respondents with a history of past medico-legal matters 
reported increased levels of disability (SDS) and depression subscores (GHQ). Male 
respondents drank significantly more alcohol than female respondents, and male 
respondents with current or past medico-legal matters had significantly higher levels of 
alcohol use than male respondents with no experience of medico-legal matters. 

Louise Nash, Psychiatrist and Le.:turer (Correspondence) 

De-partment of Psychological Medicine, Royal North Shore Hospital, St 
Leonards, NSW 2065, Australia. Email: lnashlU:·med.usyd.edu.au 

Michele Daly, Research Oniccr; Simon Willcock, Associate Professor, 
G.:m:ral Practice 

Unh'ersil)' of SydnC)', Academic General Pr:.~cticc Unit, Hornsby 
Ku-ring-gai Hospital, Hornsby, NSW, Australia 

Maree Johnson, Research Professor 

College of Social and Health Sciences, University of Western Sydm.')'• 
Sydney, NSW, Australia 

Garry Walter 

Professor of Child and Adolescem Psychiatry, University of Sy·dncy, and 
Aru Clinical Uir<!clor, Child and Adolescent Mental Health Scniccs, 
Northern Sy·dne)' Ccmral Coast Health, NSW, Australia 

Merrilyn Walton, Associate Professor of Medical Education 

(' 2007 The Royal Australian and New Ze;danJ College of Psychiatri~ts 

Centre fur lnno\·ation in Professional Health Education CIPHER, 
Uni\wsity of Sydney, Sy·dncy, NSW, Australia 

Carissa Coulston, Clinical Psychologist and Research OIT'icer 

Academic Discipline of Psychological Medicine, Northern Clinical School, 
Unhersity of Sydney, and CAllE Clinic, Department of Academic 
Psychiatry, Royal North Shore Hospital, St Leonards, S)·dney, NSW, 
Australia 

Elizabeth van Ekerl, National Manager 

Risk Athisory Scniccs, Amnt (formerly UNITED :\1edical Protection), 
S)·dney, NS\V, Australia 

Chris Tennant, Professor of Psychiatry 

lJuhcrsity of Sydney, Royal North Shore Hospital, St L<!onards, NSW, 
Australia 

Received 8 June 2007; accepted 31 July 2007. 



918 EFFECT OF MEDICO-LEGAL ISSUES 

Conclusions: Doctors who have current and past medico-legal matters have a higher 
level of psychological morbidity. The study design was unable to distinguish cause or 
effect. A longitudinal study is planned to investigate this. The findings have significant 
implications for medical training, doctor support systems and medical insurance groups. 
Key words: complaints, general practitioners, hazardous alcohol use, lawsuits, medico
legal matters, psychiatric morbidity. 

Australian and New Zealand Journal of Psychiatry 2007; 41:917-925 

In a study of Australian general practitioners 
(GPs), threat of litigation was perceived as the 
most severe work-related stress [1]. As a group, 
doctors overestimate the likelihood of being sut:d 
[2,3], while the majority of patients entitled to make 
a formal complaint or claim compensation do not 
[4,5]. 

A complaint or lawsuit against a doctor causes 
emotional and physical stress [6,7]. This has been 
observed ;;:::: 2 years after being sued, regardless of 
outcome [8]. Issues intluencing the doctor's response 
include personality, professional or personal sup
ports, and the medical culture of infallibility [9-15]. 
More generally, the fear of litigation impacts on the 
prw..:tice of medicine in both a negative and a positive 
way. Although it may increase awareness of risk, it 
may also discourage open discussion and introduc
tion of measures to reduce error, and even increase 
health-care costs, such as through unnecessary tests 
or rdCrrals. 

The frequency of medico-legal matters varies by 
gender, age, specialty, hours worked and country of 
practice, such that men aged 40-60 years working in 
high-intervention specialties are more likely to be the 
subject of a medico-legal mailer [16-19]. In Austra
lia, during the year 2005-2006,4% of members of the 
largest Australian medical defence organization, 
United Medical Protection (United), incurred a claim 
for compensation [20]. In the state of New South 
Wales (NSW), 5% of doctors have a complaint made 
about them to the NSW Health Care Complaints 
Commission (HCCC) per year [21-23]. In the USA, 
86% of high-risk specialist doctors had been named 
in a malpractice suit at least once [ 17]. 

Predictors of psychiatric illness in doctors include 
family history of mental illness, personality type 
(particularly neuroticism), and contextual factors 
such as perceived work conditions and stress outside 
of work [24-26]. 

The relevance of this research to psychiatrists is 
threefold: first, in the treatment of a colleague who is 

involved in a medico-legal matter, second, as doctors 
who have (or may have) a complaint or suit against 
them, and third, as teachers of students and trainees 
about this aspect of professional life. 

The aim of the present study was to explore the 
diftCrences in psychological morbidity between GPs 
who have and have not had experience of medico
kgal matters using several psychological health 
measures, with consideration to demographic and 
personality variables. Stress experienced by patients 
has been addressed elsewhere [27]. 

Methods 

A dcscriptiw comparative design was used. In May 2006 a cross

sectional self-report survey was administered to GPs. 

Sample 

A total of 1499 GPs was selected from a listing of all GPs who 

were currently insured with United. The sample included all 530 

GPs classified by United as proceduralists (those who perform 

procedures of a more invasiw or high-risk nature, such as 

obstetrics, gener;tl or regional anaesthesia, i.v. sedation, minor 

orthopaedic surgery, tonsillcetomy), and a random selection of970 

non-procedural GPs from a total of 6479. One subject survey pack 

wa~ S<.!tlt back with the code rcmuvcd, and 10 were rdurned 

unopened due to dtange of address. 
Be.:ause we were seeking to use existing data within United's 

database (to reduce d<.~ta burden) and to collect <.~dditional 

information via survey, a two-stage appro<.~ch was used to ensure 

protection of United members' confidential dat<.~. All selected GPs 

were informed about the study, including the u~e of historical d<lta 

relating to medico-legal maw:rs held by United, and were asked to 

complete a form noting if they wished not to participate in tht: 

study. Two hundred and sixty GPs {17%) requested not to 

participate <~nd were therefore not included. The remaining 1239 

GPs were sent the survey, with ultimately 566 respondents (45.7<Yn 

survey respon~e ratt:). 
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Data and procedure 

Psychological morbidity was tht: outcome of interest {measun:d 

by psychiatric symptoms, disability and potentially hazardous 
akohol usc). 

Data for analysis was obtaint:d from two source~. First. survey 
data (the major data source) included demographic information 

{birth, gender, year and country of graduation, type of general 

practice, marital status, hours worked per week, weeks worked per 

year, attendance at peer review and hours at formal education), 

current and past medico-legal matters, personality assessment, and 

p~ychlllogical morbidity mea~urcs. 

Second. data wen: extracted from the United Oracle database 

on medico-legal matters for those GPs who agreed to participate. 

This included all medico-k:gal matters, or matters arising from 

members' medical practice that had given rise to legal action such 

as a claim for compensation, a complaint before a medical 

registration board or complaints body, coronia! in4uiry, or 
alkgation of Mt:dicare fraud and otht:r billing irrt:gularitit:~ {Tabk 

I). A uni4ue study code was used to combine the extracted 

United data with the survey data received. A listing of the study 

codes was obtained from the survey data returned and only 
United data relatiug to members representing these study code~ 

were issued to the team. 

The self-administered survey was posted to GPs and indudcd a 

reply paid envelope. Four weeks later, a reminder letter was issued. 

again n:4uesting participation and return of the survey. 

Measures of psychological morbidity 

Psychiatric morbidity was assessed using the General Health 
Qucstionnaire-28 {GHQ) [28], a sensitive and well-validated 

~crecning tool to detect common non-psychotic psychiatric 

morbidity that cunsider~ symptoms over the past 2 weeks. It has 

four subscaks: somatic symptoms; anxiety and insomnia; social 

dysfunction; and depression. There are two scoring systems u~ed: 

a summation of scores (scores from 0 to 3 per item, with higher 

numb.:r for increasing ~ymptom severity) giving a total score, 

and a ·ca~c idcntitit·ation' for psychiatric morbidity using 

binary scoring (0011) per item. with a score >4 meeting case 

detinition. 

Impairment in work, social and family life was measured using 
the Sheehan Disability Scale (SDS) [29], a self-report question

naire that assesses functional imp<lirment in work, social/leisure 

activitie~ and l~unily life. It is a sensitive tool for identifying 
(primary care) patienb with mental health-related impairment. 

In the present study it was used to identify individuals with 

impaired role functioning in the three domains using a modilicd 

4-point Likert scale for each domain {I =not impaired to 4 = 

~everely impaired), with summation of scores for a global SOS 

~cure. 

Alcohol use wa~ assessed using the World Health Organization 

Alcohol Usc Disorder~ Identification Test (AUDIT) [30], which is 

~cnsitivc to detecting hazardous and harmful drinking. The 

ALDIT 4uestions are scored from 0 to 4, with subjects who score 

a total of ~g classified as potentially hazardous drinkers (AUDIT 

C:.JSC identiJication). 

Personality measure 

The Eyscnck Personality Questionnaire (EPQ)- Revised Short 
Scale version [31} was used. The t::PQ is a valid and reliable self

report 4uestionnaire that measures three major dimensions of 

personality: extraversion {E), neuroticism (N) and psychoticism (P). 

rcpre~cnting personality traits not diagnoses. Neuroticism is some

times referred to as ·emotionality' and measures emotional stability 

or sensitivity; psychoticism measures 'tough-mindedness' and at the 

extreme a lack of empathy. The extroversion (E) scale determines if 

the subjeCI is outgoing and talkative. and a low score represents 

introwrsion. 

Definition of medico-legal matter 

Respondents were a~ked. "!lave you ever received assistance 
from any medical defence organization in a medico-legal matter?'. 

These matters included a claim for cmnpensation for damages, 
complaint to an HCC body, medical board inquiry, disciplinary 

hearing, health imurance commission inquiry, hospital dispute, 

pharmaceutical services in4uiry. Medicare fraud inquiry, anti

discrimination board inquiry, coronia! in4uiry and criminal charge. 
These matters were identified as either ·current' or 'past' {the latter 
referring to medico-legal matters that were closed or tinalized). 

Respondents were also asked the type of their most recent medico

legal maHer. 

Statistical analysis 

Statistical analy~is was undertaken using SPSS Version 12.0 

{SPSS Version 15, Chicago, IL. USA). DitTerences between groups 

were assessed using independent samples t-teslS for continuous 

variables, and x2 tests for categorical variables. Bivariate relation

ships between continuous variables were performed using Pearson 
product-moment or Spearman's rank order correlation coo:fficient~. 

Binary logistic regression analyses were performed to determine if 

medico-legal matters were associated with psychiatric morbidity 

and potentially hazardou~ drinking after controlling for relevant 
confounding variables. 

Ethical considerations 

Approval for the study was granted through Northern Sydney 

Central Coast Area Health Service and the University of Sydney 
Ethics Committees, and United Board. Anonymity and eonlidcnti

ality of survey responses, and United membership and data, were 

protected at all times. The survey contained a covering letter 
indicating that de-idt:ntified data relating to medico-legal matters 

held by United would be issued to the study team if the survey dat:.J 
were returned. The study was funded by a research grant from 

Northern Sydney Health. 
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Results 

Characteristics of respondents 

Demographic and medico-legal history of the sample is reported 
in Tabk I. 

Characteristics of those who had experienced a medico
legal matter (self-report data) 

Respondents who had ever experienced medico-legal maner~ 

were significantly older (mean =53.96 years. SD =9.25) than those 
who had newr exp.:rienced a medico-legal matter (mean= 

51.26 years. SO =9.H4; t( 54<JJ =3.28, p <0.001). 
Respondents who had ever experienced medico-legal matters 

worked significantly longer hours per week (mean =43.0S hours, 
SD = l4.l,l l) than those who had never experienced a medico-legal 
matter (mean=37.64hours, SD=l4.29; t< 5351 =4.l6 p<O.OOI), 
and re~pondents who had a curn:nt mt:dir.:o-kgal matter worked 
significantly longer hours per week (mean =46.03 hours, SO= 
l4.H4) than those without a current maller (mean= 39.96 hours, 
SO= 14.99; t(S19i =3.14, p <0.01). 

A significantly higher proportion of proceduralists had ever 
experienced a medico-legal matter (69.3%) than non-proceduralists 
(53.l,l%,; x1 = ll.7S, df= I, p <0.001), and a significantly higher 
proportion of male (65.7%) than female respondents (46.5%) 
n::portcd experiencing a medico-legal matter t~? = 19.44, df = l, p < 
0.00 l ). Hmvcvcr, there was no dilkrcnce in the proportion of male 
and fcmak respondents who worked more than 48 h per week in 
terms of number of medico-legal matters (p >0.05). 

I lours of work wa~ significantly and positivdy correlated with 
number of medico-legal matters according to sdf-report data for 
both female (r = 0.25, p <00 I) and male respondents (r =0.15, p < 
0.01 ). and according to data provided by United for both female 
(r =0.25, p <0.00 I) and male n:~pondcnts (r = 0.16, p <0.01 ). 

Australian doctors versus those trained in other countrit:s Jid not 
differ in number of medico-legal maners. nor did doctors who 
attended peer review or formal education JitTer from tho~c who did 
not attend (p >0.05). 

Type of medico-legal matter 

Con~idering respondents' most n~cenl medico-legal matter, 
according to self-report data 44.5% were daims for compensation, 
~2.9% wen! a complaint to an HCC body, 6.1% was general 
advice, 6.1% was dassilied as ·other", 4.6% were coronia! in4uiric~. 
4.3% medical board in4uirics and 4.3% were complaints to the 
dlKWr. 

Differences between study respondents and non
respondents (United Data) 

United ~talr examined Jii1Crcnccs in demographic factors and 
medico-legal matters between survey respundents (n = 566) and 
ntm-rcspondents (n =673). Rc~pondents were older (mean= 

Table I. Subject characteristics 

Characteristic 
Age (years) 
Gender 

Male 
Marital status 

Married 
Medical degree obtained 

In Australia 
In UK/Ireland 
In India/Sri Lanka 
Other 

Hours worked week- 1 

Weeks worked year- 1 

No. doctors in solo 
practice 

Proceduralist 
Attendance at peer review 

(mean sessions per 
year) 

Attendance at formal 
education (mean hours 
per year) 

n (%) 
558 

365/564 (65) 

466/562 (83) 

454/565 (80) 
40/565 (7) 
281565 (5) 
45/565 (8) 

110/560 (20) 

1781565 (32) 
239/559 (42) 

531/559 (95) 

Medico-legal experiences of the doctor 
Medico-legal assistance 329/559 (59) 

receivedt (self-report 
data) 

Respondents with a 71/559 (13) 
current medico-legal 
matter (self-report data) 

Respondents with a past 295/559 (53) 
medico-legal matter 
(self-report data) 

GPs who have 250/565 (44) 
experienced a major 
medico-legal matter: 
(United data) 

GPs who have 
experienced one or 
more major medico
legal matter (United 
data) 

Civil claims 
Unlitigated claims 
Complaints 
Medical Board inquiry 
HIC claims 
Coroners inquiry 

145/565 (25. 7) 
381565 (6.4) 
87/565 (15.4) 
32/565 (5.7) 
181565 (2.8) 
15/565 (2.7) 

Moan (SO) 

53.0 (9.7) 

40.9(15.1) 
46.4 (6.0) 

8.0 (9.6) 

38.0 (32.3) 

HIC, health insurance commission.; 1A total of 59% of 
respondents had sought medico-legal assistance, which 
included specific matters defined here, general advice and 
matters with other insurance groups. 
tA medico-legal matter defined by United as any of the 
following: civil claim, unlitigated claim, complaint, medical 
board inquiry, HIC inquiry, disciplinary hearing, hospital 
dispute, pharmaceutical seiVices inquiry, Medicare fraud 
inquiry, antidiscrimination inquiry, coroners inquiry, criminal 
charge. 

51.80 years, SO =9.46) than non-rt:spondents (mean =51.68 years, 

SO =9.87; l(JI'II) = 1.99, p <0.05). 
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The proportion of females to m;.~les who responded (35.8%,) was 

higher than the proportion of 1-.:malcs to male~ who did not 

respond (28.3%; X~= 7.85, df= l, p <0.01 ). 

Of the doctors who were sent the survey, there was a smaller 
proportion of prm:eduralist respondents (31.5%) compared to non

pro..:..:duralist non-respond..:nts (38.6%; ·l = 7.72, df = I, p <0.0 l ). 

Then: were no signili..:ant differences in the proportion of survey 
r..:spondcnts experiencing the k..:y m..:dico-legal events (claims, 

complaints or inquiries) compared to non-respondents (p >0.05). 

Lc\'cl of agreement between self-report data and United 
data on medico-legal matters 

Ninety per cent of GPs who had a current or past medico-legal 

matter recorded by United recorded a current or past matter in self
report data. Pearson's product-moment correlations showed that 

there was a significant relationship between total number of ..:urrent 
and past medico-legal malters rec01·ded by United, and total 

number of current and past matters reported by the GPs (r = 

0.36, p <0.001). However, 34% of GPs who did not have a 
medico-legal matter recorded by United, did record a matter in sdf

n:port dat:.t. This \Vas likely due to the f:.tct th:.tt respondents wen: 
asked to in'-·lud...: all m:.tllcrs, either with United or other organiza

tion~. and possible owr-indusion referring to a process as a 

m..:dico-lcgal matter that United did not regard as such. 

Psychological measures 

Psychiatric morbidity (General llea/th Questionnaire) 

Those doctors who had ..:vcr experienced a medico-kgal matter 
had signilic;.mtly high..:r psychiatric morbidity case identification 

rates than doctors who had never experienced medico-legal matters 

(X.1 = 5.90, df =I, p <0.005). Further GIIQ results arc given in 

Table 2. 
Compared to d.m·tors who hall never experienced a medico-legal 

matter, those who had ..:vcr experienced a medico-legal maHer 

n.:portcd high..:r an.\iety (t15""' 21 =3.24, p <0.005), greater social 
dy~fun..:tion (t1551 1 = 3.17, p <0.005), and a higher level of depres

sion (t15--191 =3.21, p <0.001). and doctors with tin<.~lized past 
matters maintained a higher level of depression than those who 
had never experienced a medico-legal matter (t1""' 721 =2.H6. 
p <0.005). Table 2 shows further comparisons for past matter 

only and current matters versus the group who had never sought 
assistam:e for a medi<.:o-legal matter. 

Impairment (Sheehan Disability Scale) 

Those doctors who had ever experie1K"ed a medico-legal matter 

had significantly higher disability scores than tho~e who had never 

experienced a medico-legal matter (t15--1 21 =3.24, p <0.005). As seen 
in Table 2, male rc~pondcnts had signilicantly higher disability 
scores than kmak r..:spondents (t14751 =2.91, p <().()05). Those who 

worked >4H h v.eek- 1 bud significantly higher disability score~ 

than those who worked <36 h week -I (tu--l'il =2.4H, p <0.05) and 
those who worked 36-4!5 h week- 1 (11.1261 =3.86, p <0.001). 

Alculwl uye I AUDIT) 

As shown in Table 2, of those who met AUDIT criteria for being 

a potentially hazardous drinker (AUDIT> 8), a signilicantly higher 
proportion wcr..: mak (x.2 = IH.94. df= I, p <0.001), a higher 

proportion had ever C.\p..:rienced a medico-kgal matt..:r (x.2 =4.43. 
df= I, p <0.05), and a higher proportion worked longer hours 

( >4H h week- 1 ~ x.2 =H.67, df =2, p <0.05). Furthermore, of those 

who worked longer hours ( >4H h week- 1 
), a higher proportion 

of men (1~.9%) were drinking at a potentially hazardous level 

(i =3.54, df= I, p <0.05). 
Age differences were also examined but not found to be 

signilicant (p >0.05). 
There was a significant positiw correlation between total 

AUDIT ~cores and SDS scores (r =0.19. p <0.001). 

D(f.f"erence betu'een peer review allendance and 
prvcedurali.'>'fS on nwrbidiiy measures 

There was no difference in psychiatric morbidity (GHQ) or 

disability (SDS) or AUDIT scores between those who did or did 

not attend peer review, and between proceduralists and non

proeeduralists (p >0.05). 

Personality (EPQ) and measures of psychological 
morbidity (GHQ, SDS, AUDIT) 

Total GHQ scores were significantly correlakd with EPQ 
neuroticism subscale scores (r =0.47, p <0.001). and EPQ intro

version subscale scores (r =0.21 p <0.00 l ). 
Total SDS scores were significantly correlated with EPQ 

m:uroticism subscale scores (r =0.45, p <0.001), and EPQ intro

version subscalc scores (r =0.24, p <0.001 ). 

Potentially hazardous drinking scores were signilicantly corre

lated with EPQ psychoticism subsc:.tle scores (r =0.12, p <0.01), 

and EPQ neuroticism subscale scores (r =0.10. p <0.05) 

Predictors of psychiatric morbidity and potentially 
hazardous drinking 

Psyclu"alric morbidity (General Healih Queslivwwire) 

Age, years of practice as a GP, and EPQ neuroticism and 

extraversion/introversion ~ubscak scores were signilicant con

founds and were therefore treated as covariates. These were 

significant predictors of psy..:hiatri..: morbidity (X2 = H0.6H. df =4, 

p <0.001, Nagclkerke R2 =0.22). Correct classification rates were 

28.8% for GPs with psychiatric morbidity and 93.4% for GPs 

without psychiatric morbidity (the overall correct classilication rate 

was 76.3%). 

As shown in Tabk 3, a higher proportion or GPs with a 
current medico-legal matter had psychiatric morbidity than GPs 
without a current medico-legal matter. Current medico-legal matter 

significantly predicted psy..:hiatric morbidity. There was improve

ment in classilication of GPs with psychiatric morbidity when 
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adding curr~nt m~dico-kgal matt~r as a prcdi~tor of psychiatric 
morbidity. Fttrthennor~. th~ ~xpon~ntial b~ta (odds ratios) statis
tics in Tablt!" 3 indicate that GPs who had a current medico-legal 
matter were more likely to have psychiatric morbidity than thosl! 
without a current medico-legal matter. 

Porentially lw:::urdous drinking (AUDIT) 

Gt!"nder. yt!"ars of practice as a GP, hours worked per week, and 
EPQ psychoticism and neuroticism subscale scores Wt!"re significant 
confounds and wert!" therefor<!" treatt!"d as covariates. These were 
signilicant predictors of potentially hazardous drinking(/ =41.17, 
df = 5, p <0.001, Nagelkerke RJ =0.16). Correct classification rates 
were 1.8'Yo for GPs with potentially hazardous drinking and 99.8% 
for GPs without potentially hazardous drinking (the overall 
dassilication rat<!" was HH.5'V.,). 

As shown in Table 3, a higha proportion of GPs with a current 
medico-legal matter demonstrated potentially hazardous drinking 
than GPs without a curn:nt nH:dico-k:gal matter. Current medico
legalm;.ttter significantly predit·ted potentially hazardous drinking. 
Thert!" was improvement in classitication of GPs with potentially 
hazardous drinking when adding current medico-kgal matter as ._. 
predictor of potentially hazardous drinking. Furthermore, the 
exponential b~ta (odds ratios) statistics shown in Table 3 indicate 
that GPs who had a curreut nu:dico-legal matter were more Jik..:ly 
to have potentially hazardous drinking than those without a 
currem medico-legal matter. 

Discussion 

We have explored differences in psychological 
morbidity in Australian GPs, comparing those who 
have and have not experienced medico-legal matters, 
and found that there is an increase in psychiatric 
morbidity (GHQ), impairment in function (SDS) and 
alcohol use in men (AUDIT), for doctors who 
currently have a medico-legal matter. As in other 
studies [I0-14], procedural doctors and those who 
work more hours per week are more likely to have 
had a medico-legal mauer. 

Female general practitioners in the present study 
had lower levels of psychological morbidity even after 
considering hours of work. This is contrary to 
previous Australian studies, which have found female 
doctors to have higher GHQ case identification rates 
(Table 4) (24,32]. However, the present sample ofGPs 
in general had lower psychiatric morbidity as com
pared to interns and hospital consultants. 

In view of the high prevalence (45%) of GPs 
experiencing psychiatric morbidity with a current 
medico-legal matter, there is an urgent need to 
investigate avenues to assist doctors. This may have 
benefits for the practitioner, the patient, the health 
system and the insurer. Interventions to consider 
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Table 4. Precalence of' psychiatric nwrhidity in Australian doctors 

Psychiatric morbidity prevalence (GHQ >4) 
% Male% Female% Type 

Study respondent 27 28 23 GP 
Study respondent current 45 49 31 GP 

matter 
Bruce et a/. (2003) [33] 41 39 44 Hospital consultant 
Willcock et at. (2004) [24] 37 33 41 Intern 

GHQ >4, General Health Questionnaire-28, cut-off >4; GP, general practitioner. 

include the provision of appropriate services and 
education of the workforce regarding the different 
medico-legal processes, psychological reactions, ne
gative coping strategies such as overuse of alcohol, 
and the availability of supports and positive coping 
strategies. 

It was hypothesized that peer review and formal 
education [14] would identify doctors who are better 
engaged with their peers and less prone to adverse 
outcomes. However, comparisons of doctors who 
attended peer review or formal education with those 
who did not, found no difference in the occurrence of 
medico-legal matters or in the presence of psychiatric 
morbidity, disability or potentially hazardous alcohol 
drinking. 

Limitations 

The study is not without limitations. First, the 566 
respondents represent only I% of Australian GPs 
(2003 workforce data) [33] and they differ in demo
graphic and work practice measures from the 2003 
workforce in which mean age of GPs was 45.7 years 
(present sample, mean age= 53 years), 32.6% were 
ft:male in 2003 (present sample, 35%) and GPs 
worked an average 44.2 h week- 1 (present respon
dent sample, 40.9 h). 

Second, the response rate of 45.7% to the survey is 
comparable to many doctor studies, but does leave 
room for responder bias. We considered this in our 
comparison of responders and non-responders from 
the United data, and although there were some 
statistical demographic differences, these were not 
deemed major, and importantly there were no differ
ences in the major groups of medico-legal matters 
between responders and non-responders. 

Third, two data sets for medico-legal matters were 
utilized, and each had their strengths and weaknesses. 
Self-report data may have been more inclusive than 

United data, in that it would include matters with 
other insurers, but relying on responders to classify 
the type of medico-legal matter was difficult. At 
times, matters were included in self-report data that 
would not have been considered a medico-legal 
matter by United definition, and thus the self-report 
data was over-inclusive. 

Fourth, seriousness of matters was not classified in 
the present paper because the number of each type of 
matter was small when broken down. The seriousness 
of a complaint from the point of view of regulators 
(HCC body and Medical Board) is from the patient's 
perspective rather than the outcome for the doctor. 
The present study considered the impact on the 
doctor, which varies depending on many factors in 
the doctor, for example personality, supports, the 
doctor's perception of the seriousness of the matter, 
and the actual legal process (e.g. the disciplinary 
process can be prolonged and uncertain, whereas the 
resolution process can be relatively brief and un
encumbered by complex legal intervention). The mere 
fact of a complaint, however, can be sufficient to 
generate anxiety. 

Fifth, as a cross-sectional study we are unable to 
comment on the direction of causality. A longitudinal 
study is planned to resolve the chicken-and-egg aspect 
and longitudinal effects, and address the causality of 
psychological morbidity. 

Conclusions 

The present study shows that Australian GPs who 
have a current medico-legal matter, have increased 
psychiatric morbidity, disability, and in male GPs 
increased potentially hazardous alcohol use. 

Education of medical students as well as pre
vocational and vocational training about the nature 
and impact of medico-legal matters is important 
in improving doctors' health and thereby patient 
care. Enhancing individual coping strategies and the 
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encouragement of systemic change are hypothesized 
as measures to further improve the outcome for the 
doctor and patient. 
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How it affects their practice 

Background 

General practitioners' concerns about medicolegal issues have been 
shown to lnlluence the practice of rneclicine. Tl11s research looks ar 
GPs' belie1s about medicolegal issues and now medicolegal concerns 
attecr the1r pract1ce. 

Methods 

A descnptive comparative design was used. A cross secnonal self 
report survey was sent to 1239 GPs, 566 responded (46% response 
rate). Responses were considered as a group, and then comparisons 
were made between those who had experienced a medicolegal 
matter and those who had not This data was sou1 ced from surveys 
and medtcolegal insurer records. 

Results 

General practitioners with previous medicolegal experiences were 
more likely than their colleagues to report believing the law required 
them to make pertect decisrons and that medicolegal factors made 
them cons1der early retirer11em from medicine. They were also less 
likely to behave that inade{luate communication is a factor rn most 
complaints. More than half the GPs reported havrng made practrce 
changes due to medicoleyal concerns in the following areas: test 
ordering (73%); specialist referrals {66%); systems to track test results 
(70%); and communi catron of risk LO patients (68%). Other changes 
were reported less frequently. 

Discussion 

This study found thar GPs' concerns about medtcolegal matters irnpacr 
on their practise of ruedicme. While greater awareness of medicolegal 
issues may load to positive rmpacts, the negative rrniJaCt of the1r 
concerns is that some changes arise tram anxiety about medicole.gal 
matters rather than tram the exercise of good clinical Judgment. 

• General practitioners' concerns about a potential complaint, 

inquiry or lawsuit influences their practise of medicine in 

potentially positive ways such as developing audit procedures 

and better patient explanations; but also 11egatively such as 

increased prescribing of drugs, referrals and diagnostic 

testing.1- 9 These impact on the quality and cost of health care. 

Defensive medicine occurs when practice is governed by the fear of 
n1edicolegal actions rather than sound medical judgment. A review 

of the effects of the medical liabi lity system in Ausrralia. the United 
Kingdom and the USA. found evidence of defensive medicine in the 

UK a.nd the USA. but a lack of Ausvalian data.10 In a UK study ot 500 
randomly selected GPs with 300 respondents (60% response rate), 

98% of respondents reported making some change in reaction to the 

possibility of a complaint.5 including increased referral (64%). increased 

follow up (64%). increased diagnostic testing (60%1. preseribing of 

unnecessary drugs 129%) and avoiding treatment of certain conditions 

142%). Studdert's7 2003 survey to 1333 emergency doctors. radiologists 

and surgeons in Pennsylvania with 824 respondents (65% responsf:) 
rate). found tl1at 92% of respondents modified djagnostic procedures 

and/or referring because of the threat of malpractice liability, and 43% 
reporred using imaging when clinically unnecessary. 

A Canadian survey of 148 primary physicians with 72 respondents 

(response rate 49%) found that 50% of respondents avoided certain 

procedures.4 as did 28% of sued Chicago doctors in the 1980s.9 

However. more information was provided to patients by 80% of the 

Canadian responde11ts4 and by 50% of UK GPs.5 

The USA Common Good Fear of Litigation study in terviewed 
300 doctors. 200 nurses and 100 administrators. Doctors reported 

an increase in test ordering (79%). referra ls (74%). and medication 

prescribing (41 %); with near unanimous agreement that this increased 

health care costs.8 
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Table 1. Medicolegal history of the respondents 

Characteristic 

Self reported medicolegal ~periences of GPs (rt- 55SI'It - ~ 

Med icol~ga l assistance ever received 

Aesponqems· with a currem medicolegal' maner 

Respondents with a past medicolegpl matter 

No. (%) 

329' (59') 

71 113t 

295 (531 

·GPs who have experienced one or more of the following medico-legal matters !UNITED data. n==565) 250 1441 

.Civil claims 

Unlitigated claims'""" 

145 (26) 

36 {61 
==================================== 

Compl:aints -
M&lical Board' inquiry 

HIC claims 

Coroners inquiry 

Methods 

A descriptive comparative design was used. A cross sectional self 
report survey was administered ro GPs in May 2006. Responses were 
considered as a group. and comparisons made between those who 

had experienced a medicoleg;:~l matter and those who had not. 

Sample 

A total of 1499 GPs were selected from a list of all GPs insured with 
UNITED Medical Protection I UNITED!. then the largest Australian 
medical insurance company (now Avant). The f inal sample included 
all 530 GPs classified by UNITED as proceduralists. and a random 
selection of 970 nonprocedural GPs from a total data base of 6479. 

Power analysis considering change in the psychological morbidity 
measures 11 determined the sample size required. UNITED insured 
30% of Australian GPs.13 

A two stage approach was used to ensure protection of confidential 

data. All selec[ed GPs were informed of the study, including the use of 
historical data relating to medicolegal matters held by UNITED, and 
asked to complete a form indicating whether or not they wished to 
participate: 266 GPs (17%) chose not ro participate. 

87 (.15.1 

32 161' 

16 191. 

15 131 

• 

Data and procedure 

Data came from two. sources. The survey da ta included demographic 
Information. work practice details. cu rrent and past medicolegal 

matters witl1 any 111edical defence organisat ion. and attitudes 

and change of practice in response ro medicolegal concerns. The 
posted survey inc luded a reply paid enve lope, wi th a reminder 

letter 4 weeks later. The second data source was the UNITED 
database information on medicolegal matters for GPs who agreed 
to participate. 

Measuring medicolegal matters 

Medicolega. l matters classification used UNITED criteria. with the 
survey asking aboi,Jt: compensation claim for damt~ges. health care 
complaints body complaint. Medical Board inquiry, disciplinary 
hearing, Health Insurance Comm ission (H ICJ inquiry. hospital 

dispu te. pllarma.ceutical se rvices inquiry, Medicare fra ud inquiry, 

Antidiscrimination Board inquiry. Coronia! inquiry. criminal charge 
and 'otl1er'. 

Respondents were asked whether they had ever rece ived 
assistance from any medical defence organisa tion in any of these 
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medicolegal matters and whether the matters were 'currem' or 
'past' (closed). 

Beliefs and changes to practice due to concerns about 
medicolegal issue-S 

A previously pi loted questionnaire was used regarding GPs' beliefs 
and understanding of the law as it relates to medicolegal issues.6 

Questions about changes in practice were drawn from key items in 
the literature. Respondents were asked: 'Do concerns about medical 
negligence/complaint cause you to .. .' and a series of items were 
llsted relating to medical practice (Table 1). 

Ethical considerations 

Approval for the study was granted through Northern Sydney Centra l 
Coast Area Health Servic.e and the Un.ive·rsity of Sydney Ethics 
Committees, and the UN IT ED Board. The survey covering letter 
indicated that de-identified data relating to medicolegal matters 

held by UNITED would be issued to the study team if the survey 
was returned. 

Table 2. Bel.iefs about medicolegal isS:Ues (n7554) 

Results 

Respondent demographic characteristics and experience of 
medicolegal matters 

Of the 1239 GPs surveyed. 566 responded (46% survey response 
rate. and 566/1499. 38% overall response rate); mean age was 53 
years (S0=9.7); and 65% were male. Proceduralist GPs accounted for 
32% of respondents. Mean hours worked per week was 40.9 hours 
(SD=15.1) and mean weeks wo1ked per year was 46.4 weeks (SD=B.O). 
The medicolegal history of respondents is shown in Table 1. 

Drfferences between study respondents and nonrespondents from 
UNITED data 

Respondents were marginally older (M=52.80 years, SD=9.46) than 
non-respondents (M=51.68 years. SD=9.87) (t0 191l=1.99. tx0.05l and 
there was a higher proportion of females to males for respondents 
(35.8%) compared to nonrespondents (28.3%) lxL7 .85, df= 1, ,o<0.01 ). 

There were no signiticqnt differences in the proportion of survey 
respondents experiencing the key medicolegal events (claims. 

- • -
Statement % Agree* o/o Agree Ofo Agree Significance**# 

Total cohort MLM NoMLM 
(n=554)· ~, (n=326) (n=228) 

-- . -- --- -- - -
All doctors make mistake$ 97 97 ' 97' ns 

- -- - . 
Inadequate colllrnunication is a factor in most complaints 93: 90 97 x~1 ,n=5901 = 8·.52. -

p::0.004 - ---- -

My awareness I!Jf risks of medi'~:;al negligence 11as increased in 92 93' 91 ns 
recent years: 

-
I tee1 cor:nfen~ble disct~ssi.ng my mi.stakes with my celleagues 76 n 74 ns 
Professional standards should be set solely by the medical 70 69· 71 ns 
protessibn 

-- -. ·--·- - --- --. 

Doct9rs ?Jre encouraged te repon thetr medical er~ors 70 71 tb ns 
- --- --- - - - -----

The law requires me to make perfect medical decisions# o4' 68 59' x211.n=548) =4.32. 
,tF.0.038 

Medfcolegal fa&t()rs 111ake you consider retiring e~.rly 'from 48'' 52'' 43 x1 1.1 .n=5421 = 
medicine 4.30~ p;:;0.038 -- --- -. . -- - -· 

Melliica1 mi.stakes ~re ra.re 21 1.9 24 ns 
- -

An apology to a patient implies an admission of liability 16 17 14 ns 

Patients are likely tu sue a'doctor who tells them about a 14 15 .• 11 ns 
mistake 

Only unprofessional or incompetent doctors get sued 2 2 3 ns 
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Table 3. Practice changes due to medicolegal concerns (n=549) 

Practic~ change Ofo who c.hanged bebavlour more than usual 
~------ -- - --- . -· - . - -- . - . -· 

Total cohort With MLM With no MLM Significance**# 
(n=549it) (n=l25)· (n=224) ----- - _.___ --- -- -- ~---- -----. 

Order tests 73,: 

Abfer to specialists 66. 

Avoid a particular type of invasive proce~ure 49 

Avoid particular obstetric procedure ~~0% stated not applicable) 49 

Prescribe medication 19 

- --- -- - - ---
Put systems in pJace to traCk· tesr results 70 

Provide CQIT1f'l.1UJ.lication O.f risk to patients 6.8 

Put systems in pla.ce to at,~dit practice 47 

Put systemS: in place to identify nonattenders 36 

complaints or inquiries) compared to nonrespondenrs according to 
UN I TED data. 11 

Respondent beliefs about medicolegal issues 

Table 2 sets out sta tements about medicolegal issues and the 
percentage of respondents who agreed with the statements. Table 3 

reports about changes in practice behaviour due to concerns ab.out 
medical negligence and complaints. comparing those with and without 
a history of medicolegal matters. and solo and nonsolo practitioners. 

Discussion 
This sample of GPs. like other surveyed doctors. had a high level of 
concern about medicolegal issues. regardless of whether or not they 
had experienced a medicolegal matter themselves. There was near 
Uf11Versal agreement IS7%) [hat doctors make mislakes. yet almost 
two-thirds (64%) believed that the law required them to make perfect 
decisions. General practitioners who had experienced a medicolegal 
matter were significantly more likely to believe that the law required 

them to make perfect decisions than those who had nor. However. the 
High Court of Australia decision in Rogers v Wl1itaker said: 'The law 
imposes on a medical practitioner a dUty to exercise reasonable care 
and skill in rhe provision of professional advice and treatment' .14 The 

law therefore does not require perfection. JUSt what is reasonable. 
Twenty-one percent of respondents believed that medical mistakes 

are rare. This is inconsistent with findings that 16.6% of admissions 
to Australian hospitals were associated with an 'adverse event' 
resulting in disability or longer stay.1 ~ 

- -. 
74 7.3 ns 
66 66. ns 

47 53 n~ -·- -

49 49 ns 
-- ----

23 15 x211.n=54Dl 
=5.62.,o=0.01'8 

-- --·-- --- lr --- -- --
69' 71 ns 

67 70. ns 
50 43' ns 

36 36 ns 

Some respondents believed that an apology to a patfent implied 
an admission of liability (16%). and that patients are more likely to sue 
a doctor who reUs them aboul a mis\ake (14%L A 1997 study of legal 
anxieties associated wlth mistakes concluded that reluctance. to disclose 
a mistake to a patient may in part be due to the 'culture of infallibility' in 

which patient care errors may be viewed as character flaws.16 

Nine1ry-1hree percent of respondents agreed t.hat inadequate 
communication was a factor in most complaints. Interestingly, among 
those .who had experienced a medicolegal matter. agreement with 
this s1atemem was significantly lower compared witll those who had 
nor. Cou ld the importance attributed to communication by 97% of 
those who had not experienced a medicolegal matter ne some.what 
protective for them. or do some of those who have experienced a 
maner feel that communication was not a relevam issue in their 
particular case? 

Nearly half (48%) of the respondents considered retiring early 
because of medicolegal factors. again higher for those who had 
experienced a medicolegal matter. This accelera1ed retiremem may 
contribute to workforce problems at a time when most medical 
disciplines have national shortages. 

This study found a range of practice changes due to concerns 

about medical negligence and complaints. However. there was little 

evidence of differences in these changes between GPs w11o had 
and had not experienced a medicolegal matter. The costly issue of 
increased test ordering by 73% of respondents was simi lar to the 
USA 179%).8 the UK (50%).5 and Chicago (62%).9 Likewise. increased 
specialist referrals in 66% of our respondents is similar to .the USA 
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(74%)8 and the UK (50%).5 Our sample had a simi lar rate of avoiding 

a particular type of invasive procedure (49%) as in Canada (50%).4 

Avoidance of obstetric procedures (in thos.e where this was applicable) 

occurred in 49% of respondents. which has workforce Implications. 

particularly in rural and remote areas. Unnecessary prescribing is 

both expensive and potentially dangerous. This occurred in 19% of 

our respondents. but ~C';ls statistically higher for respondents who had 

experienced a medicolegal matter. However. this was less than in the 
USA. in which 41% prescribed more medication tor fear of litigation. 8 

The se practice changes. although driven by concerns about 

medicolegal issues. would provide better outcomes for some patients. 

For example. ordering of tests may prove to be appropriate medically. 

or specia list referral may enable better treatment in that particular 

context. We also found GPs made positive systemic changes due to 

medicolegal concerns. An increase in the communication ot risk to 

patients in 68% was reponed. compared with the Canadian study 

(80%)4 and the UK (50%).5 Systems. to track test results. identify 

nonauenders and practice audir were all increased. and can be seen 

as positive changes which rnay improve parient safety. 

Limitations of this study 

Our respondent sample represents 3% of Australian GPs (2005 

workforce data)13 bu1 was similar to the 2005 workforce data in 
gender distribution and hours of work. Women made up 35.8% of 

the respondents (36.5% in the 2005 workforce data). Our respondent 
sample rnean hours of work per week was 40.9 hours (39.9 hours per 

week of the 2005 workforce data), 

The response rate, although similar to other studies. leaves 
the possibility that those who responded. are in some way 

biased. However. this was addressed by comparing the profile 
of the nonresponders to the responders and there were no major 

di Herences. 

Two data sets for medico legal matters were analys.ed, and 

each had their strengths and weaknesses. Self report data was 

more inclusive than UNITED data. in that respondents would have 

includ.ed matters with other medical insurers lor no medical insurer). 

However. respondents may. have been overinclusive in the self repon 

data. including instances rhat may nm hav.e been considered to be 
medicolegal ma1ters according to the UNITED criteria. 

A longitudinal study is proposed to compare these basel ine 
measures with changes over time for GPs who have a medicolegal 

matter. This will answer the 'chicken and egg' question of whether 

medicolegal matters ;:~re the cause of some of these attitudes, or are 

the effect of these issues. 

Conclusion 

This study found that GPs' concerns aboWL medicolegal matters 
impact on their practise of medicine. While greater awareness of 

medicolegal aspects of practice may lead practitioners to exercise 

greater care and attention in treating their patiems. tile negative 

impact of their concerns is thcl1 some changes arise from anxiety 

70 Reprinted hom AUSTRALIAN fAMilY PfiYSICIAN Vol li,lo 112.llrruarr/l~br,arvl0dl 

about medicolegal matters rather than from ttle exercise of good 

clinical judgment. The consequence is that health care delivery will 

incur more unnecessary cost, and the increase in prescription of drugs 

and procedures may add additional risk to patients (although for some 

this may improve outcome). Empirical studies such as this highl ight 

the need for targeted training in medicolegal aspects of medical 

practice so that doctors may better understand how such issues 

impact on their judgment and decision making. 
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Personality~ gender and 
medico-legal matters in 
medical practice 

Louise Nash, Mich ele Daly, Moree Johnson, 
Carissa Coulston , Chris Tennant, Elizabeth van Ekert, 
Garry Walter, Simon Willcock and Merrilyn Walton 

Obj ectives: The ai111 of' this paper was to explore tlJe relations/lip betwee11 t/1e 
perSOIICIIity traits or Austmlhm General PmctiliOIIers (CPs) and their geildcr, 
1.vork practice armllgemel/ts, and IJistory of medico-legal mauers. 

M et ltods: A cross-sectiollttl self report survey was 111ailed to 1239 CPs. Til ere 
were 566 respo11de11lS (-15.79·6 response mle to survey). Tile survey assessed 
personality tm i l ~ (usi11g t/1e Eysenck Personality Questio111 wire), delllugmpll ic 
and pmclice in(omwtion, and history ofmedico-legallllatters with ell I)' metlim / 
de(ence organization. Tl1e 1111111ber and type o( meclicu-legal matters was also 
extmctetl { rom tile UNITED Medical Protection database. 

Results: Male respondents had significantly !Jigller psyclwticism scores tlwn 
females (p < 0.001), and feiJiales !Jad significantly lliglie1 new oticis111 scores 
thr111 11/(/ /es (p < 0.01), as in CUII'IIIIUJiity samples. llowever, for CPs wllo 
worked lllON! than -18 hours per week, there were 110 gender differences in 
personality t mit scores. Solo practitioners and noll-solo pmct i tioners cl id not 
differ 011 personality scores. Pruceduralists and 11011-procedumlists tlitlnvt tliffer 
011 personality scores. However, a higher prvpurlion of procedumlists experi
enced a medico-legal matter t!Jan 11011-proceduralists (p < 0.00 I ). Til ere was a 
positive correlulion be/'\v.een extraversion scores c111d doctors who attended peer 
review (p < 0.001 ). There was 110 difference in tl1e llllmbers ·of 11/eclico-legal 
mat lers (or doctors \V/10 attended peer review. Males who sd( reported o medico
legal matter !Jad !Jigller nettroticism scores Uwn tiiC males w!Jo did 110t report 
llletlico-legctiiiiCII lers. Til is was 1101 tl1e mse for fe111ales. For 111ules, this pattem 
was 110l replim ted wlle11 considering data from UNITeD. 

Conclusions: Tile known demogmplzic and practice factors tlwl clif(er (or 
doctors having a 111edico-Jegal 111atter are replicated l1ere - being 111ale, a 
proceduralist and worJ..ing longer /10urs. There is not a consistent pallem 
regarding persona/if)' tr aits llllrl medico-/ega/mutters. 

K ey words: doctors, geneml pmctitioners, medico-legal matters, personality. 

oes lhe personality or a docto r increase the likelihood of docto rs 
having a complaint, law-suit or inquiry'? We know that certain 
demographi c fac tors and medical specialties correlate with a higher 

inciden ce of medico-legal matters, L-4 with middle-aged male doctors who 
undertake intervenlional practice and work long h ours having higher rates 
of medico-lega l malters. However, the influence o r personality on the 
incidence of medico- legal matters has not been previously explored. 

There is a corre lation between trait neuro ticism and mental health 
problems in doclo rs,5 7 incl uding hlgh rates of depression, suicide, and 
alcohol and drug abuse.5 People who are stressed, depre~sed, alcohol 
dependent, d is!>a lisfied or exhausted are less likely to provide the same 
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sta ndards of care as those who are not." Negative 
patient outco1nes have been reported U doctors are 
fatigued, overwo rked) depressed, a nxious, o r using 
excess alcohol.9 Do doctors with a high neuroticism 
score have increased Ukelihood of poor performance 
and associated medico-legal ma l ters? 

Results from pre-registration h o use officers in Eng
Iand10 found that females scored signjficamly lower on 
the extraversion and psychotic1sm subscales than men, 
and significantly higher on the neuroticism subscale of 
the Eysenck Personality Queslionnaire (EPQ). High 
neuroticism scores were linked with in creased psycho
logical morbidity. 

An Auslraliaf1 study, also using t he EI.>Q followed fina l 
year posLgraduate m edica l studen ts througb their 
inlern year. 11 The only gender difference was that 
females had h lgher neuroticism scores. High neuroti
cism scores were linked with higher psychological 
morbidity. ~oweve.r, El'Q scores did not predict o bjec
tive performance measures (W UJcock S, Daly M, Ten
nant C, unpubl. data, 2002). 

A small study o.f doctors who had a complaint before 
lhe New South Wales Health Care Con:1plalnts Com
mission found that responden ts scored significantly 
higher than the general population on the psychoti
cism subscale of the EPQ (p <0.001 ). 12 Do doctors who 
have hJgh psycholi<:lsm scores (representi.n g more 
(toug h minded ' doctors who, at the extreme, lack 
empathy) have more m edico- legal matters than doc
tors who do not ra te highly on this subscalE!? 

This study aims to inves tiga te lhe personality profi le of 
Australian General Practitioners (GPs) considering 
gender, work practice variables (e.g. ho urs of work, 
proceduralist or not) and whether or not the respon 
dents had experienced m edico-legal matters. We hy
pothesized that male doctors, proceduraUsts and those 
wh o worked long hours would have experienced more 
medico-legal matters. With consideration to these 
variables, we then hypothesLzed that doctors who 
score significantly higher on Lhe neuro ticism or psy
choticism subscales of the EPQ were more likely lo 
have had m edjco-lega1 matters. Other aspects of Lhis 
study rela ting to psychological morbidity of doctors 
who have and have not exper ienced a medico-legal 
matter have been described elsewhere.13 lt was antici
pated that some of the findings may also be relevan t 
for doctors working in various special Ues, including 
psychiatry. 

METHOD 
A descriptive comparative design was used. A cross
sectional self report survey was adm inistered lo GPs in 
May 2006. 

" .. ,. 

Sample 

A to ta l of 1499 GPs were se lected from a ll st of all GPs 
who were insured in 2006 wHJ1 t l'le Australian m edical 
defence o rga nizarion, UN lTED Medical Protection 
('UNITED'), the largest medical insurer in Australia at 
that time (it merged with another company a11d was 
renamed Avan t tn 2007). The fi nal sample included all 
GPs classified as procedurallsls (n = 530), and a ran
dom selection of 970 non-procedural GPs (as defined 
by UNITED) from a tota l of 6479 . All selected GPs were 
informed of the s ludy by mai I, and were asked to 
complete and retu rn a form no ting their wi llingness to 
participate in the s tudy. Two hundred an.d ~lxty GPs 
(17%) decl ined, leaving 1239 GPs who were sent t he 
survey, with ult imately 566 respondents (566/1499; 
38% overall response rate and 45.7% survey response 
rate). 

Data collec tio n and procedures 

The data cam e from two sources: (i) a cross sec tional 
survey that assessed personality traits (using the EPQ), 
demograpbjc and work practice information, and 
history of a medico-legal matter with an y medical 
defence o rganization; (ii) information extracted from 
the UNITED Medical Protect'ion database in which 
medico- legal matters were documented. Confidential
ity and anonym .ity were m aintain ed. 

The survey was posted ~ o GPs and included a reply
paid envelope. Four weeks later1 a reminder letter was 
issued, again requesting partjcipation and return of the 
su rvey. 

Measuring person ality using the Eysen ck Personality 
Q uestio nnaire 

The· EPQ is a self-report questionnaire and measures 
three major dimensio ns of personaLity: neurotic ism, 
p.sych oticism and extrave:rsio n , which represent per
sona lit y trai ts, not psychJatric diagnoses. Neurolicism 
is sometimes referred to as 'emotionality' and mea
sures emotJonal s tability or sensitivity. Psychoticism 
measures ttough-rnLndedness' and, at the extrem e, a 
la.ck of empa thy. The ex traversion subscale determines 
if the person is outgoing and talkative. Scores of lhe 
coh o rt are compared with comrnunity sample scores. 
T'he El)Q-Revised Short Scale q uestio.nnaire was used. H 

Measuring medico-legal matters (self-report and 
UNITED da ta) 

The following m edico-legal m atters were listed in the 
q ues li onnalre: a claim fo r compensation for damages., 
compla int to a healthcare compl(llnts body, medica l 
board inquiry, disciplinary hearing, Health Insurance 
Commission (HIC) inquiry, hospital dispu te, pha rma
ceut ical services inquiry, Medicare fraud inquiry, 
anti-discrimLnation board inquiry, coronial inquiry, 
cri mina l charge and 'other'. Respondents were asked 
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whether they had ever received assistance fJ·om any 
medical defence organization in any of the above 
medico-legal matters, and if these were 1current' or 
'past' (closed). The same classification of matter was 
used by UNITED. 

Statistical analysis 

Stalistical analysis was undertaken using SPSS (SPSS 
Inc, Chicago, IL, USA). Pearson product-moment cor
relations were performed to assess bivariate associa
tions, and differences between categorical variables 
were measured using 1! tests. Differences between two 
or more groups on a single variable were assessed using 
independent samples t-tests and one-way analysis of 
vadance, respectively. Mu!Uvariale ana lysis of co
variance was performed (con trolling age as a covariate) 
lo examine the m ain effects and interactions between 
hours worked per week and number of current/past 
medico-legal matlers (according to both self-reported 
data and data provided by UNJTED) on the Lhree 
personality factors (psychoticism, extraversion, and 
neuroticism). The multivariate analysis of co-variances 
were undertaken separately for males and females. 
Tukey honestly significant differences (HSD) post-hoc 
comparisons were performed where statistical differ
ences. were found. The critical alpha (a:) level was s.et at 
0.05 for statistical significance. 

Doctors' responses were considered as a group, and 
then comparisons were made between genders, hours 
of work groups, peer review attendance or not, solo 
and non-solo, and those who had experienced a 
medlco-legal matter and those wh o had not. 

EthjcaJ considera tions 

Approval was granted through the Northern Sydney 
Central Coast Area Health Service and the University 
of Sydney Ethics Committees, and the UNITED Board. 
Anonymity and confidentiaLity of UNLTED member
sllip and data were protected at aU times, as were 
survey responses. The survey conta ined a covering 
letter detailing lhat de-identified data relating to 
medico-legal matters held by UNl'fED would be issued 
to the study team if Lhe survey data was returned. The 
study was funded from a Nortl1em Sydney Heal.th 
research grant and the McGeorge Bequest through 
University of Sydney. 

RESULTS 
Responden t demographic and pract ice 
characterist ics and experience of medico-legal 
matters 

There were 566 respondents. The mean age was 53 
years (SD =9.7), and 65% were male. Proceduralist GPs 
accounted for 32% of respondents. Peer review was 
attended by 42%, with a mean of eight sessions per 
year (SD =9.6). Mean hours per week worked was 40.9 
hours (SO= 15.1 ). 
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Typ e o f medico-legal m atter 

Table l describes the type of medico-legal matter 
according to UNlTED data. 

There were no significant differences in the proportion 
of respondents and non-respondents experien cing the 
key medico- legal events of clajms, complaints or 
inquiries (p > 0.05). 

Personalit y d ifferences considering gender and 
practice varia bles 

Gender 

Males had slt,TJ1lficantly higher psychoticism scores 
(mean = 2.42, SO= 1.48) than females (mean= 1.81, 
SD = 1.30) (t(s<t6) = 4.84, p < 0.001), a_nd females had 
significantly higher neuroticism scores (mean =4.40, 
SD=3.11) than males (rnean=3 .64, SD=3.20) 
( l (S46) =2.68 p <0.01). 

Hours of work 

Due to the gender differences in hours worked, this 
person aU ty com parison was done for males and 
females (Table 2). Hours of work was divided into 
three groups: part-time work of less thaJl 36 hours, full
time work of between 36 and 48 hours, and an 'over
time' group of more than 48 hours per week. (These 

Table 1: Medico-legal history of the. respondents 

Self-reported medico-legal 
experiences of GPs (n = 559) 

Medico-legal ass·isLance received 
Respondents with a current medico~ lega l 

matter 
Respondents wi th c,3 past medico-leg,al 

matter 
GPs who experienced one or more of the 

following medico-legal matters with 
UNITED (UNITED data, n = 565} 

Civi l claims 
Unlitigated claims 
Complaints 
Medical Board inquiry 
HIC cl9ims 
Coroners Inquiry 

No. (%) 

329 (59%) 
71 (13%) 

295 (531%) 

250 (44%) 

145 (25.7%) 
36 (6.4%) 
87 (15.4%) 
32 (5.7%) 
16 (2.8%) 
15 (2.7%) 

Nota: A medico-legal matter included the following ctvtl claim. 
unlttlgated claim, complaint, rnedtcal board inquiry, HIC inquiry, 
dtscjplinary heartng, hospital dtspute, pharmaceutical servtces tnQUJry, 
Medicare fraud rnqutry, antt c:liscnmlnauon tncturrv. coron~rs mquiry, and 
criminal charge. Fifty-nine percent of respondents had sought medico· 
legal assistance tor one of the above rnedtco-leg,al matters, and this also 
tncluded matters with Qlh~r tnsurane;e group$: some respondents rn<lY 
have inclu.ded matters that may not have been considered by UN II ED as 
a matter. 
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Table 2; Eysenck Personality Questionnaire subscales. by gender and hours of work 

Male female 

Hours work·ed EPa Subscales n Mean so n Mean SD 

Part-time ( <36 hours /week) Psychotism 
Extraversion 
Neuroticism 

Full -t ime (36-48 hours/week) Psychotism 
Extraversion 
Neuroticism 

Over-time (>48 hours/week) Psychotism 
Extraversion 
Neuroticism 

. .. P <0.001, ••p <0.05 comparisons of male and female scores. 

hours of work were chosen for lwo reasons: they are 
Logical from an hours of work po int of view, and they 
also divided roughly into thirds for comparisons.) 

Peer review 

There was no differenc;:e in nl.lmbers of medico-legal 
matters for doctors who attended peer review (p > 
0.05). However, lhere was a pos itive correlatio n be
tween extraversion scmes and doctors who attended 
peer review (r =0.17, p <0.001). 

Procedural p ractice 

A higher proportion of proceduralists experienced a 
medko-Legal matter (69.3%) t han n ou-p roceduralists 
(53.9%) (x2 = 11.78, df = l, p<O.OOl). However, pro
ceduralist s a nd non-proceduralists did not d iffer o n 
personality scores (p > 0.05). 

Solo practice 

Solo prac,-titioners and non-solo p.ractitio ners d.id no l 
diller on personality scores (p >0.05). 

Male an d female GPs' experience of m edico-legal 
matters and Eysen ck Personality Questioonaiie 
co nsidering age a nd bo urs worked per week 

A sign.iflcantJy higher proportion of males (65. 7%) 
than fem ales (46.5%) reported experiendng a m edico
legal rna tter (X2 = 19.44, dJ = 1, p < 0.001) . Due to other 
gender differem:es previo usly reported Ln tllls paper 
with respect to hours worked per week and personal ity 
scores, Lhe da ta for males and females were ana lysed 
separately. 

GP experience of medico~ l ega1 m atters was calegor i
cally divided into three groups: GPs with no medico
legal matters, one matter, and two. or m o re nutters. 

61 2.41 1.66 119 1.78** 1.17 
5H 4.25 3.00 11 5 6.03**~ 3.36 
61 3.89 3.60 118 4.47 3.00 

128 2.51 1.45 45 1.76*** 1.32 
126 6.17 3.62 46 7.04 3.51 . 

129 3.57 3.36 44 4.00 3.00 
154 2.38 1.46 22 2.36 1.84 
152 5.79 3.45 22 6.05 3.42 
154 3.62 2:90 21 4.24 3.75 

The data were analysed further according to se lf-repor t 
data and data provided by UNlT£0. 

A 3 (hours worked per week: > 48 ho urs/week, 36-48 
ho urs/w eek, < 36 ho u rs/week) :x 3 (medko-legal mat
ters: zero, one, t\>Vo or m ore) between~subjects m ulti
variate analys is of covariance was petformed on the 
psychoUdsm, extraversion and neuroticism factors. 

Age was en Lered as a covariate because there was a 
significant dLfference be lween the three groups o f 
h ours worked per week (F2,544 =5.72, p.=0.003). Also, 
respondents who had experienced a meclico-Jegal 
matter were significantly older (m ean =53.96 years, 
SD = 9.25) than those who had never experienced a 
m edlco-legaJ n)atter (mea n = 51.26 years, SO =9.84) 
(tcs4~J> = 3.28, p <0.001 ). 

Males: Self-report data 

Of the male respondents, 107 reported no history of a 
m edico-lega l matter, 105 reported one matter, and 106 
repo rted two or m o re matters. 

After analysis with WLlks' criteiio n , theie was a 
signifi cant main effec t for ho urs. worked per week on 
tne comb.ined personalily factors (Wilks' I.= 0.95; 
F6,612 =2.73, p =0.01.3) , bu.t not the number of m ed
ico-legal matters (p > 0.05) . There was also a significant 
inLerc~ction betw.een ho urs worked per week a1:1d 
number of currenl/ pas t m edlco-Jegal m alle.rs o n the 
combined personality factors (Wilks' /. =0.92; l~ t 2:,s1o = 
2.06, p =0.017). 

On inspection of lndlviduaJ personallly fac tors; there 
was a main effecL for hours \>V'Orked per week ·On the 
ex traversion factor (F2,308 = 8,.30~. p = 0.0003). Tukey's 
HSD p ost -ho.c comparisons showed that those who 
worked less than 36 hours per week had significantly 
lower scores (mean = 4.07, SO = 2:.99) than those who 
worked 36-48 ho urs per week (mean= 6.11, SD = 3.64) 
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(p = 0.001), and those who worked more than 48 h o urs 
per week (mean= 5. 79, SO = 3.41) (p = 0.004). 

There was a lso a main effect for number of medico-. . 

legal matters on the neuroticism factor (F2 ,308 =5.3 1, 
p = 0.005). Tukey HSD post-hoc comparisons showed 
that those who had n o medico-legal matters had lower 
neurotjclsm sco.res (mean= 2.95, SD = 2.96) than those 
who had one m edko-legal matter (mean =4.17, SO= 
3.30) (p =0.014) and those who had two or m ore 
medico-lega l matters (mean =3.98, SD = 3.33) (p = 
0.038) . 

Males: UNITED data 

According to UNITED da la, the breakdown o f m edico
legal matters produced different s.ample sizes in which 
157 respon dents had no recorded m edico-legal matter, 
80 had one matter, and 91 had two or m or.e matters. 

The only significan t finding was a m ain effect for 
hours worked per week on the ex traversion factor 
(F2,3 JR = 5.89, p =0.003). Tukey HSO post-hoc com par"' 
isons showed tha t those who worked less than 36 
hours per week had significan t ly lower scores (mean= 
4.14, SD = 2.98) th an those who worked 36-48 ho urs 
per week (mean= 6 .1 5, SO =3.63) (p =0.001) and 
those who worked more than 48 ho u rs per week 
(mean =5. 78, SO =3.47) (p =0.006). 

Females: SelJ report d ata 

Of the female respondents, 90 repon ed no history of 
medico-lega l matters, 53 reported one matter and 27 
reported two or more matters. 

Using Wilks' criterion , there was a si&TJlificant main 
effect for ho urs worked per week on the combined 
perso nality factors (Wilks' A= 0. 92; Fc.,:w :. = 2.15, p < 
0.05), but not the number of medico-legal matters 
(p>O.OS). 

On inspection of each single perso nal.ity factor, there 
was a majn effect for ho urs wo rked per week on the 
extraversion fac tor (F2,160 =3 .19, p = 0 .044). Females 
who worked less lhan 36. hours per week had lower 
scores (m ean = 6.05, SO =3.39) than those who worked 
36-48. ho urs per week (mean = 7 .27, SD = 3.24), and 
Lhose w ho worked n1 ore than 48 hours per week 
(mean = 6.14, SD = 3.47). 

Females: UNITED data 

According to UNiTED data, the breakdown of medico
lega l matters produced cliHerent sample sizes, Ln 
which 121 respondents had no recorded m edico-lega l 
matter, 34 had one matter and 16 h ad two or m ore 
matters. 

Using Wilks' criterion, there was a s.ignH!canl n1ain 
effect for the number of m edicoJegal matters (W ilks' 
A. =0.91; F6,318 =2.45, p =0.025), but not ho urs worked 
per week (p > 0.05). 

AI 0 H T 8 L J N :K • 
. ~" .,-.. ,,., 

On inspect ion o f each single personality factor, there 
was a main effect for hours worked per week on the 
psychoticism factor (F2 , 16 1 = 3 .39, p =0.036). Females 
who worked less than 36 hours per week had lower 
psychotlclsm s.cores (mean = 1.77, SD = 1.17) than 
those who wo rked 36-48 ho urs per week (mean= 
1.78, SO= 1.35) and those who worked m ore than 48 
hours per week (rnean = 2.47, SD =l.84) . 

DISCUSSION 
Female and male respondents demonstrate a different 
personality profile which resernb.l es commu n-ity norms 
where there are hjgher neuroticism scores in females 
and higher psychoticlsm scores in maJ.es. 

Male responden ts a lso exhibit different personality 
traits accorcllng to ho urs of work, in wblch those 
working pa rt-time a re more introverted than males 
worklng full- time o.r greater. Perhaps the introverted 
males, who are less o utgoing and talkative, a re more 
com forta.bJe with fewer ho urs of face-to-face interac
tion, while females who wo rk part-time m ay be d o ing 
so for more pragmatic reasons (e .g . parenting). On the 
othN hand, femal es who wo rk more than 48 hours per 
week demonstrate no di fferences in personality traits 
co.mpa.red to m ales working the same amount of hours. 

Gender personal ity differences and variance in ho urs 
worked per week make it diJflcult to postulate bow 
personality factors are re lated to doctors who have and 
have no t experienced. medico-legal matters. However, 
the results of our stud y showed that male doctors who 
self-reported a m edico-legal matter had higher neuro
tici sm scores on the EPQ. rs this a chicken-and-egg 
phenomenon in which those with higher neuroticism 
traits co uld have a greater chance of incu rri11g medico
legal matters, due to the links between high neuro ti 
c ism traits and depression, anxiety, alcohol use and 
subsequent dete rio ration in wo rk performance? Ou r 
findings from the psychological m o rbidity com po nent 
of thls study showed that those who had a current 
m edico-legal matter had an increase Ln psychiatric 
morbidity and, in males, potentially hazardous alcohol 
use. 13 

However, this finding of mal·es wilh m edico- legal 
matters havi ng higher neuroticism scores was not 
replicated when we analysed the data provided by 
UN ITED. This discrepan cy could be explained by over
reporting of medico-legal m atters by doctors who h ave 
higher neu rotic tendencies, or cou.ld be accounted for 
by other matters experienced prior to membership 
with UNITED. 

We had also hypothesized. that doctors with high 
psychotic.ism scores (represen li ng tough mindedness, 
and a t the extreme a lack of empathy), would have had 
m ore medico-legal matters, but o ur results did not 
support this hypothesis. Perhaps a degree of 'tough 
mtndedness' is not a nega tive trait in the practice of 
m edicine. 
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Limita tion s 

Our sample of 566 respondents represents three per
cen t of Australian GPs (2003 workforce data) .15 When 
the sample was further divided by gender, medico
legal matters and hours of work, the small numbers of 
fe males may have limited our interpre tation of the 
findings. 

In addition, although the response rate in ou r study 
(45.7% to the survey) is comparable to other studies in 
this area, there is the possibility that those who chose 
to respond are in some way biased. 

Fina lly, two data sets for medico- legal matters were 
analysed, and each had their strengths and weak
nesses. Self-report data may have been more incl usive 
than UNITED data, 1n that responden ts would have 
included matters with other medical insurers (or 
indeed no o ther medical insurers). However, relying 
on respondents to classify the type of medico-legal 
matter was difficult. At Limes, mauer·s were included in 
self-report data which may not have been considered 
to be a medico-legal matter according to the UNJ.TED 
criteria, and thus lhe self-report data may have been 
over inclusive. Further exploration of this found that 
those respondents who reported a mecUco-lega l matLer 
(with any medical defence organization), but did not 
have a matter recorded with UNITED, had sigoWcantJy 
higher neuroticism scores. The next phase of t-his study 
will explore the legal process~s in more detail. 

Conclusio ns 

The known demographic and practice va riables that 
increase Lhe li ke lihood of having a medico-legal ma tter 
were replicated here i.e. being older, working longer 
hours (more years and hou.rs of practice), being mate 
and a proceduralist. Our hypothesis of increased 
number of medlco-Jegal matle:rs fo.r doctors with high 
psychoticism scores was not supported . ln relation to 
neuroticism, there was an lnconsisten t pattern regard 
ing an increase in medico- legal matters in that t here 
was a higher self-reported n umber of matters in male 
doctors, but no t so on UNITED data and not so Ln 
fema les. Neuroticism is the persona lity trait that is 
known to make a person m ore vulnerable to psycho
logical morbidity, and this is supported in the IJtera
ture regarding doctors' health . Our hypothesis of 
increased medico-legal matters in doctors ·with high 
n euroticism scores was inconclusive but reduced work 
hours by male GPs with h igh neurotiCism scores is an 
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interesting finding of this study. Among other inlpli
catlo.ns of thls study for psycl1.lalr1sts1 psychiatrists 
need to re_main mindful of their own health and the 
needs of their colleagues who they may work with, or 
see as patients, considering that tho.se with high 
neuroticism traits appear to be more vulnerable to 
stressors of practice and daily life. When treating, 
advising or teaching our doctor/student coll eagues, 
reducing hours of work in times of st ress is important 
to keep in mind. 

REFERENCES 
Cunningham W. Crump A. Tumlin A. Tile characreristlcs of doctors rem!iving n1edical 
complaints: a cross·sl:lc ~lonal survey of doctors New Zealand Medical Jouma/ 2003, 
116 !11B3) U625. 

2 Mello M. Studdert D. Cesroches C eta/. Canng for patter1ts rn a malpracti ce WSIS' 

Physicran satisfacuon anll quahry of care. Health Afl 2004; 23: 42-53 

3 Aasland A. Forde A Impact of feeling responsible for adverse events on doctors' 
personal and professional lives. the irnponance of bemg open to cri ticism fro111 
co lleagues, Dual Sal Healrh Care 2005; 124 13-17 

o1 H1ckson G. Federsprel C. P1chen J. Mtller C. Gauld-Jaeger J, Preston 8 Patiem 
complaints and malpracnce nsk Joumcl of the American Medical AssociaTion 2002; 
287: L951-2956. 

5 Johnso.n W Pradisposition to emotional distress and psychiatric illn!lss amongst 
ooc.tors The role of uncpnsclous aqd l!xpt!riential factors BriTish Journal of Medical 
Psvr:llotogy 1991, 64. 317~329 

6. Tyssen R. Vaglum P Mental health problenh'i among young doctors: an updated rev1ew 
of prospechve studies. Harvard. Rev Psychiatry 2002; to- !54-165. 

7 Clark DC. Salazar-Gruesco E, Grabler P. Fawcett J PrediCtors of depress1on during lhe 
ffrst 6 months of internship. American Jouma/ of PS.~Ilialry 1984: 141: 1095-1098. 

8 Fu th·CoU~ns J. Cordrng H. Ginsburg R Can we select heallh professrunals who proVIde 
safer care. Duality and Safety in Health Care 2003. 12. 116 

9. Firth-Cozens J. Greenhalgh J. Doctors· pert:eptlons of the links I.Jatween stress and 
lowerad clinical tma. Soc Cl Med 1997. 44. 1017-1022 

10 Newllury·Birch D. Kamll F Psychological stress. anxiety. depression. joll sausfactiOII, 
and personality characteristics in preregistration house officers. Postgraduate Medical 
Jownal 2001. 77 109-111 

11 Willcock S. Daly M. Tennant C. Allard B. Burnout and pyschiauu: morbidity in new 
medical gradua.tes. Medical Journal of Australia 200~ : 181 357-360. 

11 Nash l. Curtis B. Walton M. Wtllcock S. Tennant C. The response of doctors to a 
formal cornplatnt Australas Psychiatry 2006; 14 246-250. 

13. Nash L Daly M. Johnson M el a!~ Psychological rnorb1dity Ill Ausuahan doctors who 
have und havll not ll.XIJI:Hienced a madlco-iegal matter a cross sacttonal survey 
Australian New Zealand Joumal of Psychiarry 2007: 41: 917-925. 

14 Eysenck HJ. Eysenck SSG. Manual of the Eysenck Personality Scales IEPS Adult) 
London Hodder and Stoughton. 1996 

15. Australran lnsmute of Health and Welfare. Medical Labour Force 2003, AIHW cat No. 
HWl 32. Canberra: AIHW (National Health Labour Force Series No. 32). 2005 



CHAPTER 8: Australian doctors involv,ement in medico-legal matters 

Nash L, Kelly P, Daly M, Walter G, van Eke11 E, Walton M, WillcockS, Tennant C. 

Australian doctors' involvement in medico-legal matters: a cross-sectional self

report study. Medical Journal of Australia.2009; 191:436-440. 

10 1 



DOCTORS' HEALTH 

Australian doctors' involvement in medicolegal matters: 
a cross-sectional self-report study 

Louise M Nash, Patrick J Kelly, Michele G Daly, Garry Walter, Elizabeth H van Ekert, Merrilyn Walton, 
Simon M Willcock and Christopher C Tennant 

T
he frequency of doctors' involvement 
with medicolegal mauers has been 
sho\VI1 to vary with sex, age, specmhy, 

hours worked and country of practice. 1-o 
Doctors who are male, 1

-3•5·0 work in high
intervention specia!Lies 1 

,·Hl and work long 
hours 1 

,t> are more likely to be the subject of a 
medicolegal mauer. Some studies, 1 J but not 
all,0 have found that older doctors are more 

,_likely to have been involved in a medicolegal 
matter. The findmg that 86% of imervemional 
specialist doctors in the United States have 
been named in a malpractice suit at least once 
illustrates the extreme in medicolegal action. 4 

.. Medicolegal matters can place a great deal 
~ of stress on doctors. An Australian study of 

general practitioners found that psychiatric 
morbidity and hazardous alcohol consump

.. tion were higher in doctors who were cur
rently involved in a medicolegal matter than 
in those who were not. 1 Another sLUdy of 
Austrahan GPs revealed that the threat of 
litigation was perceived as the most severe 
work-related stress. 7 However, as a group, 
doctors overestimate the likelihood of being 
sued,H,SJ and the majority of patients entitled 
to make a formal complaint or claim for 
compensation do not. Ill, 11 

We presem some of the key findings of a 
large cross-sectional study to investigate the 
frequency of, and factors associated with, 
Australian doctors' involvement in medico
legal matters. 

METHODS 

Data collection 

In September 2007, a cross-sectional self
repon survey was administered to a sample 
of doctors who had been insured with 

::UNITED Medical Protection before it 
merged with another company in july 2007 
to become Avam, Australia's largest medical 
insurance company. This was part of a col

.laborallve research project between the Uni
versity of Sydney and Avanl. 

All obstetricians, gynaecologists, physi
cians, surgeons, anaesthetists, psychiatrists, 

··pathologists, radiologists, paediatricians, 
accident and emergency specialists, general 
practice registrars, other registrars and spe
cialists-in-training insured with UNITED 

ABSTRACT 

Objective: To investigate the frequency of, and factors associated with, Australian 
doctors' involvement in medicolegal matters. 
Design, setting and participants: Cross-sectional survey of Australian doctors 
(specialists, trainees and general practitioners) insured with the medical insurance 
company Avant. A self-report questionnaire was mailed to Avant members in September 
2007 to gather data on their involvement in medicolegal matters. Information on 
psychiatric morbidity and alcohol consumption was also collected using the General 
Health Questionnaire and the Alcohol Use Disorders Identification Test. 
Main outcome measures: Occurrence and type of past and current medicolegal 
matters with which doctors have been involved. 
Results: Of 8500 doctors invited to participate, 2999 returned completed surveys (36% 
response rate). Sixty-five per cent of respondents had been involved in a medicolegal 
matter at some time, and 14% were involved in a current matter. The two most common 
types of medicolegal matter were claims for compensation and complaints to a health 
care complaints body. Doctors were more likely to be involved in medicolegal matters if 
they were male, worked in high-intervention areas of medicine (surgery and obstretics/ 
gynaecology), and worked longer hours . 
Conclusion: Our study concurs with other studies in finding an association between 
medicolegal matters and being male, working long hours and working in high
intervention areas of medicine. Unlike other studies, we found no association between 
age and involvement in a current medicolegal matter. Our findings also pose the 
question of whether psychiatric morbidity in doctors is a cause or effect of the 
medicolegal process. 

Medical Protection were invited to particip
ate in the study, as was a sample of GP non
proceduralists. GP proceduralists were not 
included, as they had taken part in a GP 
pilot study the previous year, the findings of 
which have been reported elsewhere.l.ll,lJ 

Avant posted out the surveys together 
with reply-paid return envelopes. Four 
weeks after the mail-out, a reminder letter 
and repeat questionnaire were sent to non
respondents. The questionnaire data were 
merged with Avant data on doctor specialty 
and de-identified. Avant was able to com
pare respondents and non-respondents with 
respect to age, sex, specialty and type of 
medicolegal matter. 

Questionnaire items 

"Medicolegal matter" was defined as a claim 
for compensation for damages, a complaint 
to a health care complaints body, a medical 
board inquiry, a disciplinary hearing, a 
Health Insurance Commission inquiry, a 
hospital dispute, a hospital investigation, a 
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pharmaceutical services inquiry, a complaint 
before an anti-disciimination board, a cor
onia! inquiry, a criminal charge, or a patient 
complaint made directly to the doctor. 
Respondents were asked whether they had 
ever been involved in a medicolegal maLLer, 
and if so, how many, what type and whether 
these were current or past matters. 

Demographic details were collected, includ
ing age, sex, country in which medical degree 
was obtained, marital status, type of practice, 
hours worked per week, weeks worked per 
year, time since taking a holiday, attendance at 
peer review meetings (defined as •·formal 
meetings with peers to discuss patient care 
whereby collegial support and exploration of 
difficult issues would be anticipated"), attend
ance at formal education events (eg, confer
ences), and fulfilment of continuing medical 
education (CME) requirements. 

Information on psychiatric morbidity and 
alcohol consumption was also collected. 
Psychiatric morbidity was assessed using the 
28-item General Health Questionnaire 
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1 Response rate to survey, by medical specialty 

M edical specialty 

GP- non-proceduralist 

Obstetnc1an/ gynaecologist 

Surgeon 

AnaesthetiSt 

Psychiatnst 

Pathologist 

Radiologist 

Phys1cian 

Accident and emergency 
specialist 

Paediatrician 

Hosp1tal reg1strar 

General practtce registrar 

Spectalist-in tra1n1ng 

Other 

Tor a/ 

UNITED* 
populat ion 

8216 (7275)f-

269 

1027 

813 

586 

292 

4/8 

1414 

150 

295 

524 

232 

148 

407 

Sample 
. 

SIZe 

1865 

269 

1027 

813 

586 

292 

478 

1414 

150 

295 

524 

232 

148 

407 

8500 
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Number 

of surveys 
sent 

1833 

266 

1000 

802 

575 

290 

466 

1389 

149 

293 

520 

229 

146 

402 

8360 

Number(%) 
of surveys 

completedt 

596 (33%) 

182 (68%) 

363 (36%) 

354 (44%) 

232 (40%) 

89 (31%) 

107 (23%) 

481 (3!:>%} 

63 (42%) 

144 (49%) 

146 (28%) 

58 (25%) 

50 (34%) 

126 (31%) 

2997§ (36%) 

GP = gt!neral p r<JCt1t10ner A UNITED Medical Protect1on (became Avant a her mergtng w1rh another company 
in July 2007) 1 Response rate number of surveys completed d1v1d~d by number of surveys sent, expressed as 
a percentage +A random sample of non·proceduralist GPs was drawn from 7275. Of 8216 GPs 1nsured w1th 
UNITED Medical Protection, 941 had been surveyed in the previous GP study1 12 land Lhus were not 
included 111 our study §Although the total nurnber of respondents was 2999, two had deleted thelr 
identification number from the survey, and thus their specialties were unknown. • 

(GHQ). 1-1 a va lidaLcd and sensiLiv~: screening 
too l used Lo deLecL common non-psychotic 
psychiaLric morbid1Ly over Lhe 2 weeks pre
cedmg assessmem. The 28-tLem vers1on of 
the GHQ has four !)ubscales somauc symp
Loms. anxieLy and insomnia, social dysfunc
tion and depressiOn When Lh1s version of 
Lhe GHQ is used as a screemng mstrument, 
the recommended case 1denuficauon (cut
of!) score for nsk of psychwtnc morbidity 1s 
a co•nbined score >-t usmg the bmary scor
ing system (w1Lh the Lwo least symptomaLic 
answers scoring 0 and the two most sympLo
mauc answers scor•ng I ) for each of the 28 
questions (eg, ''Have you lost much sleep 
over worry?"· not a~ all [01. no J111..)re than 
usual [ 0), rmher mort:: 1 hau usual [ 1 J. or 
much more Lhun usual [II ). 

Alcohol use was assessed using the World 
Health Orgamzauon's Alcohol Use Disorders 
ldentiftcauon Test (AUDIT)1 ~ for dcLecling 
hazardous and ham1ful tlnnkmg. [ach ol Lhe 
JO AUDil quesuons is scored from 0 to 4, 
w1Lh subJeCt:, who score a total of 8 or more 
bemg class1fied as potenually ha::ardous 
d1mkers. 

Statistical a nalysis 

Data were analysed usmg SA~ software , 
version 9. 1 (SAS Institute , Cary, NC, US/\). 
Pearsons r! test was used to Lest for associ-

2 Proportion of doctors ever involved in a medicolega l matte r, by medical specialty and type of me dicolegal matter* 

.... 
........ Ill 
c ·-... ~ Ol 

Ql · - 0 c u-
-o ·.:o c ro·- .... u o 
.... t Ql Ql Ql 
Ql ti iii ~ Ol c c ... 
QI~.O>. :l 
~a.OOl VI Type of medicolegal matter 

N (denominator) 582 

Any medicolegal marrer (n = 1902) 58 

Claim for compensation (n- 924) 21 

Complaint to health care complatnts body (n= 895) 28 

Patient complaint direct to doctor (n = 538) 18 

Coronia! inquiry (n ~ 280) 5 

Hosp1tal invest1gation (n ... 195) 3 

Medical board Inquiry (n = 169) 8 

Hospttal dispute (n= 146) 1 

Health Insurance Commtss1on inqu1ry (n= 113) 7 

Disciplinary hearing (n =51) 3 

Complaint to anti-discrimination board (n = 21) 0 

Pharmaceut1cal servtces inquiry (n= 18) 1 

Criminal charge (n 7) 0 

181 360 

91 86 

75 61 

52 51 

23 22 

9 7 

10 7 

8 8 

7 7 

2 4 

2 1 

1 1 

0 1 

1 1 

·All f1gures except those in theN (denom1namr) row are percentages 

t;; ·-.... 
Ql 

.L: .... 
Ill 
Ql 
~ 
c 
<{ 

.... 
"' ·-... .... 
~ ·-.L: 
u 
~ 

Cl.. 

347 227 

66 64 

34 8 

22 36 

19 16 

12 19 

6 9 

5 7 

4 4 

1 7 

1 5 

0 1 

0 2 

0 0 

t; ·-Ol 
0 -0 

.L: .... 
~ 

Cl.. 

86 

52 

25 

10 

13 

8 

2 

4 

6 

1 

2 

4 

0 

1 

t; ·- c 
~ 

"0 c 
~ ·-c >. 

~ u 
+J c u; ·~ 

u 
Ol 
0 -0 

c Ql ·- .... u Ql Ol Iii .!!! 
·- "0 ... ·- ~ 
Ill ·- QIU v 
>. UEQI Ql 

-"0 
~ 

Ck:: 
L U Q. ~ 
Cl.. <{ Ql "' Cl.. 

105 472 

61 65 

31\ 28 

22 33 

14 17 

7 9 

9 5 

3 3 

5 7 

12 3 

1 1 

0 1 

0 0 

0 0 

62 

68 

21 

17 

30 

14 

14 

5 

13 

0 

0 

6 

0 

0 

140 

58 

20 

21 

19 

15 

6 

8 

8 

1 

0 

0 

0 

0 
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49 

45 

14 

10 

20 

10 

16 

4 

6 

0 

4 

0 

0 

2 

... 
Ql 

.s: -0 
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Ql 
> 

0 

127 2942 

58 65 

21 31 

28 30 

18 18 

5 70 

3 7 

8 6 

1 5 

7 4 

3 2 

0 1 

1 1 
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ation between involvement in a current 
medicolegal matter and individual categori~ 
cal variables. Multivariau: logistic regression 
analysis was also conducted on the outcome 
of being mvolved in a current medicolegal 
maller. Variables included were age, sex, 
specialty, and any other variable with a 
P value < 0.25 in the univariate analysis. 
The fit of the model was checked using the 
Hosmer-Lemeshow goodness-of-fit test. 16 

Ethical considerations 
Our study was approved by the human 
research ethics committees of Northern Syd
ney Central Coast Health and the University 
of Sydney, and the board of UNITED Med~ 
ical Protection. Processes were established to 

ensure informed consent and to maintain 
anonymity and confidentiality at all times 

RESULTS 
Of 8500 donors invited to parucipate, 140 
declined. Of the 8360 doctors to whom 
surveys were sent, 40 returned them 
unopened, 18 asked not to be included, 
seven indicated that they had retired, and 
four had died. The number of doctors in 
each specialty group and the response rate 
for each group are shown in Box l. Com
pleted surveys were returned by 2999 doc
tors (36% response rate). 

Seventy-one per cent of respondents were 
male, and 85% were married or in a de facto 
relationship. Eighty-four per cent had 
obtained their medical degree in Australia, 
6% in the United Kingdom or Ireland, and 
3% in lndia or Sri Lanka. The respondents 
came from all states and territories of Aus
tralia, with the majority being from New 
South Wales (58%) and Queensland (27%). 
The mean number of hours worked per 
week was 44.8 (SO, 15.1), with male doc
tors working longer hours on average than 
female doctors (males, 48.0 hours [SO, 14.2 
hoursL females, 37.1 hours [SD, 14.3 
hoursL mean difference, 10.9 hours [95% 
C\, 9.7-12.0 hours]; P<0.001). The mean 
number of weeks worked per year was 46.0 
(SD, 6.0). Thirteen per cent of the cohort 
had not taken a holiday in the previous year. 
The mean number of hours of attendance at 
formal education programs (such as confer~ 
ences) in the previous year for the total 
cohort was '53.3 (SD, 40.0). Peer review was 
attended by 70% of respondents (range, 
36% [GPs] to 97% [psychiatrists]), with a 
mean of 12.3 sessions per year (SO, 13.9). 
Ninety-six per cent of the cohort were meet
ing their CME requirements 
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3 Univariate and multivariate* analyses of factors associated with being 
involved in a current medicolegal matter 

Involved in current 
medicolegal matter 

Variablet No(%) Yes(%) P' AOR (95% Cl)§ P' 

Medical specialty <0.001 <0.001 

General practitioner (n = 582) 536 (92) 46 (9) 1.00 

Obstetrician/gynaecologist (n = 181) 120 (66) 61 (34) 666(398-1115) 

Surgeon (n = 360) 274 (76) 86 (24) 3.11 (1.95-4 97) 

Anaesthetist (n = 347} 315 (91) 32 (9) 1.06 (0.64-176) 

Psychiatrist (n = 227} 198 (87) 29 (13) 17 1 (0. 99-2 96) 

Pathologist (n = 86) 72 (84) 14 (16) 1.94 (0.95-3 98) 

Radolog'1st (n = 105) 93 (89) 12 (11) 1.22 (0.59-2.52) 

Physician (n = 472) 406 (86) 66 (14) 1.52 (0.97-2.39) 

Accident and emergency specialist 57 (92) 5 (8) 066 (021-1.89) 
(n~ 62) 

Paediatrician (n = 140) 119 (85) 21 (15) 1.92 (1 06-3.47) 

Hospital registrar (n = 146) 128 (88) 18 (12) 1 .34 (0 69-2 60) 

General practice registrar (n =58) 52 (90) 6 (10) 1.39 (0.54-3.58) 

Specialist-in-training (n = 49) 41 (84) 8 (16) 1.77 (0.70-447) 

Other (n = 127) 105 (82) 22 (17) 2.25 (1.24-4 1 0) 

Sex <0.001 0.005 

Female (n = 855) 771 (90) 84 (10) 1.00 

Male (n = 2087) 1745 (84) 342 (16) 1.56(114-2.14) 

Age group (years) 0.44 0.72 

< 40 (n = 481) 419 (87) 62 (13) 1.00 

40-49 In~ 868) 747 (86) 121 (14) 0.84 (0 57-1.24) 

50-59(n~911) 766 (84) 145 (16) 0.97 (0.66-144) 

~ 60 (n = 682} 584 (86) 98 (14) 0.90 (0.58-1.38) 

Marital status 0.004 0.005 

Single (n = 230) 210 (91) 20 (9) 1.00 

Partnered (n = 2506) 2136 (85) 370 (15) 1.83 (1.10-3.05) 

Divorced/separated (n = 150) 119 (80) 31 (20) 3.15 (1.62-611) 

Widowed (n = 38) 36 (95) 2 (5) 0.75 (0.60-3.53) 

Table continues next page . 

AOR =adjusted odds ratio• Hosmer-Lemeshow goodness-of-fit test, P = 0.77 t Data were missing in some 
categories.-+- Univariate analysis.§ Multivariate analysis. + 

Respondents versus non-respondents 

There were minor differences between 
respondents and non-respondents in age 
(51.7 v 50.3 years) and sex (71% v 74% 
male) (P<0.05). Based on data from the 
Avant database, respondents were slightly 
more likely than non-respondents to have 
been involved in daims for compensation 
(28.0% v 23.0%), complaints to a health 
care complaints body (20.6% v 17.1%) and 
coronia! inquiries (4.7% v 3.3%) (P<O.OS 
for all three comparisons). There was no 
di!Ierence between respondents and non
respondents with respect to involvement in 

the other nine categories of medicolegal 
maLLer (P > 0.05) 

Medicolegal matters 
Sixty-five per cent of respondents had been 
involved in medicolegal matters and 14% 
were involved in a current matter. The fre
quency of occurrence of the different types 
of medicolegal matters are summarised in 
Box 2. The most common were claims for 
compensation and complaints to a health 
care complaints body, and the least common 
were criminal charges, pharmaceutical ser
vices inquiries, ami-discrimination board 
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3 (continued from previous p age) 

Involved in current 

medicolega l matter 

Variable1 No (%) Yes (%) ~ AOR (95% C l)§ p§ 

Country in w.hich medical degree obtained 0.027 0.08 

Australia (n = 2463) 2090 (85) 373 (15) 1.00 

Overseas (n = 472) 419 {89) 53 {1 1) 0.74 (0.53-1 .03) 

Solo practice 0.026 0.07 

No (n = 2034) 1758 (86) 276 {14) 1.00 

Yes (n = 898) 748 {83) 150 (17) 0.78 (0.59- 1.02) 

Hours worked per w eek < 0.001 0.04 

< 40 (n = 811) 742 (91} 69 (9} 1.00 

40-49 (n ::: 753) 646 (86) 107 (14) 1 .4 5 (1 .0 1-2.06) 

5~59 (n = 746) 608 (82) 138 (19) 1 .69 (1 .18-2..42) 

;;:. 60 (n = 597) 490 (82) 107 (18) 1.37 (0 .93~2.01) 

Peer review in past 12 months < 0.001 0.86 

No (n = 874) 777 (89) 97 (11} 1.00 

Yes (n = 2045) 1720 (84) 325(16) 0 98 (0 73-1.30) 

CM E requirements 11 0.89 

Not met (n -= 113) 96 (85) 17 (15) 

Met (n = 2620} 2238 (85) 382 (15) 

Teaching role < 0.001 0.07 

No (n = 1001) 901 (89) 100(11) 1.00 

Yes (n = 1925) 1609 (84) 316 (16} 1.29 (0.98-1 .69) 

AUDIT score ~ 8 < 0.001 0.05 

No (n =- 2491) 2156 (87) 335 (13) 1.00 

Yes (n "'430) 344 (80) 86 (20) 1,33 (1.00-1.77) 

GHQ score >4 < 0.001 < 0.001 

No (n = 2098) 1840 (88) 258 (12J 1.00 

Yes (n=801) 638 (80) 163 (20) 1.98 (1.56-2.50) 

Toral (n = 2942) 2516 (86) 426 (14) 

AOR "" adjusted odds ratio. AUDIT =Alcohol Use Disorders ldentlficatior1 Test CME "" continuir1g medical 
education. GHQ • General Health Questionnaire. " Hosmer- Lemeshow goodness-of-fit test, P• O 77 tData 
were missing in some categories. :): Univariate analysis. § Multivariate ana lysis. ~ This variable was not included 
1n the muiL1variate logist ic regression analysis. 

complaints and cJiscipJinary hc!arings. The 
proporuons of respondems who had been 
mvolved in one or more matters were as 
follows: one matter (22%), LWO mauers 
(16%), three matters (9%), [our m::rners 
(6%), [ive mallers (4%), and six or l'nore 
m::mers (7%). 

Resulls of univariare and mLtltivariate 
llnalyses or factors associated with involve
ment in a current medicolegal n1auer are 
shown in Box 3. Obsteuicianslgynaeco l.o
gists and Sl.trgeons had Lhe highest risk o l 
being involved in a current m.edicolegal 
matter. Other factors associated with htgher 

• 

risk of involvement in medicolegal maLLers 
were being male, be tng pannered or 
divorced/~epanned (rather than single), 
working longer hours, and having a GHQ 
score >4. Factors that were significant in me 
univarta.te analysis but nol in the multivari
ate model were the coumry m which the 
doctor's medical degree was obtained, 
aLLen dance at peer review meetings, having a 
Leaching ru le, type of pract ice (solo or non
solo) and AUDIT score. Age group and 
meeting CME requirements were not associ
ated with involvement in a currem medico~ 

legal rnauer. 

DISCUSSION 

Our investigation is the largest study of iLS 
kmd to examine factors associated wtth doc
tors' invo lvement in medicolegal mat
ters.' .3.-1.6 Ot.lr findings were similar to those 
of me GP pilot study, l.l l,JJ and concur with 
other studi.es showing that clocLOrs who are 
male, work m htgh-inlervemion areas of med
ICine, and work longer hours are more llkely 
Lobe involved in a meclicolegal matler.1

·-t,(J 

Our large sample s1ze and questionnaire 
design enabled us to invesrigate factors asso
ciated with both ctmenl and past medico
legal mauers. Ul<e other studtes thut have 
investigated factms associated with eva 
being involved in a meclkolege1,l matter, we 
found that age is a factor (analyses not 
shown her~) . Clearly, the longer someone 
pracuses rnedicme, the more li kely u is that 
he or she will eventually be involved in a 
medicolegal matter. However, unlike other 
studies. our survey showed that there was no 
associatiOn between a docLor's age and being 
involved in a cuntn£ medicolegal rn~LLer. 

AddiLionally, we were able to funher 
explore the d ifference between the sexes. 
Are males inheremly rnore like ly Lo be 
involved in a medicolegal matter, or is it 
simply that males tend to work in high-risk 
specialues and work longer hours (al!i>ng 
wiLh other possibLe confounding factors)? 
Our logistic regressJon analysis showed that 
there d~1es appea r to be a difference berween 
male and female cloctors, even after adJUSt
Lng for oLher factors, wHh males being J .56. 
(95~ CL. 1.14-2. 14) umes more likely to be 
involved tn a current medicolegaL matter. 

Strengths of our study were the size and 
representativeness of (he sample. Respond
ents reflected a broad cross-sect ion of the 
Australian medical. workforce - in particu
lar, medical specialist groups. Compa1ing 
our figures with data reponed in the 2005 
Austral ian medical. workforce survey,17 we 
esumate thar our sample ol 2999 doctors 
represents 5% of the Australian medical 
workforce and about tO% of specia lLy 
groups (range, 9% [physicians! to 12% 
!anaesthetists]). The mean number of hours 
worked per week by doctors in our sample 
(44.8 overall; 48.0 Jor mnles and 37.1 for 
remales) was s.imilar to the mean number 
reponed .in Lhe 2005 workforce survey (-t3.7 
overall ; 46.7 far males and 37 .6 for females). 
However, the mean age of doctors in our 
sample (Sl .7 years overall ; 53 .6 years for 
males and 46.9 years for lemales) was mgher 
than the mean age in the 2005 survey (45.1 
years overaLL; 47.3 years lor males and 40 .6 
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years for females), owing to the exclusion of 
most _jumor doctors from our sample. 

A limnalion of our study was the low 
response rate However, survey research 
challenges the idea that a high response rate 
(> 60%) is necessaq 1

H.l'.l We were able to 
compare respondents and non-respondems 
with respect to age, sex and type of medico
legal matter. Although there were statisti
c::llly significant differences in age and sex, 
the differences were very small. Respond
ems were more likely than non-respondents 
to have been the subject of claims for com
pensation, health care complaints and coro
nia\ inquiries, but again, these differences 
were small. Our results may have slightly 
overestimated the occurrence of medicolegal 
matters 

To further examine the non-response 
issue, we conducted a sensitivity analysis by 
weighting the results according to the 
response rate of each specialty. 2

ll This 
changed the estimated proportion of doctors 
who had ever been involved in a medico
legal matter from 65% to 63%. Similarly, all 
other weighted percentages dilfered by less 
than 2% from the unweighted percentages. 
When weighling was applied to the logistic 
regression analysis, the estimated odd ratios 
dille red by less than l 0% from those for the 
unweighted analysis. The most notable 
changes were that having a teaching role and 
having an AUDiT score ;::. 8 became signific
antly associated with involvement in a cur
rem medicolegal matter (P values, 0.03 and 
0.02, respectively). 

To our knowledge, no other studies (apart 
from the GP pilot stud/· 12·n) have tested 
for an association between GHQ and AUDIT 
scores and doctors' involvement in medico
legal matters. Our results using these instru
ments raise questions about causation: do 
doctors involved in a current medicolegal 
matter have higher scores due to the stress 
of the medicolegal process, or do their 
higher levels of psychiatric morbidity make 
them more likely to be the subject of <1 

complainL or inquiry? This issue will be 
explored in a later article. 

CONCLUSION 

About two-thirds of doctors in our study had 
been involved in medicolegal matters, and 
about 1+% were involved in a current mat
ter. The two most common types of medico
legal matter were claims for compensation 
and complaints to a health care complaints 
body, both of which had been experienced 
by about 30% of doctors. Our study concurs 
with mternational hndings that male doctors 
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and those working long hours and in high
intervention areas of medicine are more 
likely to be the subject of medicolegal mat
ters. However, unlike other studies, we 
found no association between age and being 
involved in a current matter. In addition, our 
findings pose the question of whether the 
higher psychiatric morbidity in doctors 
expe1iencing a medicolegal matter is a cause 
or effect of the medicolegal process. 
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Factors associated with psychiatric morbidity and hazardous 
alcohol use in Australian doctors 

Louise M Nash, Michele G Daly, Patrick J Kelly, Elizabeth H van Ekert, Garry Walter, 
Merrilyn Walton, Simon M Willcock and Chris C Tennant 

octors wilh h1gh levels of psychi:.uric 
morbidity or hazardous alcohol use 
may provide a lesser standard or care 

rhan doclOrs without rhese problems.' Fac
tors associated wJth psychiatric iLl ness 1.n 
doctors include stressors Wlthm and omside 
ol work, personality type (particularly ncu
rolicism) and family history of mental iU
ness.25 Spec1fic factors reponed m the 
literature includ~ \.\larking long hours,0 •

7 

bemg young. working night duty, being 
divorced,8 having high stressful life-event 
scores,9 and having experienced medico
ll':gal mauers.7 •

10 
lY Factors that have been 

associmecl with hazardous levels of alcohol 
consumption in doctors include having high 
str~ss and anxiety levd;; ,2~1 being male, being 
a surgeon,11 

.!2 and having expenem:ed ~ 
medicolegal matter.19 

In 2007 , a questionnaire was adminis
[Cred to aU maJor groups of specialist doc
tors insured with UN ITED Med ical 
Protecuoh (before iL merged with another 
company to become Avant MuLUal Group 
Limited), The quesLionnaire examinc:cl 
work-related facLOrs, mcluding medicolegal 
matters, demographic facwrs and personal
ily factors. 

We h:we previously an a lysecl the 
responses from Lhe questionnaire to exam.~ 
me the lacLOrs associated with Australian 
doctors experiencing a medicolegal mauer.n 
This study investigates wheth.er racLOrS 
reponed in the li terarure and other factors 
- including not taki.ng t\ holiday in the 
pr~v 1ous year, being Austra lian-trainecl , 
auendmg a p~cr review, meeung continuing 
med1cal educal!on (CME) requirements, and 
having a current medttolegal matter - are 
associated with psychiaLtlc morbidlty and 
hazardous alcohol use for this broad range 
of Au!:>tralian doctors. Results [mm a simllar 
quesuonnaire adminiStered only to GPs 
have been. published previously. 19 

ThLS is a collaborative research project 
between rhe University of Sydney and Avant 

METHODS 

A questionnaire '"'as mailed to aU specialists 
(obstet nctans, gynaecologists, physic'lans, 
surgeon:, , an.aesthetists, psychiatrists, 

ABSTRACT 

Objective: To identify factors associated wit h psychiatric morbidit y and hazardous 
alcohol use in Austra lian doctors. 
Design, setting and participa nts: Cross-sectional posta l survey or 2999 doctors 
(including all major specialty groups, trainees and general p ractitioners) insured with an 
Austra li an med ical insurance company. The potent ial ror psychiatric morbidity was 
measured by the General Health Questionnaire (GHQ), and the potentia l fo r hazardous 
a lcohol use by the Alcohol Use Disorders Identification Test (AU Din. The survey was 
conducted in 2007. 
Main outco me measures: Demographic, work-related and persona lity factors 
associated with a GHO score> 4 and an AUDIT score~ 8. 

Results: Factors signincanlly associated with psychiatric morbid ity in doctors were: 
having a current medicolegal matter, not taking a holiday in the previous year, working 
long hours, type of specialty, and having personality traits of neuroticism and 
introversion. Factors significantly associated with poten-tially hazardous alcoho.l use were 
being ma le, being Austra lian-tra ined, being between 40 and 49 yea rs of age, having 
personality traits of neuroticism and extroversion, fai ling lo meet Continuing Medical 
Ed ucation requirements, and being a solo practitioner. 
Conclusions: The menta l health of medica l practitioners is crucial to the qua lity of care 
t heir pa ti ents receive. Doctors should refl ect on their hours of work and need for 
holi days. Involvement with medicolegal processes, such as lawsuits, complaints and 
inquiries, is a stressful part of med ical practice today. Doctors need to be educated 
about these processes and understand how Lhe experience may affect their hea lth, work 
and loved ones. 

pathologists , radiologists , paediatticians, 
and accident and emergency specialists), 
registrars and spedalists in training. an.d a 
sal'np le or GP non-proGeJur;;\lts~s who had 
been insured with UN ITEO. GP pToceduml
ists were not included as they hacl paniti.
pated the previous year in a s1milal' GP 
study.19 Surveys were returned by rep ly
paid rn(:lil. Four Wl!eks later, a rem inder 
letter and repeat qucsuonnmrc were sent to 
non -respondents. 

The quesuonn;me eltclted demographic 
and practice details - age, sex, specialty, 
hours worked per week, co~mry of medical 
degree, teaching rol~. attendance at peer 
review, fu lfi lt1wnL of CME requirements. 
hohday in previous 12 lllonths-and meas
ures or p.e'rso.nality, psych iatric morbidi ty 
and alcohol use. Th~ quesrionMire also 
asked if the doctor had ever experienced any 
of the foUowing medicolegal matters. a 
claun ror compensation for damages. com
pl::tim [0 a health care Ct)mp.laims body, 
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medica..! registration board inqui ry, discipli
nary hearing, MedLcare Australia/Health 
Insurance Commission (1-lTC) i.nquiry, hos
pital dispute, hosp1tal mvesLiga tion, phar
maceutica l services inquiry, comp laint 
before an ami-d'iscrimi.nalion. board , coron
ia! mquiry, cnminal charge, or patiem com
plaint direct Lo the cloctor. 

Personality was measurecl using the 
Eysenck Personality Questionnaire (EPQ) 
-Revised Short Scale ve rsion.21 The EPQ is 
a valid and reliable self-report quesLionnaire 
that measures three major dimensions of 
personality: extroversion (a low sc0re repre
senring intToversil)n); neuroLicism (measur
ing emotional sLabHity or sensilivny); and 
"psychoticism" (measuring to ugh minded
ness and , at the extreme. lack or empathy, 
but not actual psychotic reatures). 

Psychiauic morbidity was asses5ed using 
the Genera l HeaiLh Quesli onnaite-2d 
(GHQ) ,!5 a sensitive and well validated 
screening tool Lo detecL common non-psy-
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chotic psychiauic morbidity by considering 
symptoms over the previous 2 weeks. IL has 
[our subscales: somatic symptoms; anxiety 
tmd insom.nia; social dysfunction ; and 
depression. Case idenuHcat1on for 1isk of 
psychiatrk morbidll)' was based on a com
bmed score > 4, using binary scoring for 
each question (v.;rirh the two least symptom
aLic answers scoring 0 an<.! the two most 
symplomauc answers sconng 1) 

Alcohol use was assessed using the World 
Health Organizations Alcohol Use Disorders 
ldemillcation Test (AUDIT).zo a sensnive lO
item questionnatre LO detect hazardous and 
harmful dnnking. Subjects sconng a total of 8 
vr more were classified as potentially hazard
ous drinkers (AUDIT case idenlificaLjon). 

Our study compared respondents with 
non-respondems by age, sex, specialty and 
expenence of rned tcolegal matters. 

Ethics a pproval 

Our study was approved by the human 
r~earch ethics committees ofNonhern Syd
ney Central Coast Area Heal£h and the 
University or Sydney, and the board of 
Avant. Anonymity and connc.lenliality were 
protected at all times. 

Statistical a na lysis 

Data were analysed using SAS software, 
\'ersion 9 .1 (SAS Lns.tirute lnc, Cary, NC, 
USA). Univanate <1na lyses were conducLed 
using Pearson's x! tests Multivanatc logis
uc regression models were fi~te<l tO ow
come measures of both GHQ case 
identification for psychiatnc morbidity and 
AUDlT case identification fo r poLcmially 
hazardous drinking. Variables were 
included if their univariate P. value was less 
than 0.3. The fit of the model was checked 
using the Hosmer-Lemeshow goodness.-of
fit test. 27 

RESULTS 

Characte ristics of re spondent s 

or 8500 doctors invited to panicipale in the 
study, 140 decl ined, ancl surveys were sent 
to the remaining 8360. or these. 2999 
(36%) responded. 

The mean number of hours worked per 
week was ·H.S (SO, 15 l ), with male doc
tors averagtng 48.0 hours (SD, 1-1-.2) and 
female doctors averaging 37 1 hours (SD, 
I i 3). The mean number oi weeks worked 
per year was -1-6 .0 (SO, 6.0). Thirteen per 
~ent or the cohen had not taken a holiday in 
Lhc previOLlS 12 monLhs. Abom rwo-Lhirds 
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1 Univariate and multivariate* analysis of factors assodated with psychiatric 
morbidity (GHQ score > 4) 

Variable No. GHQ score> 4 (%) pt AOR (95% Ci)1 pl 

Medical specialty 

Gene ral practitioner 

Obstetrician/ gynaecologist 

Si,Jrgeon 

Ana esthe.tist 

Psychiatrist 

Pathologist 

Radiologist 

Physician 

Acctdent and emergency 
specialist 

Paediatrician 

In training§ 

Other 

Sex 

Female 

Male 

Age gro up (years) 

<40 

40,..49 

50- 59 

~60 

589 

177 

359 

350 

230 

86 

106 

478 

60 

140 

252 

126 

868 

2085 

482 

872. 

917 

682 

Country in which medical degree obtained,1 

Australia 2470 

Overseas 

Solo practice 

No 

Yes 

Marital status 

476 

2044 

899 

Single 231 

Partnered 2511 

Divorced/separated 154 

Widowed 38 

177 (30) 

43 (24) 

89 {25) 

83 (24) 

64 (28) 

18 (21) 

32 {30) 

138 (29) 

15 (25) 

40 (29) 

91 (36) 

22 (17) 

269 (31) 

543 (26) 

148 (31) 

271 (31) 

281 (31) 

112(16) 

682 (28) 

129 (27) 

592 (29) 

216(24) 

70 (30) 

668 (27) 

56 (36) 

11 (29) 

0.008 

0.006 

1.00 

0.72 (0.44-1 .17) 

0.74 (0.49- 1.10) 

0.71 (0.49- 1.02) 

1.09 (0,71-1 "67) 

0.41 (0.21 - 0.81) 

1.06 (0.62-1 .81) 

0. 96 (0.68-1 .36) 

0.81 (0.40-1.66) 

0.91 (0.56-1.48} 

1.05 (0.69-1.59) 

0.43 {0.25-0.76) 

1.00 

1.00 (0.78-1 .28) 

0.03 

0.99 

< 0.001 0.001 

0.82 

0.006 

Q.OS 

1.00 

1.10 (0.81 - 1.50) 

0.89 (0.65- 1.23) 

0.58 (0.39- 0.84) 

1.00 

0.78 (0.61 - 0.99) 

1.00 

1.17 (0.83-1 .65) 

1.31 (0.78-2.19) 

2.34 (0.95-5.77) 

0.04 

0.29 

Table continues next page ... 

GHO =General Health Ouestionnaire-28 AOR =adjusted odds ratio "Hosmer-Lemeshow goodness-o f-fit 
test, P= 0.37. t Univariate analysis. :1: Mullivariate analys•s. § Specialist in training, hospital registtar, GP 
registrar. ~ This variable was not included tn the multiva1iale analysis (P value > 0.3 in the univariale analysis). • 

o[ respondents (1902n942 [65%]) had 
expenenced medicolegal matters, with 426 
( 1-1-%) having a current matter. 

We have previ.Otlsly reponed the demo
graphic and practice details, and the type, 
[requen.cy and factors associated with medi
colegal matLers for this study,n i.nduding a 
dewiled comparison of respondents with 
non-respondems. There were only minor 
differences between the rwo groups. 
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Potentia l for p sychiat ric morbid ity 
GHQ case ideoli 11.cation for psychiatric mor
bidiry ror the total cohon was 28% (31% for 
women , 26% [or men). The r:esults o[ the 
univariate and muluvatiate logistic regression 
analyses for psychbnic morbidity found by 
GHQ atse identiiicatt<:>n are shown in Box 1. 
All vant1ble.s were Lncluded in the mullivariate 
analysis except teaching role ([or which the P 
value was >0.3 in the un 1vatiate ana lysis). 
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1 (continued from previous page) 

GHQscore > 4 
Variable No. {%) pr AOR (95% Cl):t pt 

Hours worked p er w eek 0.007 0.02 

<40 823 194 (24) 1.00 

40--49 753 209 (28) 1.23 (0.93-1.62) 

S0-59 747 210 (28) 1.41 (1 .05-1.89) 

;;;: 60 596 190 {32) , .65 { 1.20-2.26) 

Peer review in previous 12 months 0.1 0.65 

No 875 257 (29) 1.00 

Yes 2056 543 (26) 0.95 (0.75-1.19) 

CME requirements 0.27 0.32 

r Not met 11 2 36 (32) 1.29 (0.7a.-2. 11 ) 

Met or not applicable 2785 764 (27) 1.00 

Teaching role 11 0.35 

No 1008 267 (26) 

Yes 1907 536 (28) 

Holiday in previous 12 months < 0.001 <0 001 

No 3.88 161 (4 1) 1.92 (1 47-2.50) 

Yes 2526 643 (25) 1.00 

1 

Current med icolegal matter < 0.001 < 0.001 

No 2478 638 (26) 1.00 
. 

Yes 421 163 (39) , .96 {1.52-2 54) 

Psychoticism 0.08 0.80 

~Media n 1776 508 (29) 1.00 

> Median 1090 279 (26) 0.97 (0.80-1 .19} 

Extroversion < 0.001 0.04 

~Median 1594 500 (31) 1.00 

> Median 1238 280 (23) 0.81 (0.67-0.99) 

N euroticism < 0.001 < 0.001 

~ Media n 1714 252 (15) 1.00 

> Med1an 1154 542 (47) 4.65 (3.82-5.65) 

GHO =General Health Ouestionnaire-28. AOR =adjusted odds ratiQ. CME = Conlinving Medical Education. 
'Hosmer-Lemeshow goodness-ol-flllest, P= 0.37 i Univariate a11alysis. :j: Multivariate analysis 11 This variable 
was not included in the multivariate analysis (P value > 0 3 in the univariate analysis.) • 

ln the multivariate analysis , significant 
demographic and \vork-re lated \'ariables 
assoc1aced With i.ncreasecl potential for 
psychi.at rit morbidity were: having. a cur
rent medicolegal mauer (odds n.uio lOR I. 
1.96 [95% CL , .1 .52-2.5+ 1); not having 
had a ho liday in the previous year (OR, 
l.92 [95% Cl, 1.47-2.50]); and workmg 
long hours per week (OR, 1.65 [95% Cl, 
1.20-2 .26] ror ~ 60 hours compared with 
< +0 hours). Specialty was also statisti 
cally significant (P = 0 .03) (Box l ). Doc
tors 60 years of age or older had a lower 

likelihood of psychiatric morbidtty r.han 
doctors unde r +0 years of age (OR, 0.58 
[95% Cl, 0 39-0.841). Solo pracLtti oners 
had a lower risk o [ psych.intric morbidity 
than non-so lo pract itioners (OR, 0. 78 
[95% Ct, 0 .6 1-0.991). The personality 
trair of neuroticism (defi ned as having a 
neurot icism score greate r th a n the 
median) was the highest risk !actor for 
psychiatric morbidity (OR, -+.65 [9 5% C l, 
3.62-5 .65 J). lnrroveTsion wus also a sta
Li.s t.ica ll y significant risk [aclo r for psyc hi
aLric morbidity (P = 0 .04). 
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Potent ial fo r hazardous alcohol use 

AUDlT case idemH'icalion for potential l'or 
hazardous alcohol use ror the total cohen was 
15% (8% for women, l 7% for men). The 
results of the univariate and muhivarime 
logislic regression analyses ror potemially 
hazardous alcohol use are shown in Box 2. 

Demographic and woTk-related variables 
i.n the muhivatiaLe analyses associaLed wirh 
increased 1isk of pOLemially hazardous 
dnnl<ing were· being male (OR, 2.55 [95% 
CI, 1.83-3,551); being aged -+0--+9 )(ears 
compared wtth under 40 years (OR, 1.86 
[95% Cl, 1.22-2.83]) ; not having met CME 
requiremems (OR, 1.72 [95 % Cl, l.04-
2 .87J); and being a solo practiLionl!r rmher 
than a non-solo practitioner (OR, I .33 [95% 
CI , LOl-l 751). Neuroticism (OR, 2.20 
[95% Cl, L74-2.78J), extroversion (OR, 
1.62 [95% Cl, 1.28- 2.041) and psychoLi
cism (OR, 1.27 f95% CJ, 1.01-1.601) were 
all associated with potential for haza rdous 
alcohol use. Doctors were at less risk of 
hazardous nkohol use if they: trained over
seas rather than 1n Austra lia (OR, 0.56 [95% 
Cl, 0.39-0.81); worked more than 60 hours 
a week comparecl with less than -tO hours a 
week (OR. 0 .67 [95% Cl, 0.45- 0 99J), and 
had nor taken a holiday in more than a year 
(OR, 0.63 195% CL, 0.+3-0.931). 

DISCUSSION 
Our invesllgauon found thar the personali[y 
trait of neuroticism carried the highest nsk 
lor psychiatric morbidity. or work- related 
fac tors, havmg a current med1colegal mauer 
vvas the factor mosl associated with psychi 
auic morbidity. l'ollowed by not taking a 
holiday m the previous year and working 
long hours. 

For potenLially hazardous alcohol use, 
demographic and personality facLOrs were 
more signt ncam than work-related factors. 
The greatest risk factors for hazardous alco
hol use were being male, having an Austra.l
ian medical degree, and having personality 
traits or neuroticism and extroversion. Two 
work~related facLOrs were also assoc.lated: 
being a solo practitioner, and no t meeting 
CME requiremems. There was no significant 
association between having a current medi
colegal matter and potentially hnzardous 
alcohol use (P = 0.09). 

lmereSLingly, doctors who worked long 
hours and had not taken a holiday in L11e 
prev·ious yea r were more likely co have 
psychiatric morbidity but less li kely to drink 
alcohol hazardously, perhaps becnuse they 
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had less opponunily to do so due to their 
work demands. 

Our find1 ngs that long workmg hours and 
the work-rdatcd stressor of a medicolegal 
matter were .tssoctat~d with psychiatric 
morbtdny m doctors are consistent wnh the 
ftndmgs of other ::.LUdtes u_g 1 ! .to ttl Our find-
mg that older doctors had a lower risk ol 
psychtamc morbtdlly ts constStem wah a 
recent Australian study. 2~ 

The proporuon ol clinicians with a GHQ 
case tdenuficauon (28%) was close to that 
0bserved m the GP study (27%) 19 The le\fel 
ol psychiatric morbidity was higher among 
sllldy purucipants than in a ~outh Australian 
general populmion sLUd y, where ~ase ident i
ficatLon was 19 5%.29 

The reponed prevalence of potemially haz
ardous alcohol use m ou1 Sllldy (15%) was 
higher than that m the GP study (12%)1

"' and 
stmtlar to that found in a general Canadian 
population (1-t%) 30 lhe female case tdenufi
cauon of 8% in our stutl) was the same as 
that of the Australtan nauonal survey of alco
hol use m Au!:ltralian women. 31 

Our study showed that potenuallr hazard
ou::; alcohol use occurs morl! m male than 
lcmale doctors. as reponed m other stud
tes.!0 21 However, no specific: speciality group 
was tdenufied as bemg stgnificamly more 
lSsodmed wtth hazardous alcohol usc. This 
contrasts with a German study that found 
surgeons to be more ltkc ly to dnnk hazard
ously.21 

Considering personality vatiables, the 
results or our study are conststem wah the 
GP study 1 ~ and an Engl1sh !:ltudyj in finding 
th..1t neuroticism and lntrover:;ion are asso
ctated w1th psychtatnL morbiclny The asso
dut ion ol neuroticism. extroverston and 
psychoucism wnh potcnually hazardous 
alcohol use ts sm1tlar to the findmgs of the 
GP SlUd). 

19 

A med1coh;gal mauer should be regard~d 
as a predictable work-related stressor for 
which doctors need to be prepared, constd
enng that two-thirds of our sample had 
expenenced a matter at some ume and 1-t% 
had a current maucr. just as they would 
advtse thetr own pat ients, doclQrs should 
actively rnnn~1ge stress[ ul ll fe evems using 
positive coping strategies. Thes~ stralegies 
mclude stress reducuon techntques, regular 
exercise, gond slet!p and dtcl, as well as 
working fewer hours a week, being well 
mfom1ed about the legal process, secktng 
advice from ones own docLOr to ameliorate 
tltsll~s anti anxtt:t). and a\otcling negative 
copmg smuegtes ltke excess1ve alcohol con
sumpuon anti sell-medication 
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[ 2 Univariate and multivariate* analysis of factors associated with hazardous 
alcohol use (AUDIT score ~ 8) I 

Variab le No. AUDIT score ;;!:. 8 (%) pt AOR (95% Cl)1 pl 

Medical specialty 

General pract1t1oner 

Obstetnc1an/ 
gynaecologist 

Surgeon 

Anaes rhet1st 

Psych1atrist 

Pathologist 

Radiologist 

Phys1cian 

Accident and emergency 
specialist 

Paediamcia n 

In trainmg§ 

Other 

Sex 

Female 

Male 

Age group (years) 

<40 

40-49 

50-59 

;;!:. 60 

590 

179 

357 

351 

231 

89 

10/ 

480 

63 

142 

254 

128 

873 

2098 

485 

874 

924 

688 

73 (12) 

27 (15) 

67 (19) 

63 (18) 

35 (15) 

11 (12) 

16 (1 5) 

65 (14) 

10 (16) 

16 (11) 

33 (13) 

22 (17) 

72 (8) 

366 (17) 

46 (9) 

145 (17) 

157 (17) 

90 (13) 

Country in which medical degree obtained 

Australia 2484 394 (16) 

Overseas 480 44 (9) 

Solo practice 

No 20!)8 278 (14) 

Yes 903 159 (18) 

Marital status 

Single 231 21 (9) 

Pan.nered 2529 386 (15) 

Divorced/separated 154 29 (19) 

Widowed 38 2 (5) 

0.25 0.54 

1.00 

0 96 (0.54-1. 70) 

0 92 (0.58-1.46) 

1.10 (0.72· 1 .69) 

0.89 (0 53-1.49) 

0. 95 (0.46-1 '99) 

0.74 (0.37-1.48) 

0.81 (0.53-1 .24) 

0. 93 (0.41-2. 13) 

0.85 (0.45-1.59) 

1.73 (1 00-2.99) 

1.28 (0. 72-2.27) 

< 0.001 < 0.001 

100 

2.55(183 3.55) 

<0001 001 

1.00 

1.86 (1.22-2.83) 

1.78 (1.15-2.76) 

1.35 (0.84-2.19) 

<0.001 <0.001 

1.00 

0.56 (0.39 -0.81) 

0.004 0.04 

100 

1.33 (1.01 1.75) 

0.011 0.08 

100 

1.60 (0.96-2.67) 

2.12 (1.08-4 17) 

0.57 (0.12- 2.71) 

Table contmues next page 

AUDIT ... Alcohol Use Disorders Identification Test AOR =adjusted odds ratio • Hosmer-Lemeshow 
goodness-of-f,t test, P .. 0.32. t Un1vanate analysis +Multivariate analysis §Specialist In tra1ning, hospital 
registrar, GP registrar • 

The strength ol' our study wus its large 
sample size, representing 5% or the entire 
Auslralian med(CII workl"orce and around 
10% ol the non-GP spectaltst groups (rangtng 
from 9% for physiLians to 1-t% for obsteui
ctans and gynnccologtsts 32 Although the 
response rate LO our survc) (36%) \vas rela
tively 10\'>, the tdea that a htgh rc~ponse rate i!. 
necessary hilS been challenged (as diSCussed 
in our pre\'Jous sLUtly).23 
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The menta l health ol medical p racLit ion
crs is crucinl tO good patient care. Unlike 
personality tra il!>, the work-related and li fe
style !actors assocHned wnh psych1amc 
morbidity and hazardou!:> alcohol use are 
more easily acldressed. DocLors should 
reflect on their hours of work and need for 
holidays ln\'OI\'cment v. ith medicolegal 
processes, such as lawsutts, complatnts and 
inquiries, are a stressful part or medical 
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2 (continued from previous page} 

Var iable N o . AUDIT :;;;;. 8 (%) pl AOR (95% Cl)f pt 

Hours worked p er w eek < 0.001 0.01 

<40 819 94 (11) 1.00 

40-49 762 120 (16) 1.13 (0.81- 1.58) 

S0-59 756 142(19} 1.15 (0.82- 1.62) 

;;:, 60 599 74 '(12) 0.67 (0.45--0.99) 

Peer review in previous 12 mont hs 0.17 0.91 

No 882 118 ( 13) 1.00 

Yes 2066 317 (15) 1.02 (0.77-1.35) 

CM E requirements 0.001 0.04 

Not met 113 29 (26) 1.72 (1.04-2.87) 

Met or not applicable 2806 401 (14) 1.00 

Teaching ro le 11 035 

No 1014 141 (14) 

Yes 1922 292 (15) 

Holid ay in p revious 12 months 0.01 0.02 

No 388 41 (1 1) 0.63 (0.43-0.93) 

Y.es 2545 389 (15) 1.00 

Current m ed icolega l matter < 0.001 0.09 

No 2500 344 (14) 1.00 

Yes 421 86 (20) 1.30 (0.96-1.75) 

Psychotidsm 0.004 0.04 

~Median 1781 238(13) 1.00 

> Median 1089 188 (17) 1.27 (1.0 l-1.60) 

Ext roversio n 0.007 < 0.001 

:s: Median 1592 212 (13} 1.00 

> Median 1245. 211 (17) 1.62 (1.28-2.04) 

N euroticism < 0.001 <0~001 

:s: Median 1719 205 (12) 1.00 

> Median 1155 226 (20) 2.20 (1.7.4-2.78) 

AUDIT= Alcohol Use Disorders ldentificauon Test. AOR=adjusted odds ratio. CME =Continuing Medical 
Education. • Hosmer- Lemeshow goodness-of-l11 test, P= 0.32. t Univariate analysis. :j: Multivariate analys1s. 
11 Th1s v<Jnable was nol1ncluded in the multivariate analys1s (P value> 0.3 in the univaria te analysis.) • 

pracllce lotiay. Doc10rs need to be educ;ued 
a.boul medicolegal processes and under
sLand how Lhe expenence may affect their 
health , theu work and their loved ones. 
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Perceived practice change in Australian doctors 
as a result of medicolegal concerns 

Lou ise M Nash, Merril.yn M Walton, Michele G Daly, Patrick J Kelly, Garry Walter, Elizabeth H van Ekert, 
Simon M Willcock and Christopher C Tennant 

edicolegal concerns can prompt 
changes tO Lhe practice or medicine 
Lhat can be both potentially bendi

cial and npL beneficial Lo pauenl <;are. 1
-
16 

There 15 international evidence from the 
United Kingdom, the Uni.ted. Staces, japan, 
Canada and New Zealand of concerns about 
medico l~gal issues leading to excessive refer
rals,5·8·13 excessive ordering or tests5·8 and 
use of imaging Lechnology,7 excess1ve pre
scribing o [ medica[ion, 5·8 and avoidance of 
certam pariems or procedures.-t·5•13 PoLen
tially beneficial changes include that medi
colega l concerns can lead LO more 
mfonnmion bemg given to patiems~ ·5 and to 

more rdleclive practice, greater sensltivity to 
societal and professional expeclations, and 
willingness to make system improvemems. 15 

such as developing audiL procedures and 
better record keeping.5 

What is the Australian situation regarding 
be liefs and perceived changes in pracuce 
dut! to medicolegal concerns? In an earlier 
Australian general practitioner study, we 
also found evidence of pracLioe change. 16 

In this anicle, we reporl new Ausl ra.lian 
evidence from a large, broad sample of 
Australian doctors com.prising sp.ectalists, 
GPs and trainees. We also exam1ne whether 
perceived behaviour and beliefs diller 
between doctors who have e:xpetienced a 
medicolegal matter and those ·who have not. 

METHODS 
Tn September 2007, a questionnaire was 
mailed [0 all specialists (obsLetricians, 
gynaecologists, physicians, surgeons, anaes
LhetiSlS, psychiatrists, p:nhologists, radiolo
g ists, paediatrici:ms , acci dent and 
emergenq' spec.ialists), all reg1sl rars and 
specialists in traming. and a sample or GP 
non-proceduralists insured wi.th the medical 
insurance company UNITED (that compa ny 
subseqL1emly merged with another com
pany). GP procedurali.sLs were not included, 
as they had participaled in our previous 
study. The random sarnple or 1865 non
procedural GPs was selected OUl or a possi
ble 7275 non-procedural GPs who had not 
been invited to participate in the previous 
GP study. A summ ary of resporlSe raLe per 
specialty has been published previously. 17 

ABSTRACT 

Objectives: To explore the perceived impact of medicolegal concerns on how 
Australian doctors practise medicine and to compare doctors who have experienced 
a medicolegal matter with those who have not. 

Design and setting: Cross-sectional survey (posted in September 2007, wit h reminder 
4 weeks later) of Australian doctors from a 11 majo.r specialty groups, trainees and a 
sample of general practitioners who were insured with a medical insurance company. 

Participants: 2999 respondents of 8360 who were sent the survey. 

Main outcome measures: Perceived practice changes due to concerns about 
medicolegal issues, beliefs about medicolegal issues, and the in fluence of medico legal 
issues on both career cho ices and how doctors relate to their patients. 

Results: Respondents reported changes in p ractice behaviour due to medico legal 
concerns, wi th 43% of doctors stating that they referred patients more than usual, 55% 
stating that they ordered tests more than usual, and 11% sta ting that they prescribed 
medications more than usual. Respondents also reported Improved communication of 
risk (66%), increased disclosure of uncertainty (44%), developed better systems for 
tracking results (48%) and better methods for identifying non-attenders (39%) and for 
auditing clinical practice (35%). Concerns about medicolegal issues led to 33% 
considering giving up medicine, 32% considering reducing their working hours and 40% 
considering retiring early. These proportions were all significantly greater for doctors 
who had previously experienced a medico lega l matter compared with those who had 
not. 

Conclusions: This Australian study, like international studies, conf irms that doctors' 
concerns about medico legal issues impact on their practice i.n a variety of ways. 
There is a greater perceived impact on those doctors who have previously experienced 
a medicolegal matter. 

SUlveys were sent out with reply-paid 
envelopes ror their retLtrn. Four weeks afler 
the mail -out, a remi ndcr lcuer and repeat 
quesLionnnire were sem to non-respondents. 

The quesLionnaire covered cletnograph1c 
and practice details , and experience of 
medicolegal matters. It al.so canvassed doc
tors' beliefs abolll medicolegal issues and 
their perceived changes in praC[ice as a 
res~.JL or medicolegal concerns. The ques
Li.onnaire was. developed from key items in 
Lhe liLeratu re.3-a, l l-lo and was li rsL used in a 
small srudy wiLh the New South Wales 
Health Care Complaints Commission,6 and 
further developed for a GP study.16 

The items about perceived changes in 
practice behaviour due to medicolegal con
cerns are listed in Box l . There were four 
response categories: less than usual, no 
change from usu~l . more than llsua. l, and 
not applicable. A seties of statements about 
beliefs and understanding of the law as il 
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relates 10 medicolegal issues are listed in Box 
2. Response ca~egories for these ilems were: 
"strongly disagTee", ''disagree", "agree ;' and 
"strongly agree". ltems on the pe rceived 
inr1llence of medicolegal isst1es on career 
choice and on how docwrs relate ro patients 
are shown in Box 3 and Box 4 , respectively 
Response categones for these ilems were 
"yes" or "no". 

The questionnaire asked if doctors had 
ever been rhe subject of one of the following 
medicolegal maLLers: a clalm for compensa
tion [or damages; a corn pl;unr to a health 
care compiaints body; a medical regisnation 
board inquiry; a d isciplinary healing; a 
Medicare Australia/Health Insurance Corn
mission (HlC) inquiry; a hospital dispute; a 
hospital investigation; a pharmaceu tical 
services inquiry; a complaint before an anti
discrimination board; a coronia! Lnqtl iry; a 
criminal charge; and a patient complaint 
dLrecL Lo the doctor. Self-repon cl.aLa were 
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1 Perceived change in practice behaviour due to concerns about medicolegal negligence claims and complaints* 

Al l respondents 
Respondents who. had 

experien ced MLM 
Respqndents who had 
not experienced MLM 

Difference§ 
(95% Cl) Item 

Provide communication 
of risk to patients 

Order tests 

Pu t systems in place 
to t rack test results 

Disclose uncertainty 

Refer patients to 
specialists 

Avo1d a particular type 
of invasive procedure 

Put systems in place to 
Identify non-attenders 

Cc:>nsider every patiertt 
a potentia l litigant 

Put systems in place 
to audit practice 

Avoid particular 
obstetric procedure 

Relate emparhically 
to patients 

Prescribe medicat ion 

Advise pat ients of 
complamrs policy 

MLM =medicolegal matter. 

No't applicable Nt 

70 2844 

116 2810 

340 2564 

65 2859 

368 2548 

598 2334 

580 2333 

79 2843 

320 2596 

2109 813 

77 2841 

277 2649 

294 2626 

AgrEle• 

1874 (66%) 

1546 (55%) 

1226 (48%) 

1262 (44%) 

1096 (43%) 

931 (40%) 

909 (39%) 

1039 (37%) 

906 (35%) 

277 (34%) 

730 (26%) 

285 (11%) 

255. (10%) 

NT Agree• 

1 859 1 278 (6C)OA,) 

1844 1047 (57%) 

1690 835 (4()0/o) 

1868 

1647 

1575 

1557 

1860 

1722 

537 

1861 

1738 

1725. 

884 (47%) 

712 (43%) 

660 (42%) 

645 (41%) 

771 (41%) 

618 (36%) 

207 (39%) 

523 (28%) 

194 (11 %) 

171 (10%) 

Nt Agree.; 

985 596 (61 %) 

966 499 (52%) 

874 391 (45%) 

991 

901 

759 

776 

983 

874 

276 

980 

911 

901 

378 (38%) 

384 (43%) 

271 (36%) 

264 (34%) 

268 (27%) 

288 (33%) 

70 (25%) 

207 (21%) 

91 (10%) 

84 (9%) 

8 (5 to 12) 

5 (1 to 9) 

5 (1 to 9) 

p 

< 0.001 

0.01 

0.03 

9 (5 to 13) < 0.001 

- 1 (- 5 to 3) 0.8 

6 (2 to 10) 0.01 

7 (3 to 12) 0.001 

14 (1 1 to 18) < 0.001 

3 (-1 to 7) 0.1 5 

13 (6 to 20) < 0.001 

7 (4 to 10} < 0.001 

1 (-1 to 4) 0.39 

1 {:-2 to 3) 0.68 

• Results relate to participants who agreed that they perfbrmed the behaviour listed in rhe item column more than usual when asked: "Do concerns about medica I 
negligence/complaint cause you to [itemtless than usual, no change from usual, more than usual o r not applicable? ... t The number who responded to the 1tem 
(excluding "not Cipphcable'' responses). ;j: The number(%) who agreed that they had changed the1r practice behav1our in accordance with the statemen t. §Percentage 
of responden ts with experience of MLM who changed their behav1our more than usual mmus the percentage of respondents with no experience of MLM who changed 
their be.haVfour rnore than usual. • 

thought to be more inclustve, as some doc
tors may have changed insurers, not had an 
insurer previously, or chosen not Lo discuss 
matters wtth their insurer. The proporuon of 
doctors who selr-repo n ed ever being 
involved in a rnedlcolegal maLter by medica l 
specialty and rype of rnauer was reponed m 
the] ournal in 2009.17 

Stat istical analysis 

Response categories were dicboLornised 
according to whether or not doctors had 
experienced rnedlcolegal matters , and t..lif
ferences between respondents who had and 
had not experienced medicolegal matters 
were assessed using Pea.rson s -l tesLS. 
Given the large size of our sample, very 
small differences between tho.se who had 
and had not expenenced medtcolega l. mat
ters could be detected, and consequently, 
differences were considered slatisUcally 
significanr at P ~ 0.01. The esmnnLed dif
fl!rences bet ween propon ions and corre-

spending 95% confidence intervals are also 
presented. 

Statistical analysis was undertaken llSing 
SPSS, version 15 (SPSS Inc, Chicago, Ill , 
USA). 

Ethics approval 

Approval l"or the study was granted through 
ethics commiuees of the Northern Sydney 
Cemra.l Coas.t Area Health Service and the 
University o( Sydney, and the Board of 
UNrfED (now Avam). Anonymity and con
fidentiai!Ly o[ survey responses and Avant 
m~mbership and data were proteCLed at all 
Limes. 

RESULTS 
Eight thousand five hundred doctors were 
invited to participate in Lhe study. One 
hundred and forLy declined, leaving 8360 
who rece1ved the survey, Two thousand nine 
hundred and ninety-nine responded, repre-

senung a 36% res ponse rate (2999/8360). 
Experience of medicolegal maners was se lf
reported by 1902 of 2942 respondents 
(65%), wllh 426 (14%) havLng a current 
matLer. The two most common medicolegal 
matters were daims for compensation 
(3 1. %) and complain ts to a health care com
plaints body (30%), and the least common 
were crirnmal charges (< l %), pharmaceuti
cal services inquiries (1 %), antidtiscrimina
Lion board complaints (l %) and disciplinary 
hea1ings (2 %). 

A comparison of respondents wilh non
respondents according to age, sex, specialty 
ancl hisLory of medicolegal matters derived 
from. Avant data round minor difrerences 
only. Respondents were slight ly older (mean 
age, 5 L.7 years v 50.3 years), proponionally 
[ewer men responded (7 1% v 7-+%), and 
respondents were slightly n'lore lU,eJy than 
non-respondems LO have been involved in 
claims for compensauon (28.0% v 23,0%), 
complaints to a health care complainLS body 
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2 Beliefs about medicolegal issues* 

Responden ts who had Respondents w ho had 

All respondents experienced MLM not experienced MLM 
Difference§ 

Item N1 Agree* N1 Agree r Nt AgreeT (95% Cl) p 

A ll doctors make mistakes 2933 2865 (98%) 1896 1855 (98%) 1037 1010 (97%) 1 (-1 to 2) 0.53 

Inadequate commun1cat1on IS 2929 2739 (94%) 1892 1744 (92%) 1037 995 (96%) - 4 (- 6 to - 2) < 0.001 
a factor 1n most m 1stakes 

My awareness of risks of 2928 2678 (91%) 1895 1741 (92%) 1033 937 (91%) 1 (- 1 to 3) 0.31 
medical negligence has 
increased 1n recent years 

I feel comfortable discussing 2930 2319 (79%) 1894 1494 (79%) 1036 825 (80%) - 1 (- 4 to 2) 0.67 
my m istakes w ith my co lleagues 

Doctors are encouraged to 2924 1775 (61 %) 1892 1138 (60%) 1032 637 (62%) -2 (- 5 t o 2) 0.43 
report their med1cal errors 

Professional standards should 2919 1694 (58%) 1889 1114 (59%) 1030 580 (56%) 3 (- 6 to 11) 0.18 
be set solely by the medical 

profession 

The law requi res me to make 2922 1577 (54%) 1889 1062 (56%) 1033 515 (50%) 6 (3 to 1 0) < 0.001 
perfect decisions 

Medical m istakes are rare 2931 549 (19%) 1894 372 (20%) 1037 177 (17%) 3 (0 to 5) 0.01 

An apology to a patient 1mpltes 2920 460 (16%) 1886 319(17%) 1034 141 (14%) 3 (1 to 6) 002 
an adm1ss1on of liability 

Patients are likely to sue a 2920 341 (12%) 1887 250 (13%) 1033 91 (9%) 4 (2 to 7) < 0.001 
doctor who tells them about 
a m1stake 

Only unprofessional or 2929 78 (3%) 1896 47 (2%) 1033 31 (3%) - 1 (- 2 to 1) 047 
incompetent doctors geL sued 

MLM- medicolegal maller. 
• Perceptions of mistakes, complaints ar1d legal risk were assessed by asking respondents whether they strongly d1sagreed, d1sagreed, agreed or st• ongly agreed w1th 
the statements In the Item column. t The number who responded to the •tem .t rhe number (%) who agreed or strongly agreed wi th the statement. §Percentage of 
respondents with e.xperlen(:e of MLM who agreed or strongly agreed with the statement minus the percentage of respondents with no experience of MlM who agreed 
o r strongly agreed with the statement. 

(20.6% " 17. 1 %), and corontal inquiries 
(-+ 7% v 3 .3%). The differences for all three 
comparbons of mccl ic.:olegal matters were 
stgntftcant at P < 0.0 I . There was no diller
ence between respondents and non
r1!5pondcnts with respect to the other mne 
categom:s ol mt!dtcolegal mauer. Further 
d1scuss1on about the companson of 
respondents wnh non-respondents, and a 
comparison of our sample wtth the Austral
tan medtcal worklorcc tn gent!ral was previ~ 
ously reponed m 2009 17 

Perceived change in practice behaviour 
due to concerns about medical 
negligence claims and complaints 

The proportion ol doctors who reponed 
altering the1r pracLLce bchav1our relating Loa 
pantcular item "more than usual" due to 
concerns about medical negligence and 
complamts 1s reponed m Box l. A varying 
number of respondems reponed that items 
were not appl1cable. as shov.rn. The table in 

Box l lists the itcm5 in descending order of 
L he lrequency wllh whtch the>' were 
reported to innuence pra<.: uc.:c by all 
respondents, and compares doctors who 
had and had not expenenccd a medicolegal 
matter. 

For 8 of the 13 llems, part tcipants who 
had expencnced a medicolegal matter were 
significant ly more li ke!)' than those who had 
not to pcrce1vc that they had changed prac
tice in response to medtcolegal concerns 

Beliefs about medicolegal issues 

Box 2 show~ agr~:eme nt among respondenrs 
with staLements about med tco l ~gal issues. 
The proponion agreeing includes those who 
strongly agreed and agreed . Respondents 
who had experienced a medicolegal matter 
were more like ly to agree that "the law 
requires me to make perfect dec1S1onsn and 
"patients are li kely to sue a doctor who tell s 
them about a mistake', but less li kely to 
agree that "madequate <.:ommuntcauon is a 
factor in most mistakes". 

Pe rceived influence of medicolegal 
issues on career choices 

• 

Respondems who had expenenced a medi
colegal matter were more likely to agree 
with all four statements on career cho1ces 
listed in Box 3. compared with those with 
no experience of a med1colegal mauer 
(P<O.OOl ). 

Perceived influence of medicolegal 
issues on how doctors relate to 
p atients 

Respondents with expcnence of a medico
legal m:mer were more like ly to agree with 
all four statements ltsted in Box '+ about 
relating to pauents, compurcd with those 
with no experience of a medicolegal maltt:r 
(P<O.OO I). 

DISCUSSION 

We round that Australian doctors report that 
concerns abom medtcolegJl action changes 
the way the)' would normally pracuse mcdi-
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3 Perceived influence of medicolegal issues on career choices* 

Respondents who had Respondents who had 
All respondents experienced MLM not experienced MLM 

Difference§ 

Item Nt Agree+ Nt Agree+ Nt Agree+ (95% Cl) p 

Retiring early? 2919 1169 (40%) 1895 877 (46%) 1024 292 (29%) 18 (14-21} <0.001 

Giving up medicine? 2909 957 (33%) 1886 728 (39%) 1023 229 (22%) 16 (13-20) < 0.001 

Reducing your hours of work? 2903 929 (32%) 1885 720 (38%) 1018 209 (21%) 18(14-21) < 0.001 

Changing your speciaflty? 2882 320 (11%} 1867 238 (13%} 1015 82 (8%) 5 (2-7) < 0.001 

MLM = medico legal matter 
'Participants were asked to respond "yes" or "no" to the question: "Have concerns about med1colegal issues caused you to consider" the option 1n the Item column 
r The number who responded to the Item. :j:The number(%) who agreed with the statement §Percentage of respondents with experience of MLM who answered "yes" 
to the item minus the percentage of respondents w1th no experience of MLM who answered #yes" to the item. • 

cme. Our findings concur with rnosL of 
those in international studies, and provide 
new information by a.lso comparing doCLors 
who have experienced a medicolegal rnauer 
with those who have not. 

The increase in referral rates reponed by 
+ 3% of our respondems tS lower than the 
rate i.n the US Common Good sLudy (7+%)8 

and [he UK GP study (64%),5 alLhough this 
reflects the dillet·ence between the samples 
- the UK study included only GPs while 
ours included mainly specialists. The costly 
increase in Lest ordering reponed by 55% of 
our sample was similar to the rme m the UK 
study (60%),5 but lower than Lhat in the US 
Common Good sLudy (79%).8 Unnecessary 
prescribing is both expenstve and poten
UaHy dangerous. However, only ll% of our 
sample reponed this practice. This com
pares favourably with the UK GP study, in 
which 29% perceived that they prescribed 
unnecessary drugs, and the US Common 
Good study, in which 4 L% believed they 
prescribed more medication for fear of liti
gation.8 lt is possible that the cnmpai.gns for 
safe prescribing over the past decade in 

AusLralla may have had a posiuve effecL on 
prescribing practices. 18 

A signilknm number of doctors with 
experience of a medicolegal mauer had 
more negative attitudes cowards rheir work 
and in Lheir relationships wi.lh their patients. 
Concerns about medicolegal issues caused 
33% of Lhe total cohort LO consider giving 
up medicine, 32% to consider reducing 
hours of wol'k , 40% to consid~r retiring 
ea rly, and 18% Lo feel more emolionally 
distant from patients. All these were signifi
cantly more common in doctors with expe
rience of a rned1cole.gal malter com pared 
wiLh those wiLh no such experience. Simi
larly, changes in relating LO paLients were 
reponed in a study of New Zealand doctors 
who had experienced complaintS, \"'ith a. 
reduction in both trust of patiems (38% in 
the shon tenn and 32% in the long term) 
and sense of got1c.lwill towards pallems (29% 
in the short term and 18% in the long 
term) . H The US Common Good study 
reported that 38% of respondents thought 
lhe fear of malpractice made Lhei.r relarion
ship wiLh patiems less personal.~ 

4 Perceived Influence of medicolegal issues on how doctors relate to patients* 

DocLOrs reported some improvements of 
care due to medicolegal concerns, such as 
improved communication of risk to 
paLienrs, which was reponed by 66%. The 
need to disclose uncertainty surrounding 
diagnosis or treatment was increased in 4'1-% 
or respondents, with a 9% greater difference 
in those who had experienced a :medicol.egal 
maner compared with Lhose who had not 
There were perceived improvements to 
qua lity and safety measures due L() medico
legal concerns, with beuer systems for Lrack
ing test resul LS reponed by 48%, better 
methods to idemiJy non-auenders reponed 
by 39% and routine auditing of clinical 
practice reponed by 35%. 

There was near universal agreement 
(98%) that doctors mah mlstakes, yet 54% 
be lieved LhaL the law required Lhem LO make 
perfect decisions. This proportion was sig
mficant ly higher among doctors with, Lhan 
among those without experience of a medi
colegal matter. Yet. the law does noL require 
perfection. The majmity decision of the 
High Coun of Aus tral.la in Rogers v 
Whitaker established that UThe law imposes 

Respendents who had Respendents who had 

Item 

Provide more information 
to patlel')ts? 

Are more attentive with 
patients? 

Are more selective regarding 
patients seen? 

Are more distant from 
patients emotionally? 

MtM = medicolegal matter. 

All respondents 

Nt Agree'* 

2918 2373 (81%) 

2908 1594 (55%) 

2913 795 (27%) 

2907 516 (18%) 

experienced MLM 

Nt Agreef 

1894 1578 (83%) 

1887 1091 (58%) 

1891 623 (33%) 

1886 393 (21%) 

not experienced MLM 
Difference§ 

Nt Agreet (95% Cl} p 

1024 795 (78%) 6 (3-9) < 0.001 

1021 503 (49%) 9 (5-12) < 0.001 

1022 172 (11%) 16 (13-19) < 0.001 

1021 123 (12%) 9 (6-12) < 0.001 

• Participants were asked to respond "yes" or "noN to the question: "Do concerns about medicolegal issues affect how you relate to patients in that you:" (statement in 
the item column). tThe number who responded to the 1tem. +The number(%) who agreed with the statement§ Percentage of respondents with experience of MLM 
who answered "yes" to the item mmus the percentage of respondents w1th no expenence of MLM who answered "yes" to the 1tem. • 

582 MJA • Volume 193 Number 10 • 15 November 2010 



RESEARCH 

on a medical pr.acliuoner :a dury co e.xerc1se 
reasonable care and skill in the provision of 
professional advice and rreacmem.'' 19 

Nineteen per cent of respondents believed 
that medical mistakes are rare. This is at 
odds wiLh rhe paliem safety literature which 
highlighLS the extent of adverse events and 
negligence in many developed coumries.10

"
23 

Our study has some limitations. The 
response rat~ of 36% was relaLively low, bUL 
this rate LS in keeping with some other 
studies of medical practi tioners.1" This 
study LS the largest of iLS kind in Austra lia. 
and one of the largest in the world. The 
respondent sample represents 5% of Lhe 
Austral'ian medical labour workforce, 3% of 
all GPs and about 10% of each specialty 
group (ranging from 9% for physicians to 
1+% for obstetricians/gynaecologists). 25 A 
weighted analysis was conducted to adjust 
Lhe estimated percentages, accorcling to the 
proponions of GPs and specialty respond
ems based on Australian workforce data. 25 

Almost all weighted percentages were very 
similar to the unweightecl percentages -
they differed by less than 3%. There were 
three exceptions, all wllh respect to the 
perceived change in behaviour due to con
cerns about 0-1edical negligence and com
plaints (Box 1). Ordering tests \-~?as estimated 
to be 60% (compared wit.Jt 55%); tnlcking 
test results was esLimated Lo be 53% (com
pared with +8%); and referring patients to 
specialists was estimated to be S 1% (com
pared wuh 43%). These changes mainly 
rdlect the higher weighting that was given 
ro GP resporLSes. 

This Australian study, similar to sLUdies in 
the US, Canada, UK, japan and New Zealand, 
indica tes that doctors pel'ceive that their con
cerns aboul nYedicolegal issues impact on 
their practice of medicine. Also similar to 
imernalional studies, many Australian doc
tors perceive they make increased referrals 
and order tests due to concerns abou t medi
cal negligence and complaints. However, 
there is considerably less impact on the pre
scribing of medicalions in Australia. 

Doctors' expenence of a medicolegal mat
ter may lead them to consider reducing their 
hours of work and the years they tntend to 
practise. For some doctors, there is a greater 
reserve in dealing with paLienLs. 

1\ sigruflcumly higher number of doctors 
with experience of a medicolegal matter 
stale Lheu imention to gtve up medicine, 
reduce their working hottrs or ret ire early. 
Whether they actually do was not investi
gated by this study. 

Appropriate education for docrors would 
include knowledge of the med1colegal envi-

ronment and an understanding of how 
medlcolegal concerns may weaken sound 
clinical judgemem, cause unnecessary costs, 
burden health care resources, and constrain 
improvements in hea lth care de livery.15 Tar
geted training in patient safety and medico
legal aspects of medi.cal practice wi ll help 
doctors to be be£Ler Lnformed and co belLer 
understand how such issues influence their 
judgement and decistonmaking. 
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CHAPT'ER 11: Discussion 

This chapter compares and contrasts 111y findings with the inten1ational literature 

within the original aims of this thesis: (1) to investigate the factors associated with Australian 

doctors' involvetnent in tnedico-legal tnatters; (2) to investigate the association between 

psychiatric rnorbidity, hazardous alcohol use and tnedico-lega l matters in Australian doctors; 

(3) to investigate the perceived impact oftnedico-legal concerns on how Australian doctors 

practice medicine. The chapter concludes with a discussion of the strengths and litnitations of 

n1y studies which are referred to as the HCCC study (n=40, doctors with a co1npliant before 

the Health Care Complaints Cotnmission), the GP study (n=566, both interventional and non

interventional GPs) and the large study (n=2999, predo,minantly special ists, with a minority of 

GPs and trainees). 

1. Factors associated with having a current medico-legal matter 

1.1 Frequency of ltledico-legallu.atters 

In the large study, 65 percent of respondents reported that they had been involved in a 

medico-legal matter at some tUne, with 14 percent involved in a current matter (Chapter 8). In 

the GP study, 59 percent reported their involven1.ent in a 1nedico-legalinatter at sotne time 

and 13 percent had a current matter (Chapter 5). The two most comn1on types of medico legal 

matters in both these studies were clain1.s for con1pensation and con1plaints to a health care 

complaints body. These same two types of matters were the matters that were researched in 

the international literature. 

Sununary of findings 

The large study and the GP study similarly found that being male and working in the 

interventional areas of m edicine (surgery and obstretics/gynaecology in the large study and 

interventional GPs in the GP study) were associated with a current 1nedico-legal matter 
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(Chapters 7 and 8). An additional finding from the large study was that working longer hours 

was associated with increased risk of experiencing a current medico-legal matter. There were 

no significant differences in having a current medico-legal matter and age groups, being 

Australian or non-Australian trained, being a solo- or non-solo practitioner, or those who 

attended or failed to attend continuing medical education and or peer review (Chapter 8). 

1.2 Gender 

Both the GP study and the large study are consistent with the international literature 

on gender differences with male doctors more likely to be the subject of a claim for 

compensation or complaint than female doctors (Taragin et a! 1992, Hickson et a! 2002, 

Cunningham eta! 2003, Firth-Cozens 2008). The multivariate logistic regression in the large 

study was able to account for other variables. This finding is not therefore a function of male 

doctors working more hours than females, or being more represented in interventional areas 

of medicine as these variables were taken into account in the analysis. 

1.3 1nterventional doctors and radiologists 

Both the GP study (which compared interventional GPs with non-interventional GPs) 

and the large study, like the international literature, found doctors who practiced 

interventional medicine were more likely to be the subject of a medico-legal matter (Taragin 

et al 1994, Bark eta! 1997, Hickson et al2002, Hickson t al2007, Chervenak et al2007, 

Conklin eta! 2008, Traina 2009, Klagholz et al201 0). International studies about radiology 

consistently report an increase in claims for compensation (Conklin eta! 2008, Fileni 2010, 

Elmore et a! 2005, Berlin 2005). Similarly radiologists in my large study had the third highest 

rate of claim for compensation of the specialty groups behind obstetricanlgynaecologists and 

surgeons. 

121 



1.4 Longer hours of work 

The findings of my large study support the little evidence that there is of an 

association between longer hours of work and an increase in likelihood of experiencing a 

medico-legal matter (Hickson et al2002, Kalucy 2002) with doctors in the large study who 

worked more than 40 hours per week having a higher number of medico-legal matters 

compared with those who worked less than 40 hours per week (multivariate analysis). Doctors 

working 50-59 hours per week were in the highest risk bracket for a current medico-legal 

matter in the large study (Chapter 8). 

1.5 Factors not associated 

My large study found that doctors who trained overseas did not have a higher rate of 

medico-legal matters, consistent with USA (Taragin et al 1992, Hickson et al 2002) and New 

Zealand studies (Cunningham et al 2003). Again there was little evidence on this issue prior 

to my study although there is some evidence from the UK (NCAS 2006) and Australia 

(Kalucy 2002) that overseas trained doctors have a higher rate of performance concerns. 

My large study found that doctors who did attend Peer review and or Continuing 

medical education did not differ from doctors who did not, with regard to whether or not they 

experienced a medico-legal matter. This was in contrast to my pilot study of doctors with a 

complaint to the HCCC, which did find a correlation between higher numbers of educational 

meetings attended and lower number of complaints (r=0.56; p<O.OO!). However, the numbers 

in the large study, combined with the statistical analysis considering all variables make the 

findings of the large study more robust. 

1.6Summary 

Thus my findings are consistent with international studies in that males and 

interventional doctors have a higher risk of experiencing a medico-legal matter. The large 

study also provides further evidence in three notable areas: there was a significant association 
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between having a current medico-legal matter and longer hours of work; there was no 

association between the doctor experiencing a current medico-legal matter and medical degree 

being obtained outside the host country and no association between the doctor experiencing a 

current medico-legal matter and attending peer review or continuing medical education. 

2. Factors associated with psychiatric morbidity 

2.1 Medico-legal matter 

Both my large study and GP study found that having a current medico-legal matter 

was associated with increased psychiatric morbidity (Chapters 5 and 9). The small HCCC 

pilot study of doctors with a complaint before the New South Wales Health Care Complaints 

Commission found that 38 percent of those doctors reached case identification 14 for 

psychiatric morbidity, but did not have a comparison group (Chapter 4). The HCCC result for 

case identification for psychiatric morbidity is similar to the 39 percent of doctors with a 

current medico-legal matter who reached case identification for psychiatric morbidity in the 

large study compared with 26 percent who reached case identification who did not have a 

current medico-legal matter in the large study (p<0.001) (Chapter 9). 

The majority of international studies rely on respondents' memory of their emotional 

response to complaints and claims for compensation. Studies from the USA (Charles et al 

1984, Charles et al 1985, Charles et al 1988a, Charles et a! 1988b, Martin 1991) UK (Bark 

1997, Jain 1991, Mulcahy 1995), Canada (Cook 1992), New Zealand (Cunningham et al 

2000, Cunningham eta! 2003, Cunningham eta! 2004) and Iran (Saberi et al 2009) all report 

an increase in psychiatric morbidity with the presence of symptoms such as tension, 

frustration, anger, guilt, distress, shame, depression and thoughts of suicide; for many doctors 

this is a major life trauma. Only the Iran study (Saberi et a! 2009) used a formal psychiatric 

14 Case identification for risk of psychiatric morbidity is based on a combined score of more than 4 for the total 
questionnaire. The questionnaire has 28 items and uses binary scoring for each item with the two least 
symptomatic answers scoring 0 and the two most symptomatic answers scoring 1. 
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morbidity measure (GHQ) and in fact they used the method and questionnaire from my 

HCCC study. 

In the large study, respondents were asked their retrospective recall of the impact of 

the most recent matter (which could have been at any time past or present) on their health 

(Table 22). The results are similar to those found in international studies - increase in anxiety, 

depression, alcohol use and other medical problems. While these retrospective results have 

not been presented in the articles that make up this thesis, they have been presented at 

conferences and in a book Chapter (Nash eta! in press). 

Table 22: RecaU of the impact on doctor's health of most recent medico-legal matter from the large 
study of specialists, CPs and trainees. 

.Did you: 
% who replied 
more than usual 

N~l902 

%who sought 
professional help for 

this problem 
N~1902 

, __________ ----------------------1 

Become anxious 

Become depressed 

73 

44 

5 

14 

5 

13 

9 . 

Require anti-depressant medication 

Drink alcohol 

Use benzodiazepines 

Have other medical problems 

2.2 Long hours and no holidays 

8 

5 

3 

3 

7 

Other work related factors associated with increased psychiatric morbidity from my 

large study were not taking a holiday in the previous year and working long hours, with 

doctors working more than 50 hours per week having higher levels of psychiatric morbidity, 

and more so for those working over 60 hours per week (Chapter 9). This is in keeping with 

the themes of long hours and overwork of the international literature where overwork 

(Ramirez eta! 1996, Firth-cozens et al1990, Firth-cozens et al 1998, Bruce et al 2003), 

overload between work and home (Ramirez et al1996, Firth-Cozens et al 1990, Firth-cozens 

et al 1998, Coomber et al 2002, Bruce et al 2003) and working long hours (Coomber et al 

2002; Richardson et al 2003) were associated with psychiatric morbidity. 
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2.3 Personality 

The personality traits of neuroticism and introversion were associated with increased 

psychiatric morbidity in doctors in my large study (Chapter 9) consistent with international 

studies. Higher neuroticism scores (McManus et al2004, Newbury-Birch et al2001, Tyssen 

et al2001), were predictive of mental health problems and also in the Australian predictive 

longitudinal stud/ 5
• Introversion in medical graduates (McManus et al2004) and introversion 

in female doctors but not male doctors (Newbury-Birch et al2001) was also a risk factor for 

psychiatric morbidity. 

2.4 Factors not associated 

Doctors aged 60 years and over in my large study were less at risk of psychiatric 

morbidity than younger doctors (Chapter 9) in keeping with Peisah and colleagues' study 

(2009) of older Australian doctors. However, it could be that doctors over 60 years who are 

either less satisfied or more stressed with their work simply retire, leaving only those with 

lower risk of psychiatric morbidity remaining in practice. 

Interestingly, there was no significant difference between males and females in case 

identification for psychiatric morbidity in either the large study (Chapter 9) or the GP study 

(Chapter 5). This is an interesting finding considering the reliability of the GHQ, the size of 

the samples and the conflicting data internationally on gender and psychiatric morbidity. My 

findings are in keeping with the results of the three prospective studies of medical students to 

doctors in England (Firth-Cozens 1998), Norway (Tyssen et a! 200 I) and Australia (Willcock 

eta! 2004) where no gender differences in rates of psychiatric morbidity were found. 

However, this is in contrast to cross sectional studies in which females had consistently higher 

rates of psychiatric morbidity than males (Ramirez 1996, Wallet all997, Newbury-Birch 

2001). 

15 Personal communication with Simon Willcock- author of Willcock et al2004 
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There was no association between marital status and psychiatric morbidity in my large 

study in the multi variable analysis (Chapter 9).This result is at odds with the international 

literature in which being partnered is associated with lower psychiatric morbidity (Ramirez 

1996, Tyssen et al2001, Hayasaka 2007, Sharma et al2008). 

3. Factors associated with hazardous alcohol use 

3.1 Medico-legal matters 

The GP study found that potentially hazardous alcohol use was significantly 

associated with having a current medico-legal matter (univariate analysis and binary logistic 

regression) (Chapter 5). However, the large study of specialists, GPs and trainees found an 

association between potentially hazardous alcohol use and a current medico-legal matter in 

the univariate analysis (p<O.OOI), but not in the multivariate logistic regression that considers 

all the other variables, although the association approached significance (p=0.09) (Chapter 9). 

The retrospective component of the study reported above (table 22) found that 14 percent of 

doctors recalled drinking alcohol more than usual during their most recent matter. 

Other studies also confirm an increase in alcohol use for a proportion of doctors 

during the stress of a medico-legal matter; Wenokur and colleagues (1991) found that alcohol 

use increased during a law suit in II percent of respondents, similar to the findings of my 

retrospective question on alcohol use where 14 percent of respondents recall using alcohol 

more than usual. Likewise, in other studies, at times of increased stress, some doctors increase 

their alcohol intake (Ramirez et all996, Newbury-Birch 200l(b), Taylor et al2007). 

Factors significantly associated with potentially hazardous alcohol use from the large 

study were being male, being Australian-trained compared with non-Australian trained, aged 

between 40 and 59 years, the personality traits of neuroticism and extraversion, failing to 

meet Continuing Medical Education requirements, and being a solo practitioner (Chapter 9). 
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3.2 Gender 

The GP study (Chapter 5) and the large study (Chapter 9) found that males were more 

at risk of hazardous alcohol use than females. This is consistent with community samples 

(Australian Bureau of Statistics 2007, Kessler et all993) and doctor samples (Rosta 2008, 

Rosta et a! 2005, Taylor 2007). 

3.3 Not meeting continuing medical education requirements 

My GP study found no difference in potentially hazardous alcohol use for GPs who 

attended peer review or formal education (eg conferences) and those who did not. However, 

my large study found that doctors who had not met their continuing medical education 

requirement had increased risk ofhazardous alcohol use. This is similar to Kalucy's (2002) 

review of doctors referred to the Health Committee of the South Australian Medical Board for 

health problems such as drug misuse or mental illness. Not attending continuing medical 

education was reported as a "common" feature of those doctors. It may be that education 

sessions are important from a 'learning' point of view, as well as a time for collegial support. 

3.4 Solo practitioners 

Being a solo practitioner in the large study was also associated with potentially 

hazardous alcohol use. This finding echoes Kalucy' s study (2002) of doctors with drug 

misuse and mental illness being "over represented" in solo practice. My studies were cross 

sectional, and therefore cause and effect cannot be determined, however, one can hypothesise 

that doctors with alcohol problems may gravitate towards solo practice, or is it that solo 

practice may be more isolative and stressful and that alcohol is a negative coping strategy for 

some. 
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3.5 Factors not associated 

Doctors who worked long hours or had not taken a holiday in 12 months were less 

associated with hazardous alcohol use than doctors who worked fewer hours and had taken a 

holiday in the past year. This is the opposite of the psychiatric morbidity findings where 

doctors working long hours with no holiday in the previous year were more likely to have 

psychiatric morbidity. Perhaps the hours of work and on call commitments reduce the 

occasions to have an alcoholic drink, but the heavy hours and lack of holidays increase the 

psychiatric morbidity. Another possibility is that doctors who are drinking more hazardously 

may be working less hours. 

My large study did not find an association between any particular specialty (or GP or 

trainee) and potentially hazardous alcohol use (Chapter 9) in contrast to increased incidence 

of hazardous alcohol use in surgeons as found by Rosta (2008) and Rosta et al (2005). 

4. The perceived impact of medico-legal concerns on how Australian 
doctors practice medicine 

My GP study and my large study of specialists, GPs and trainees, found a high level of 

concern about medico-legal issues, irrespective of whether they had experienced a medico-

legal matter themselves. However, for many of the items (listed in Chapters 6 and 1 0), doctors 

with experience of a medico-legal matter had a more extreme response. 

Comparisons of the GP study and the large study findings with international studies 

are itemized in table 23. This is from Table 2, Chapter 3, with the addition of my GP and 

large studies at the bottom of the table for ease of comparison. 

4.1 Assurance Behaviours 

4.1.1 Referrals to specialists more than usual due to medico-legal concerns was reported by 

66 percent of the GP study and 43 percent of the large study (who were mainly specialists, 

therefore likely to refer less). There was no difierence in either study between doctors who 
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had experienced a 1nedico-legal matter and those who had not. A weighted analysis (repot1ed 

in Chapter 1 0) was under1aken to adjust the large study results according to the proportions of 

GPs and specialty respondents based on the Australian workforce. The increased GP 

weighting in the large study resulted in an increase in refeiTals to 51 percent. Comparisons 

with international studies for this item range fTom 52 percent (Studdert et al 2005) to 80 

percent (Catino 2009) (see table 23). 

Table 23: Assurance and avoidance behaviours due to medico-legal concerns* 

Coun,try; sample 
type; study type, 
autbor and year 

USA; sued 
doctors; self 
report survey, 
Charles ct al 
198-t. 
USA; All drs 
who practice 
obstelrics; 1982-
88 insurance file 

• rev1ew, 
Rosenblatt 1990 
Canada; GP.., 
and Specialists; 
self report 
survey, Cook 
1994 
England· GPs· , ' 
elf report 
urvey, 
ummenon 

1995 
Australia; 
obstetric rural 
GPs; self report 
survey, Watts 
1997 
England; 
Consultants and 
registrars in 
acute hospitals; 
self report 
survey, Bark 
1997 
US; on-line self 
reporr; Common 
Good 2002 

Respondent Percent 
sample size who refer 

and patients 
Response to 

rate specialists 

n= l54 
rr 34% 

n=690 
100% file 

. 
rev Jew 

n= l71 
rr49% GPs 

IT7l % 
specialists. 

n=300 
rr60% 

n= l67 
n82% 

n=769 
rr 76% 

N=300 
• rr nol g1ven 

~ 

more than 
usual 

64 

74 

I 

Percent who 
order tests or 
procedures 
more than 

usual 

62 

60 

79 

1 

Percem 
who 

prescribe 
medication 
more than 

usuaL 

29 

41 

I 

Percent 
who are 

more 
selective 
regarding 
patients 

seen 

42 

25 

14%stopped 
obstelrics 

previous 12 
months 

Percent who 
avoid or stop 

certain 
procedures 

28 

25% stopped 
obstetrics in 6 

year period 

50% GPs 
45% Specialist 

42 

14% stopped 
obstetrics in 
previous .12 

months 

30% Sw·gical 
doctors and 
20%ofNon

surgical: 

l29 



* 

Country; sample 
type; study type, 
author and year 

US; on-line 
witnessed in 
colleagues; 
Common Good 
2002 

US; radiologists; 
self report 
survey, Elmore 
2005 

US; high risk of 
litigation 
doctors; self 
report survey, 
Studdert 2005 
Japan; gastro
emero logists; 
elf report 
urvey, Hiyama 

2006 
italy; GPs; self 
report survey, 
Catino 2009 
US, primary care 
and specialists; 
self report 
survey, Bishop 
20 10 
US, self report 
survey; Carrier 
2010 
Puerto Rico; all 

-

doctors in San 
Juan districr; self 
report survey, 
Cruz 2010 

Australia; GPs; 
self report 
survey, Nash 
2009 

Australia; 
specialists, GPs, 
trainees; self 
report survey, 
Nash, 20 I 0 

Respondent 
sample size 

and 
Response 

rate 

N=300 
rr not given 

n= J39 
rr 77% 

n=824; 
rr 65% 

n= l3 1 
rr 77% 

n=300 
rr 30% 

n= 123 1· , 
rr 51 % 

n=4720 
rr62% 

n=951 
rr 30% 

n=566 
IT46% 

n= l360 
n 36% 

l 

Percent 
who refer 
patients 

to 
specialists 
more than 

usual -

85 

52 

68 

60 

66 

-

43 

• 

Percent who 
order tests or 
procedures 
more than 

usual 

91 

72% more 
manu11ography 
or ultrasound 

' 
59% more 

breast biopsy 

59 

36 

78% in past month 

91 

64 

73 

55 

Percent 
who 

prescribe 
medication 
more than 

usual 

73 

33 

16 

19 

I 1 

.. 

Percent 
who are 

more 
selecrive 
regarding 
patients 

seen 

39 

75 

Percent who 
avoid or stop 

certain 
procedures 

35% consider 
topping 

mammography 

32 

75 

26% in past month 

50% do not 
accept high 
risk patients 

27 

48% do not 
accept 

emergency 
case 

49% avoid an 
obstetric 

procedure 
49% avoid an 

. . 
uwastve 

procedure 
34% avoid an 

obstetric 
procedure 

40% avoid an 
. . 
ll1V8SJVe 

procedure j 
tudies in chronological order a parr from the GP study (Nash et al 2009) and large study (Nash et al 20 I 0) 

added at end. 
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4.1.2 An increase in test ordering due to medico-legal concerns is associated with increased 

costs and may be potentially dangerous. Increased test ordering was perceived to occur with 

73 percent ofthe GP sample with no difference for GPs who had and had not experienced a 

medico-legal matter. Similarly, 55% of the large study believed they ordered more tests due to 

medico-legal concerns, with significantly more doctors who had experienced a medico-legal 

matter reporting an increase compared to those who had not (57 percent v 52 percent, 

p=O.Ol). Comparisons with international studies range between 60 percent in Summerton's 

study (1995) and 91 percent in the US Bishop et al study (2010) (see table 23). 

4.1.3 Similarly, prescribing medication more than usual due to medico-legal concern is costly 

as well as exposing patients to risks of side effects and complications. However, only II 

percent of the large study reported prescribing medications more than usual, with no 

difference for doctors who had and had not experienced a medico-legal matter. In the GP 

study, 19 percent of respondents reported that they prescribed medication more than usual due 

to medico-legal concerns and this was significantly more for those doctors who had 

experienced a medico-legal matter compared to those who had not (23 percent v 15 percent, 

p=O.Ol8). Comparisons with international studies range between 16 percent in Hiyama's 

Japanese study (2006) to 41 percent in the US Common Good study (2002) (see table 23). 

Australia has invested in campaigns for safe prescribing over the past decade and this may 

have had a positive efl'ect on prescribing (NSW Therapeutic Advisory Group Inc. Guidelines, 

accessed 201 0). 

4.2 Avoidance Behaviours 

4.2.1 Selectivity of patients was also an outcome of medico legal concern and experience with 

27 percent of the large study perceiving they were more selective regarding patients seen due 

to medico-legal concerns. This was significantly more for those doctors who had experienced 

a medico-legal matter compared to those who had not (33 percent v 17 percent, p<O.OOI). 
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This item can be interpreted in many ways and there was great variation in the literature on 

this item (see table 23). Summerton's GP study (1995) reported 25 percent were more 

selective regarding patients seen, compared with 75 percent of Japanese gastroenterololgists 

(Hiyama 2006). 

4.2.2 Avoidance of certain procedures was reported by thirty-four percent of the 813 who 

replied to the item on avoiding certain obstetric procedures in the large study (21 09 answered 

not applicable). This was significantly more for those doctors who had experienced a medico

legal matter compared to those who had not (39 percent v 25 percent, p<O.OO I). The large 

study also found that 40 percent of respondents perceived they avoided a particular type of 

invasive procedure due to medico-legal concerns, and significantly more for those doctors 

who had experienced a medico-legal matter compared to those who had not ( 42 percent v 36 

percent, p=O.Ol). The GP study found that 49 percent avoided particular obstetric procedures 

( 60 percent answered not applicable to this item) and 49 percent perceived they avoided a 

particular type of invasive procedure due to medico-legal concerns. Comparisons with other 

studies range from 14 percent of Australian rural GPs stopping obstetric practice in the 12 

months prior (Watts, 1997), and 50 percent of GPs avoided or stopped certain procedures in 

the Canadian study (Cook 1994) (see table 23). 

This avoidance of certain patients and procedures has workforce implications 

particularly in rural and remote Australia. This is also a feature of practice in other countries 

where medico-legal concerns are high. 

4.3 Reducing hours of work or years in practice 

In addition to stopping certain procedures, many doctors consider reducing their hours 

of work or years in practice. In my large study 33 percent considered giving up medicine, 32 

percent said they considered reducing hours of work and 40 percent thought of retiring early 

due to medico-legal concerns. These were all significantly more for doctors who had 
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experienced a medico-legal matter than those who had not (Chapter 10). Similarly, in my GP 

study, 48 percent of respondents perceived that medico-legal factors made them consider 

retiring early from medicine, and again this was significantly more for doctors who had 

experienced a medico-legal matter than those who had not (52 percent v 43 percent, p=0.038). 

Accelerated retirement is a particular issue with Australia's workforce shortage. Cunningham 

eta! (2004), in their New Zealand study of doctors who had a complaint against them, 

reported that one of the long term impacts of being the subject of a complaint was that nine 

percent of those doctors did not wish to keep on practicing medicine. 

4.4 Changes in the way doctors relate to patients 

Changes in the way doctors relate to patients due to medico legal concern and or 

experience was variable. Fifty-five percent of respondents believed they were more attentive 

with patients, 26 percent reported being more empathic with patients, but 18 percent reported 

that they had become more distant from patients due to medico-legal concerns. In all these 

items, doctors who had experienced a medico-legal matter were significantly more likely to 

agree with the statements than those who had not experienced a medico-legal matter. In 

Cunningham and colleagues' (2004) New Zealand study of doctors who had been the subject 

of a complaint, 38 percent of doctors in the short term and 32 percent in the long-term 

reported a reduction in trust of patients and 29 percent in the short term and 18 percent in the 

long term reporting a reduction in goodwill to patients. Similarly 38 percent of doctors from 

the US Commongood study reported that the fear of malpractice made their relationship with 

patients less personal. 

4.5 Communication inadequacies 

Communication inadequacies were perceived to be a factor in most mistakes by 94 

percent of respondents in the large study, 93 percent in the GP study and 78 percent in the 

HCCC study. Interestingly in both the GP and large studies, significantly fewer doctors with 
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experience of a medico-legal matter said communication was a factor compared to those who 

had not experienced a medico-legal matter. Perhaps a minority of those who had been the 

subject of complaint or negligence claim did not believe their communication to be 

inadequate. Studies and commentaries in Australia (Anderson et al2001, Taylor eta! 2004) 

and overseas (Bark eta! 1997, Cunningham 2006, Hickson eta! 2002, Ramirez eta! 1996, 

Clinton ei a! 2006) all report that communication is an issue in the majority of medico-legal 

matters, and recommend training to improve communication skills in doctors. 

4.6 Potentially safer practice changes 

In addition to assurance and avoidance behaviours, doctors also perceive they make 

efforts to improve the quality and safety of patient care. These changes are potentially 

beneficial tor patients, doctors and health care in general. Providing more information to 

patients was reported by the majority of respondents in the large study (81 percent) with 

significantly more tor doctors who had experienced a medico-legal matter than those who had 

not (83 percent v 78 percent, p<O.OOl). This is similar to international studies where doctors 

provide more information to patients in eighty percent of the Canadian study due to medico

legal concerns (Cook et al1994) and 87 percent of Summerton's English GP sample (1995). 

Better tracking of test results due to medico-legal concerns was reported by 48 percent 

of the large study and 70 percent of the GP study with no difference in either study tor those 

who had and had not experienced a medico-legal matter. Better methods to identify non

attenders due to medico-legal concerns was reported by 39 percent in the large study, with a 

significant difference in those who had experienced a medico-legal matter compared with 

those who had not (41 percent v 34 percent, p=0.001), and 36 percent in the GP study (no 

ditlerence between those who had and had not experienced a medico-legal matter). Routine 

auditing of clinical practice due to medico-legal concerns was believed to have occurred more 

than usual by 35 percent of the large study and 47 percent in the GP study with no difference 
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in either study for those who had and had not experienced a medico-legal matter. 

Summerton's study (1995) found that development of audit systems within the 

practice was reported by 34 percent of his GP sample due to medico-legal concerns 

(Summerton 1995). However, other than this, there is very little in the literature for 

comparison with tracking of tests, identifying non-attenders and auditing clinical practice. 

5. Legal risk 

My three studies explored the doctor's understanding of the law as it relates to 

mistakes and adverse outcomes. There was near universal agreement that doctors make 

mistakes, with 98 percent in the large study, 97 percent in the GP study and 94 percent in the 

HCCC study agreeing with the proposition. However, 54 percent of the large study, 64 

percent of the GP study, and 39 percent of the HCCC study believed that the Jaw requires 

them to make perfect decisions. In both the large and the GP study this was significantly 

greater for those who had experienced a medico-legal matter compared with those who had 

not (large study 56 percent v 50 percent, p<O.OOJ, GP study 68 percent v 59 percent, 

p=0.038). Yet the Jaw does not require perfection. The majority decision of the High Court of 

Australia in Rogers v Whitaker (1992) established that "The law imposes on a medical 

practitioner a duty to exercise reasonable care and skill in the provision of professional 

advice and treatment". 

Despite the belief by nearly all respondents that all doctors make mistakes, 19 percent 

of respondents in the large study and 21 percent in the GP study believed that medical 

mistakes are rare. This is at odds with the patient safety literature which highlights the extent 

of adverse events and negligence in many developed countries (Brennan eta! 1991, Thomas 

eta! 2000, Wilson eta! 1995, Vincent eta! 2001 ). 
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6. Strengths of the research method 

The strengths of my research method were the reliable and valid measures used (GHQ 

AUDIT, EPQ), the large sample size in both the GP and the large study, the statistical 

methods, the comparison between doctors who had and had not experienced a medico-legal 

matter, and the ability to compare respondents with non-respondents on key demographic 

items, type of practice, and history of medico-legal matters through the insurance company 

data. 

6.1 Measures 

The use of the GHQ, AUDIT and EPQ, has not been done in other studies of doctors 

involved in medico-legal matters prior to this research. In fact my method has already been 

used elsewhere (Saberi et al 2009). 

The legal risk questions were developed for the HCCC pilot study, and were found to 

have face and construct validity. These were expanded using questions from the international 

literature to explore changes of practice due to medico-legal concerns. There was no previous 

standardised questionnaire for this part of the study. 

6.1 Size of samples and representation of Australian doctors 

The GP study represented three percent of the Australian GP workforce (2005 data), 

and was similar in gender distribution and hours of work. Women made up 35.8 percent of the 

respondents compared with 36.5 percent in the 2005 workforce data, and respondent mean 

hours of work per week was 40.9 hours compared with 39.9 hours for GPs per week of the 

2005 workforce data (Australian Institute of Health and Welfare, 2008). 

The large study of 2,999 Australian doctors is the largest of its kind in Australia, and 

one of the largest in the world. It represents five percent of the Australian medical workforce 

and around 10 percent of the non-GP specialist groups (ranging from nine percent for 
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physicians to 14 percent for obstetricians and gynaecologists) (Australian Institute of Health 

and Welfare, 2008). The mean number of hours worked per week by doctors in my large 

study was 44.8 overall; with 48.0 for males and 3 7.1 for females. This was similar to the 2005 

workforce data for doctors with mean hours worked per week of 43.7; with 46.7 for males and 

3 7.6 for females. However, the mean age of doctors in my large study differed from the 

workforce data. My sample mean age was 51.7 years; with 53.6 years for males and 46.9 

years for females. This was higher than the mean age in the 2005 survey of 45.1 years overall; 

47.3 years tor males and 40.6 years for females. This is due to the exclusion of most junior 

doctors from my large study. 

6.3 Statistical methods 

The large study with 2,999 subjects could detect differences which otherwise might 

have been missed in a small sample. Comparisons between those with and those without 

medico-legal experience in the change of practice and understanding oflegal risk parts of the 

study (reported in Chapter 10) were reported as statistically significant at P <:: 0.01 due to the 

large sample. Doctors who had experienced a medico-legal matter responded in a significantly 

ditl"erent way to many of the items, but often all doctors perceived they changed their 

behaviour. The multivariate analysis in the large study for factors associated with medico

legal matters and psychiatric morbidity and alcohol use in Australian doctors meant that the 

results were adjusted tor the other variables in the model. 

7. Limitations of the research method 

There are four limitations of the research: the response rate of the large study, the lack 

of an objective measure of change in practice, the potentially over-inclusive self report 

compared with insurance company data on medico-legal matters and the lack oflongitudinal 

data. These are discussed below. 
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7.1 Response rate 

Response rates in studies of doctors are frequently low, as evident in the literature 

discussed in Chapters 2 and 3. The HCCC response rate and the GP study response rate were 

moderate (60 percent in HCCC, and 46 percent in GP study). However, the large study was 

relatively low at 36 percent and therefore there is the potential for responder bias. However, 

through the insurance company database, comparisons were done by the insurance company 

between respondents and non-respondents with respect to age, sex and type of medico-legal 

matter as described in Chapter 8, 9 and I 0. Although there were statistically significant 

difterences in age and sex, the differences were very small. Our results may have slightly 

overestimated the occurrence of medico-legal matters as respondents were more likely than 

non-respondents to have been the subject of claims for compensation, health care complaints 

and coronia! inquiries, but again, these differences were small, and there was no difference in 

the other nine types of medico-legal matters according to the insurance company data. 

To further examine the non-response issue for the factors associated with medico-legal 

matters, a sensitivity analysis was conducted by weighting the results according to the 

response rate of each specialty in Chapter 8. This made little difference. Similarly, a weighted 

analysis was conducted to adjust the estimated percentages weighted according to the 

proportions of GPs and specialty respondents based on workforce data for the change of 

practice component of the study reported in Chapter I 0. Only three weighted percentages 

diftered by more than three percent form the un-weighted percentages: ordering tests was 

estimated to be 60 percent (compared with 55 percent); tracking test results was estimated to 

be 53 percent (compared with 48 percent) and refer patients to specialists 51% (compared 

with 43 percent). These changes mainly reflect the higher weighting that was given to GP 

responses due to the smaller proportion of GPs in the sample compared with workforce data. 
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7.2 Lack of objective measure of change in practice 

As found in Elmore and colleagues' study (2005), the objective measure of the 

radiologists' actual recall rates for breast biopsy after mammography was not associated with 

their perceptions of whether they increased their recall rates due to malpractice concerns, or 

their experience of malpractice. Additionally, in that study and the Common Good study 

(2002), doctors thought that their colleagues, rather than themselves, were more likely to 

change practice as a result of medico legal concerns. While perception may not represent 

actual change, it is a measure of concern. Further research using objective measures, as in 

Elmore et al's study (2005), is required. My findings of perceived changes in behaviour and 

beliefs about the practice of medicine indicate a high level of concern regarding medico-legal 

lSSUeS. 

7.3 Potentially over-inclusive self report data 

The GP study compared level of agreement between self-report data and the medical 

insurance company data on frequency of medico-legal matters. Ninety per cent of GPs who 

had a current or past medico-legal matter recorded by the insurance company recorded a 

current or past matter in self report data. However, thirty-four percent of GPs who did not 

have a medico-legal matter recorded by the insurance company did record a matter in self: 

report data. This was likely due to the fact that respondents were asked to include all matters, 

either with the collaborating insurance company or other insurer, and possible over-inclusion 

with self-report data referring to a medico-legal matter that the insurance company may not 

regard as such (Chapter 5). Both the GP and large studies defined medico-legal matter to 

include a very broad range of matters in the questionnaires. In retrospect, it may have been 

better to narrow this to claims for compensation and complaints to a complaints body. This 

would have made comparison with international literature more direct. Claims for 

compensation and complaints to a complaints body were the most common types of medico-
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legal matters in both my GP and large studies. The HCCC study was obviously limited to 

doctors with a current complaint before the HCCC. 

7.4 Lack of longitudinal data 

A longitudinal study is needed to compare the baseline measures of GHQ and AUDIT 

with changes over the time of the medico-legal process for those doctors. This would answer 

the 'chicken and egg' question of whether doctors who are involved in a medico-legal matter 

have increased psychiatric morbidity due to the medico-legal process, or do their higher levels 

of psychiatric morbidity make them more likely to be the subject of a claim, complaint or 

inquiry? This question can not be answered from my cross sectional studies. However, the 

retrospective component of my large study found that many doctors recall the medico-legal 

matter impacted on their health causing the doctor to become more anxious in 73 percent, 

more depressed in 44 percent, and to increase their alcohol use in 14 percent. This is 

consistent with the intemationalliterature. However, it may be that both directions (chicken 

and egg) are involved in a reciprocal fashion as in the literature on psychiatric morbidity and 

increased error, and error and increased psychiatric morbidity (Firth Cozens 1997, West eta! 

2006, West eta! 2009, Shanafelt et al201 0, Fahrenkopf eta! 2008). 

A suggested longitudinal qualitative study could use a small sample of doctors with in 

depth interviews every 6 months for two years commencing as the medico-legal matter 

started. The AUDIT and GHQ could also be used as self report measures for quantitative 

analysis. Additional measures for depression and burnout would also be appropriate. For 

cohesion in the study, and ease of comparison with international literature, the medico-legal 

matters could be limited to claims for compensation and or complaints to a Complaints body 

such as the New South Wales Health Care Complaints Commission. 
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8. Summary of Findings 

Over half Australian doctors will experience some kind of medico-legal matter during 

their career. Approximately 14 percent will have a current matter at any time, the most 

common of which are claims for compensation and a complaint to a complaints body. 

Factors associated with experiencing a medico-legal matter are being male, working in 

the interventional areas of medicine and working long hours. 

Experiencing a medico-legal matter is reported in the international literature as being a 

major trauma for many doctors, with an increase in psychiatric morbidity reported by 

international studies and for some an increase in alcohol use. Factors associated with 

psychiatric morbidity in Australian doctors include having a current medico-legal matter, not 

taking a holiday in the previous year, working long hours, and having the personality traits of 

neuroticism or introversion. Factors associated with potentially hazardous alcohol use in 

Australian doctors are being male, being Australian-trained, being between 40 and 59 years of 

age, having the personality traits of neuroticism or extraversion, failing to meet Continuing 

Medical Education requirements and being a solo practitioner. There was weaker evidence 

that having a current medico-legal matter is associated with hazardous alcohol use. Whether 

this is cause or effect, or indeed both, can not be discerned from my research. 

Australian doctors have a high level of concern about medico-legal issues. They 

perceive that this impacts on their practice in both potentially beneficial and potentially 

detrimental ways. There are changes to practice that are both costly and have the potential to 

harm patients as a result of additional tests or medications and there are changes that are 

potentially beneficial with efforts to improve communication and the safety and quality of 

health care. 

There continues to be some confusion with the doctors understanding of the law as it 

relates to mistakes and adverse outcomes with around half of the respondent doctors believing 
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the law requires them to make perfect decisions. However, the law does not require perfection 

but "a duty to exercise reasonable care"(Rogers v Whitaker 1992). Further education is 

recommended on this and other issues relating to this research in the following and final 

chapter. 
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CHAPTER 12: Conclusions and Recommendations 

I n1ake the foll owing three recommendations as a result of this research. 

1. Medico-legal n1atters and Australian doctors 

I have presented both the factors associated with Australian doctors being the subject 

of a 1nedico-legal matter and the factors associated with psychiatric 1norbidity and or 

hazardous alcohol use in Australian doctors. A tnedico-legal matter was one of those factors. 1 

have also investigated perceived changes to medical practice by Australian doctors because of 

medico-legal concerns. There was a 1nixture of ass urance behaviours with additional referrals, 

tests or n1edications which may or 1nay not assist the pati ent, but cost the hea lth service, and 

avoidance behaviours where some patients or treatments are avoided which may deprive some 

communities of services. In addition, my findings highlight potential syste1n improvements as 

a result of many doctors instituting better systen1s of tracking results, and better methods of 

identifying non-attenders and auditing clinical practice due to medico-legal concerns. The 

research outcomes also strongly suggest rnedico legal concerns have an impact on workforce 

availability with around a third of Australian doctors conside1ing reducing their hours per 

week and years in practice. This is more so for doctors who have experienced a n1edico-legal 

1natter con1pared with those who have not. 

In addi tion, my f1ndings ind icate that doctors misunderstand some aspects of the law 

as it relates to mistakes and adverse outco1nes. Having greater understanding about the law, 

the frequency of n1edico-Iegal matters and the type of matters (claims for compensation and 

c01nplaints to a con1plaints body being the co1nmonest), who is tnost likely to experience a 

medico-legaln1atter and the possible outcomes is important knowledge for doctors. 

Frorn this research we know that n1ales, those in hjgh intervention areas and working 

longer hours, are 1nost likely to experience a medico-legal matter. We also know that most 

doctors find thi s an emotionally difficult time with anxiety and depressive sytnptotns 
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common. Having a greater understanding of both the law and the emotional response may 

help doctors cope better with this work stressor, and also may be a preventative strategy- to 

prevent distress, and possibly prevent medico-legal matters. Education may enable some 

doctors to see where they could improve areas of their practice. For example, communication 

is seen as a factor in most matters and improved skills in this area may prevent a proportion of 

claims, complaints and inquiries (Clinton and Obama 2006, Anderson et al2001, Tayler et al 

2004, Ramirez et al 1996, Hickson et al 2002, Cunningham et al 2006, Bark et al 1997). 

Recommendation 1: 

All doctors should have targeted education on medico-legal matters to improve their 

knowledge oflegal aspects, the frequency and factors associated with and the emotional and 

behavioural sequelae of experiencing a medico-legal matter. An introductory workshop 

presented in the final years of medical school would be an ideal time considering that junior 

doctors are not immune to these experiences. More advanced education could be part of 

professional development through workplace training, College programmes, and medical 

insurance company education. Health Care Complaints bodies should be aware of these 

findings even though they may not provide education to the workforce. 

Such a workshop would also aim to improve communication skills. Again this is appropriate 

tor all stages of medical education from medical school to senior doctors. Whether a greater 

understanding of medico legal matters will have other benefits such as improved morale, 

more productivity, better relationships with patients are areas tor further study. 

2. Psychiatric morbidity and alcohol use in Australian doctors 

Medical registration requires a practitioner is fit to practice. I have presented key work 

factors that are associated with psychiatric morbidity in Australian doctors which include 

having a current medico-legal matter, not taking a holiday in the previous year and working 
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long hours. Demographic and work factors associated with potentially hazardous alcohol use 

include being male, Australian-trained, a solo practitioner, aged between 40 and 59 years and 

failing to meet Continuing Medical Education requirements. The personality traits of 

neuroticism or introversion make a doctor more at risk of psychiatric morbidity, while 

neuroticism or extraversion make a doctor more at risk of potentially hazardous alcohol use. 

The mental health of medical practitioners is important not only for the doctor and 

their family, but for the provision of quality patient care. Recent studies indicate a reciprocal 

relationship between the risk of psychiatric morbidity in doctors and the risk of real 

(Fahrenkopf et al2008) or perceived error (West et al2006, West et al2009, Shanafelt et al 

2010). 

Recommendation 2: 

This Australian data on psychiatric morbidity and hazardous alcohol use in doctors 

can be used in medical and workforce education to inform medical students and doctors of 

risks and encourage prevention and early intervention. My findings can inform such medical 

education and workforce planning. Unlike gender, age and personality traits, work and 

lifestyle factors associated with psychiatric morbidity and hazardous alcohol can be 

addressed. Doctors should reflect on their hours of work and need for holidays. Again such 

education can take place in medical schools and the workplace. 

Involvement in a medico-legal matter is a stressful part of medical practice today and 

being better informed about this aspect of work is important as part of self care of doctors to 

enable provision of optimal care to patients (Wenokur et al 1991 ). Positive coping strategies 

(Wenokur et al 1991 ), such as knowledge of the psychological consequences, cognitive 

reframing and collegial and personal supports (Martin et al 1991) are to be encouraged and 

avoidance of negative coping strategies such as over-work or excess alcohol or self-
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medication. 

Simple advice for doctors who are the subject of a medico-legal matter includes: 

• Appreciate that a medico legal incident will occur at some stage to the majority of 

doctors, even though it is a rare event in the life of any single doctor. 

• Appreciate that many more patients could make a formal complaint or claim for 

compensation for negligence than ever do. 

• Reflect on the experience and make appropriate changes to minimise the chance of 

this happening again. 

• Seek advice from legal experts to be well informed and well prepared (Bell 2008, 

Bozic 2004). 

• Be mindful of the impact on the doctor as either the subject of a matter or when a 

colleague is the subject. 

• Understand that distress, depression and anxiety are common responses. 

• Seek early advice from one's own doctor and avoid negative coping such as over 

work, drug and alcohol misuse. 

3. The benefit of this empirical research and recommendations for further 

research 

A significant benefit of this research is the greater understanding of the medico-legal 

experience for doctors in Australia. This removes the uncertainty associated with anecdotal 

evidence. The lack of empirical evidence of the Australian experience of medical negligence 

was noted by Ipp et a! in 2002 in their Review of the law of negligence for the 

Commonwealth of Australia (2002). This has now partly been addressed by this research. We 

now have the empirical evidence on the doctors' experience of medico-legal matters in 
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Australia if another such review was to occur. However, further research is recommended to 

develop these finding. 

Recommendation 3: 

I recommend further research of in depth interviews of a cohort of doctors as they go 

through a medico-legal matter from start to finish. I recommend this to be limited to 

complaints against the doctor to a formal complaints body, and claims for compensation for 

negligence. These were the two commonest matters in my studies, and the two matters with 

the most international literature for comparison. Qualitative interviews could be undertaken at 

six monthly intervals, and map both the particularly difficult times, and the interventions that 

were or were not helpful. Collated, these experiences would guide assistance that could be 

given to doctors in the future. This would inform further the education recommended in 

recommendations 1 and 2, and assistance provided from medical insurance companies. 

Finally, I recommend that the evidence presented in this thesis inform future 

discussions about systems of health care complaint and compensation in Australia to better 

understand doctors' responses to medico-legal matters. 
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The psychological impact of 
complaints and negligence suits 
on doctors 

Louise Nash, Christopher Tennant and Merrilyn Wa lton 

Objecti ve: To describe l11e psyclwlugicnl i111pact of co111plai1JlS ami ne.g li
se.nce I it. (~~~ Lion on doctors. 

lvletllods: A review o( tl1e liternture {ro111 1966 to 2003 Wtl.) conducted. 
AddiUonnl sources were obtained from targeter/ e~-.:perts and orgnnizations. 

Results: Doctors w/10 have been sued or who have had (or111al complaints 
111ade against tltem describe tile process as all e.-.:tremely stress {ttl e;~pericmce . 

Depression and {1(/justmenL disorder were relatively com111011, while dmg 
and alcohol abuse, pll)'Sical illness (llld suicidal idenlion were reported less 
frequently. Tile majority of doctors wllo have I.Jeen tile subject of a co111plai11t 
or law suit pmctice 111ore 'defensively'. 

Conclusions: A complaint or law suit is IIIIC0111111Uil in tile daily pmctice 
of doctors, yet in totlay's medicolegal environment they pose a comtcmt 
pottmtial tllreal. Tl1e til real of, or (tCtl t(J/, legal process cn11 cause psyclwlog
ical, pllysiwl ami belwviouml practice clla11ges. The obsessional personality 
o('many doctors 11/cl)' lllake them particularly vlllnerablt! to seeing l'lle process 
as a c/IC/ 1/ense ro their professional and personal identity. 

Key words: co111plaints, doctors, malpractice, medical negligence, psyclio
logical impact. 

nc of the parliamentary requirem ents underpinning self
regulati on by the medica l pro fession is the establishment of 
effective comple~in t mechanisms fo r holding the medical profes

sion accounta ble. Jn additio n, the tort system provides a m echanism for 
pati ents seeking compensalion. Media coverage of large compensation 
paymen ts, the provisional liquida tion of Austra lia's larges t medica l 
insura nce compan y and the Australian Broadcasting Corporatio n tele
vision drama MDU h ave made these processes and activities more public. 
Beyond the eventual medical and fi nancial ou tcome, there remains 
o ngo ing psychologica l sequelae fo r patients a nd docto rs. The stress on 
patients (as plaintiffs or complainan ts) is recognized and has been 
ex plo red.' The aim of the present paper was to exa mine the psychologi
cal impact of negligen ce suits and the medical complaints process on 
doctors, irrespective o f the final legal outcome. 

This issue is highly relevant to psychiatrists jn a numbe r of ways: first, as 
the doctors complained about; secOJld, through the trea tment of doctors 
going th rough the co.mplaint process or as defendants in medical 
negli.gcnce claims; third, as medical colleagues; and, finally, as teac hers 
of medica l s tuden ts and train ees. Allhough information about the 
number of negligence acUons against Austra lian and New Zealand 
psychiatrists is no t available, we do know that the medica l boards in 
Australia and New Zealand and Austra lian State Health Commi ssions 
receive compla ints concerning psychiatrists and psychiatric care in 
hospitals. These complain ts concern boundary vio la tions, inappropriate 
d rug prescribing and incorrect diagnosis. There were 16 complaints 



(3.2% of total public hospital complaints) received 
by the Health Care Complaints Commission in the 
year 2000-2001 about public hospital psychiatric 
care, and two complaints (3.01J.6 of total private 
hospital complaints) about psychiatric care in private 
hospitals.2 

METHOD 

A MEDLINE search of the published literature 
from 1966 to 2003 was conducted. Key words were 
'medical negligence and doctors', 'malpractice and 
doctors' and 'complaints and doctors'. Additional 
articles were found from these sources. Some articles 
were forwarded to the authors from people interM 
ested in the field. Two recent annual reports of the 
Health Care Complaints Commission were accessed. 

Few empirical studies on the impact of negligence 
suits and the medical complaints process on doctors 
exist, but there are many commentaries. Further
more, the majority of empirical studies had a poor 
response rate. These studies used two sampling methM 
ods: first, assessing doctors in general; and second, 
assessing the subset of doctors who have either been 
sued or have had a complaint made against them. In 
reviewing the studies, we examined: (i) the frequency 
of a lawsuit or complaint; (ii) the impact on the 
doctor's psychological and physical wellMbeing, and 
their sense of professional identity; and (iii) changes 
occurring in their practice of medicine, which can 
affect both the standard and cost of health care. 

RESULTS 

Frequency 

In New South Wales (NSW), one doctor in 20 is the 
subject of a written complaint to the Health Care 
Complaints Commission. 1 In 1998-1999, 2052 com
plaints were lodged with the Commission. Less than 
10% of these complaints resulted in some form of 
'disciplinary' action: counselling, limiting conditions 
of practice, supervision of practice or deregistration. 1 

In 2000-2001, 2888 written complaints were received 
by the Commission. 2 

It is also known that nearly 2% of general practitionM 
ers insured with the medical insurance company 
United Medical Protection face a medical negligence 
claim each year. The figure varies considerably 
among the specialties. However, only 6% of the 
Australian litigated claims progress to trial, 281}·6 arc 
discontinued and 66% are settled out of court.4 At the 
extreme, in the USA, 77% of Fellows of the American 
College of Obstetrician and Gynaelologists have been 
sued at least once.s 

An Australian postal survey of 464 randomly selected 
metropolitan general practitioners (46% response 
rate), found that the 'threat of litigation' was perM 

ceived as the most severe work-related stressor even 
though it was considered an infrequent actual event." 

Impact on psychological and physical well-being 

A qualitative study of the emotional response of 30 
British general practitioners who had complaints 
made against them, found the following three stages 
of response: 'initial impact', 'conflict' and 'resolu
tion'. The impact stage involved a sense of 'being out 
of control', a feeling of shock and panic, and indigna
tion towards patients generally. The conflict stage 
included conflicts around professional identity, con
flicts with family and colleagues, and conflicts arising 
from the management of the complaint. This was 
accompanied by feelings of anger, depression and 
suicidal ideation. The resolution stage involved 
defensive practice or, for some, plans to leave general 
practice. There was no resolution for a minority. 
Complaints were rarely perceived as learning experi
ences, and indeed one doctor stated that they were 
'immune' to complaints, describing them as 'like 
parking tickets' .7 

In Chicago, 5135 doctors were sued in the period 
1978-1981. A postal survey of a random sample of 
450 of these doctors (154, 34% surveys returned) 
showed that none had an adverse trial verdict. Never
theless, two clusters of emotional symptoms were 
found in the respondents. Thirty-nine per cent of 
respondents had symptoms suggestive of 'major 
depression'. Although many of these failed to note 
the duration of symptoms, 27% of respondents noted 
that their symptoms lasted longer than 2 weeks. 
Twenty per cent of respondents had a symptom 
cluster thought to be suggestive of an 'adjustment 
disorder'. This included anger and four of eight other 
symptoms, including mood change, inner tension, 
frustration, irritability, insomnia, fatigue, gastrointes
tinal symptoms and headache. Only 494J reported no 
physical or emotional symptoms.R 

In a related study, a random sample of 1000 Chicago 
doctors (including sued and non-sued doctors) was 
surveyed (371Yh response rate). Both the threat and 
actuality of litigation were found to cause emotional 
distress, with sued doctors reporting significantly 
more symptoms than non-sued physicians.9 

In a second related study, a subset of 51 physicians 
who had been sued for medical malpractice was 
interviewed. Of these 51, five had gone to trial, with 
two having a trial verdict for the plaintiff and three 
for the defendant. The majority of suits filed against 
the doctors resulted in no payment to the plaintiff; 
thus, an adverse outcome itself is not the most 
significant issue. Nearly one-quarter (239iJ) identified 
litigation as their most stressful life experience. These 
doctors experienced more physical and emotional 
symptoms than their colleagues who identified some 
other event (such as death of spouse or divorce) as 
being their most stressful life experience. Indeed, 
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451vh of the forrner compared with 1St}{, of the latter 
reported symptoms suggestive of major depression. w 

An unrelated US study of 620 sued and non-sued 
physicians in Southern USA (44% response rate), 
similarly found that malpractice litigation was a 
major life trauma. Stress symptorns in those who had 
been sued were highest during the fiiSt 2 yeais after 
the lawsuit, and later remained greater tha.n non-sued 
physicians. Those who saw litigation as a job hazard 
a11d not 311 attack on their ability as physicians were 
better able to use adaptive coping mechanisms, such 
as improved office practices. This group a lso mini
mized negallve coping, such as self-blame, and were 
more active participants in their defcncc. 11 

Physical symptom seq uelae are also. noteworthy. ln 
the Chicago study of sued doctors (n = 154), 8% of 
respondents noted the onset of a physica l illness 
during the lega.l process: three respondents (2%) had 
a myoca rdial infarct during the time of litigation, 
while 11 (7%) acknowledged an exacerbation of a 
previously diagnosed illness. This study also found 
that 7o/o of respondents felt their famUies had also 
suffered as a result of the lltigation.8 

Impact on professional identity 

Ln a qualitative study in Oregon, 11 doctors were 
interviewed regarding mistakes. Themes from this 
study include the ubiqui.ty of mistakes; the infre
quency of disclosure of mistakes to colleagues, fa mily 
or friends; the lack of support from colleagues and 
the significant emotional. distress on the physician. 
Their beliefs about 'perfection' may influence tl1e 
severity of the dislress, while their sense of competi
tiveness in medical training and practice influenced 
non-disclosure o£ mjstakes. 12 

Ln a similar qualitative study, 30 doctors took part 
in an in-depth interview regarding tJ1c emotional 
impact of mistakes. The most common responses. 
were self-doubt (96%), disappointment (93%), self~ 
blame (86%), shame (54%), and fear (50%).'J 

The experience and attitude toward malpractice liti
gation were a$sessed in a postal survey of 287 Cana
dian medical practitioners. Sixly per cent responded. 
Of these, only 2% of the primary care doctors and 6% 
of specialists had been su ed with damages paid, but 
more U1an 8091, of respondents believed that a mal
practice suH would ' cause serious sho rt-term or long
term damage to reputation, regarclless of outcome.'~ 

ln the Chkago study of 154 doctors who. had been 
sued, 9% of respondents fclt a loss of clinical nerve, 
and 15% felt a general loss of confiden ce as a 
physician. Nearly one in fjve (19<~J) believed that 
their medical practice had suffe red, and one-third 
entertained thoughts of r~tiring ea rly.11 

The issue of professional identity was more specifi
cally addressed in a postal survey of 848 specialist 

doctors in the UK (52% response rate). t.s Complaints 
caused feelings of fear, hurt, concern about reputa
tion, distress at lack of understanding, and increased 
vulnerability. Thus, threat to identity occurs regard
less. of whether or not the allegation of error is 
c:onsidered to be justified. Son;H~ 909·'(> of respondents 
discussed the complaint with cmother person, usually 
a colleague. The investigators concluded that com
plaints have a significant and lasting effect on doc
tors, initially causing a deconstruction of identity, 
followed by a reconstruction. anchored in sdentillc 
rationality a nd support of peers. Complainants are 
commonly seen as psychologica lly iJl or having prob
l.em personalities. 15 

Changes in m edicaJ practice 

Changing one's practice as a result of the threat o r 
actuality of Utigation is a common finding_7, tl, lu, t~ . • c. 

These changes can be seen as either positive o r 
negative 'defensive' practice changes. Pos-itive defen
sive practkes include increased screening, develop
ment of audlt or consu1ncr satisfaction acUvities, 
more deta iled record keepi11g and more extensive 
explanations to patients. Nega tive changes include 
prescription of unnecessary drugs and unnecessary 
increase in frequency of follow up, referral rates a nd 
tiiagnostic testing, as well as a voidance of certain 
treatments a11d even 'removal' of a patient from Lhe 
practiUoners' li.sts. 16 

In 500 randomly selected general practitioners in the 
UK (609-{, response rate), more than 30%. of respond~ 
ents worried about being sued o r having a complaint 
lodged against them. Ninety-eight per cent of doctors 
claimed to· have made some 'defensive' practice 
change in reaction to even the possibility of a 
complaint There was a high correlation between 
defens ive m~dicaJ practice and the worry about being 
sued. Unfortunately, the correlation was stronger for 
negat)ve defensive practices than positive practiccs. 1b 

Defensjve practice was defined differently in a Cana
dian postal survey (n = 172) as those practices 
designee! to reduce the risk of prosecution (rather 
t han those to benefit the patient). One-Lhi.td of 
respondents indicated that they occasionally prac
tised defensively, whlle 12% did so frequently. 1q 

More specifically, increased diagnostic testing (when 
clinical judgement assessed this as unnecessary) was 
reported by more than SO!Jfc, of the UK general 
practitioners' 6 and by 62% of sued doctors in Chicago.8 

Similarly, there was an increase in specialist refer rals 
in 50% of UK general practitioners.'" This was the 
most frequent practice change even in those sued 
Chicago doctors who did not regard litigation as their 
most sttessful life event.w Avoidance of p:mcedures 
was reported by SO% of pri111ary physicians in 
CanadaH and by 28% of sued Chicago doctors. 



Indeed, 429·{, of respondents in Lbe latter study 
stopped seeing certai n kinds of patients.11 

Information given to patients also increased: 80% of 
Canadians offered more in formation to paticnts,14 

as did 50% of UK general practitioners, 'b while 69% 
of sued US doctors kept more meticulous records 
(however, some 25% also recorded less 'pertinent' 
information).8 

DISC USSION 
These studies are limited by their poor respo nse rates 
and potential for bias. However, common themes 
that emerge incl ude that the threat and actuality of a 
complaint o r law suit can cause emotional and phys
ical disequilibrium, and that there are both posili.vc 
and negalive changes in medical practice. 

Individual and systemic factors influen ce how doc
tors cope emotionally and behaviourally wilh th is 
process. The personality and professional identity of 
the doctor is significant. For example, obsessional 
trails may be uselul in avoiding mistakes, but this 
may also then compromise the doctor's ability to 
cope when a complaint occursY Many doctors are 
acutely sensitive to an accusation of fai lure to meet 
standards of care, wilh the implications of incompe
tence. 11j Their sense of professional identity is at stake 
and the threa t of damage to reputation ca n be 
devastating. Other factors influencing the doctors' 
response arc the availability, or lack, of professional 
and personal support systems (and the doctors' will
ingness to usc th em}, and the medi.cal culture of 
infallibillly, whereby errors in patient care may be 
viewed as manifesta tion of character flaws .19 

CONCLUSIONS 
The aforementioned studies suggest that the threat or 
actuali ty of a complaint or law suit can cause emo
tional, physical and behavioural changes. This is 
becoming increasingly importa nt, given that corn
plaints and litigation are increasing. 

The co mplaint or litigation process is usually a long 
process an.d can be a chronic stressor. However, the 
process is not the sole cause of distress. The affront of 
a negative outcome for one's patien t is painful, 
regardless of th e ca use. The personality style of many 
doctors may make Lbem m ore vulnerable to thi s 
stressor, the process being viewed as an insult to their 
professional identity, coup.led wlth a medical culture 
of infal.libili.ty and a sense of fail ing U1eir codes of 
ethics. 

Effort needs to be made to add ress physicians' fea r of 
litigation and remove the st igma of implied 'fai lure to 
care'. Th is will requi re a change in attitude that 
medical mistakes come from a lack of incentive to 
take appropriate care.20 The medicaJ culture of doctors 
being infallible mitigates agai nst mistakes being 

o penly discussed.21 Further empirical studies in this 
field will enable appropriate education of medical 
students and postgraduates to assist them to deal 
with this process. The aim is not only better and more 
cost-effective patient care, but also better mental 
hea lth for doctors who have complaints made against 
them . 
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Appendix 2: Bozic comment on the above psychological impact article 

Bozic M. Comment. Australasian Psychiatry.2004;12:282. 
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COMMENT 
SC Michael Bozic 

The Oght Js won. or lost far away from witnesses -
behind the li nes, in t he gym, and out there on the 
road, lo ng before I dance untler those lights. 

Muha1nmad All 

The pJoposltion that doctors find th e process of 
litigation stressful is hardly counter-intuitive. After 
all, stress is an inherent parl of the legal process 
for any litigant. Yet the articles reviewed by Nash, 
Tenna nt at1d Walton suggest, and experience con
firms, that doctors frequ ently manifes t a level of 
stress in excess of n1any 'ordir1ary' litigants. Th e 
authors have jdentified some of tbe causes for this 
excessive 1em otion al and physica l disequilibrium'. 
While factors such as the lack of professional and 
pe rsonal support systems, th.e person a lity ~nd profes
sion al identity of the doctor and the m edi ca l culture 
or infallibility no doubt all play a par t, there is a 
further factor. It concerns the way i.n: which doctors 
deal, or are unable to deal, with the legal process. 

A doctor's emotional response to the s tress o£ litiga
tion not infreq uently manifests. itself as anger, h os
tility and resentment. Although th.is may b e both a 
natural and an understandable response to an allega
tion of negligence or professional misconduct, it is 
hardly coodudve Lo the ca ltn and orderly conduct of 
a defence case. From a lawyer's point of view, the 
problem is not tJJa t doctors react to allega tions 
against them with anger, hostility and resentment, 
but that they are frequently u11ab1e to deal with the 
aJ legations against them except by reference to their 
own anger, hostility and resentment. 

Thus, for example, at the initjal conferences. between 
a docLor facing a civU ac tion for negligence and bls or 
her lawyer, doctors frequently insist on describing 
their anger and resentment and go on to expl ain that 
the allegalions against them a re an insult to their 
profess.ional integrity ancl to their reputation. Many 
doctors are incapable of viewing lawyers, including 
their own, as. anything other than a sub-species of 
class enemy. They compulsive ly demand that their 
own lawyers understand that the increase in m edica l 
negJigence litiga tion in generaJ, ancl their case in 
particu lar, are wholly or ln part due to a systemic 
failure on the part of lawyers, judges, courts and 
unidentified o thers. 

From a lawyer's point 0f view, these matte rs a re 
irrelevant. Al best, they do not ass ist in the prepara
tion (lnd conduct of the case. At worst, they hinder 

the prepa ra tion of the case and con tribute to a less 
than satis fac tory performance by the docto r in the 
witness box. 

Lawyers undeJStand that l iUgation is a s tressful pro
cess. Lawyers do not go out of their way to make the 
process more st ressful fo r their own cLient. Gen erall y 
speaking, it is less stressful to run a case for a client 
wilh whom you are able to develop some empathy. 
Having said th is, bG>wever, it must be recognized that 
the lawyer's primary function is not to provide . . 

emotiona l suppo rt and assistance fo r the d octor. 
The primary function is to provide legal services in 
the form of legal advice and legal representation. 
Ultimately, the lawyer's goal is to win the case, not to 
bring about the successful psychological rehabilita
tion of the doctor from the stress of litigation . For 
em otional support, the doctor must look elsewhere. 

This does not m ean , however, tha t the doctor must 
become a passive and frustrated bystander in the 
litigation . At the risk of gross oversimplifica tion, the 
preparation and running of a case req uires considera
ble work, such as taking a detailed statement from 
the doctor about lhe facls of the case, analysing Lhe 
allegations and assessing how best to respond to the 
allegations. It involves the ga thering of eviden ce and 
an assessment of what evidence should be used and 
what should be disca1·ded. It involves working out h ow 
to. d.esLroy, damage or undermine an opponent's case. 

There is much that the doctor who i.s a defendant can 
contribule to the prepaiallon and defence of Lhe case 
(afte r all, he G>r she i ~ the defendant in a civil action 
or the person about whom complaints of misconduct 
are made). It does, ho wever, requ ire hard work, time 
and a willingness to fmgo income in o rder to attend 
court not just while giving evidence but while the 
plaifltiff or complainant and his or her experts a.re 
giving evidence. lt also requires an understanding of 
what is relevant and of assls lance and what ls noL. 

Part of the adverse psychological impact referred to in 
tb.e Nash et elf. article is due to the fai lure of doctors 
to understa.nd and embrace the legal process. Stripped 
to its core, litigation is a fight. As such , it will always 
be stressful. Yet U1e stress of litigation Js onJy com
pounded by the refusa l or the inability to move out of 
the comfort zone of one's own p.reconception s. lt is 
not suggested tha t dealing with &! legations of negli
gence or professional misconduct is easy. It is not. But 
a sta~ting point must be to understand, as Muhammad 
Ali understood, that in any figh t, there is a lot to be 
done before one can dance under U1e lighLs. 

A I 0 H T 8 L & N 1(. 
~ .,, t.~ . .. , 
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THE UNIVER.SITY OF SYDNEY 

Dr Louise Nash, 
MBBS (Hons)BA DipObs FRANZCP 

Department o f Psycho logica l Med ic ine 
Royal North Shore Hospital 
ST LEO NARDS NS W 2065 

An analysis of the impact of complaints and law suits on the psychological health 
and well being of doctors 

Dear Colleague, 

Avant (formerly UNITED Medical Protection) recently wrote to you about a collaborative resea rch 
project between University of Sydney and Avant addressing the impact of legal action, complaints 
and inquiries on the psychological health of doct01·s. I invite you to participate in this venture, which is 
suppor·ted b y the Doctors' Health Advisory Service with ethics approval from Northern Sydney 
Central Coast Area Health Service Ethics Committee (protocol nu1nber 0602-008M). Please see over 

for 1nore details on the research project. 

Your individual identity will not be known to the research group. Your individual responses to 
these questionnaires will not be given to Avant. 

All responses are identifi ed by a research code (not Avant 1nen1ber code), and will be anonyn1ous and 
confidentiaL Pooled data will be used for reporting results. Retwn of the questionnaire is taken as 
consent to the project. T he more responses we receive, the more insight we will obtain fron1 this 
research. 

The questionnaire package will take less than 20 minutes to complete, and a self addressed envelope 
is enclosed for retwn of the completed package. 

If you have any questions regarding this project please contact: 
• Dr Louise Nash - Ph: (02) 9926 7746; lnash@med.usyd.edu.au 
• Prof Simon Willcock - Doctors Health Advisory Service (NSW): (02) 9477 9 136; simonw@med.usyd.edu.au 
• Prof Chris Tennant-tennant@med.usyd.edu.au 

By co1npleting th:is survey you are consenting to this survey information going to Dr Nash and the team 
from the University of Sydney. The data wilL be used to inform universities and medical coUeges about 
medico-legal n1atters. It is anticipated that results will also be rep01ted at conferences and in journals. 
Should you wish to withdraw from this study at any tin1e, please contact Dr Louise Nash. 

lfyou feel distressed through a con1plaint/lawsuit/investigation you may wish to contact the Doctor' s 
Health Advisory Service (02) 9902 8135, or your own General Practitioner. I hope you will take the 
time to fill in this questionnaire and retwn it in the pre-paid envelope. 

Yours sincerely, 

Dr Louise Nash 

Any penon with concerns or complaints about the conduct of a research ~tu~y may contact the Manager for Ethics 

Administration, Royal North Shore Hospital (Phone (02) 99267111) 



-2-

Further details on the background and design of the project: 

Little research has been undertaken on the response of doctors to complaints, lawsuits and investigations 
into their practice. The aim of this research is to assess the psychological impact on the doctor, and 
investigate factors such as gender, medical specialty, personality style and understanding of legal risk. 
The results of the study will inform universities and medical colleges about medico-legal issues in 
Australia, and will lead to better support for the mental health of doctors. In addition, it will enable 
Avant to provide a more responsive service to members experiencing legal action and complaints. 

The complete project is in three phases. You are invited to participate in phase 2: 
1) an initial pilot project of 1,500 general practitioners has been undertaken 
2) a large cross-sectional study of 8,500 members of Avant from a variety of specialties 
3) doctors with a complaint/lawsuit/investigation commencing within 12 months of the cross

sectional study will be invited to answer a brief (5 minutes) survey 6 monthly over two years. 

The area of interest for this study is the impact of a complaint/claim/inquiry on the health and practice of 
the doctor which will be looked at comparing doctors who have and have not been through these 
processes, by measuring change of practice, psychological morbidity, alcohol use, personality style, 
perception of legal risk and satisfaction with work, social and home life. 

lfyou return the questionnaire, Avant will give to the research group brief data of how many and what 
type of matters they have assisted you with (using research code only). Your name will never be with 
the data. 

The university group will use the assistance of a mailing house to send the questionnaires and scan the 
data. A coding system will be used (not Avant member codes) to code and store data. 

lfyou choose not to participate, this will in no way ajjixt your relationship with Avant. 

In case you overlook this request, we will send you a repeat questionnaire in a few weeks. Return of the 
completed questionnaires will be taken as consent to participate in this project. 

Thank you for taking the time to read this. I hope you will now complete the questionnaire. 

Yours sincerely, 

Dr Louise Nash 
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The Psychological Impact of Medico-Legal 
Matters on Doctors 

How to complete this survey ... 

• Use a blue/black biro • Make no stray marks • Erase mistakes fully Please mark like this NOT like this 

e®GO 000 

PLEASE ANSWER ALL THE QUESTIONS IN EACH SEGION 

SECTION A Demographic and history of lawsuit/ complaint/ inquiry 
(This part of the questionnaire appears complex at first glance, but will be brief for most respondents. Those who have had more 
experience of the complaimslcla1ms system, please persevere, as your experience is very important to the project. ) 

1. Year of your birth? l 1 I 
2. Year of your graduation? 1 1 I 
3. Where did you complete your primary medical degree? 

0 Australia/NZ 0 UK/lreland 0 Europe 

0 Middle East 0 North America 0 India/Sri Lanka 
0 Other (please specify) ................... ... .. ... .. ... .. ...... . 

4. What year did you finish (or do you expea to finish) your postgraduate 
vocational traming (eg. fellowsh1p)? 

5. What is the postcode of your main practice location 7 

l 
l 

0 Africa 

0 Rest of Asia 

1 1 

I 
6. What best describes your mam praaice? 

0 Solo 0 Group 0 Hospital 0 Community Centre 0 Other (please name) ............................ .. 

7. What is your gender? 0 Male 0 Female 

8. What is your man tal status? 0 Smgle 0 Married 0 Defacto 0 Divorced 0 Separated 0 Widowed 

9. How many hours per week do you work in an average week? ....... ....................... hours 

10. If you work part-ttme, what is the reason? 0 Family/carer commitments 0 Age 
0 Personal preference 0 Ongoing educat1on 

0 Personal health reasons 
0 Other ....... ....... ... ..... . 

11 . How many weeks have you worked in the past 12 months? ..................... weeks 

12. Did you participate in a peer review process in the past 12 months? 0 Yes 0 No If No, please go to 14. 

(Please mclude only formal meetings with peers ro dtscuss pac,ent c:are whereby collegial support and exploration of difficult 1ssues would be ancic1pated) 

$ 

1 
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13. If yes, how many times in t he past 12 months? ............................. . 

14. How many hours of formal educational meetings (for example conferences, workshops etc) did you attend in the past 12 

months? (Consider one day at a conference is usually 6-7 hours of formal education): ....... .. ........ .... .. ... .. .. hours 

15a. During the last year, did you meet your College's continuing medical education requirements? 0 Yes 0 No 0 NA 

15b. Do y0u have a role in teaching medical students? 0 Yes ONo 

15c. When did you last take a holiday for pleasure? 0 Within the last 12 mths 0 Between 1-2 yrs ag0 0 More than 2 yrs ago 

16. Have you ever had a medico-legal matter (defined in box below)? 0Yes 0No 

Medico-legal matters for this study include: 
• Claim for compensation for damag·es • Hospital investigation 
• Complaint to a Hea;Jth Care Complaints body 
• Medical Board Inquiry 

• Pharmaceutical S,ervlces inq.uiry 
• Complaint before the.Anti-discrimination Board 

• Disciplinary hearing • Co.roniallnquiry 
• Medicare Australia I HIC Inquiry 
• Hospital displ.lte 

• Crimin~ l charge 
• Patient complaint direct to Doctor 

I f yes, p lease continue with question 17. If no, please go to Section B on page 4. 

17. Please consider past and current medico~legal matters in completing the table below: 

Which category Which categor~ 
Medico-~egal M atters NUmber of pa$t matters (closed) Nl!mber of Cl!rnmt matter~ was the m9s\ was the mort 

RECENTI Ol.STR£SSING? . .. 
' 

Pfea.se af)9tlel P~seanswet 

M edico-legal categories for this study include: 1 2 3 ~4 1 2 ~3 oncr>on/y m once only In 

this C!D/umn. this cofumn. 
' ' 

-E 
Claim for compensation for damages 0 0 0 0 0 0 0 0 0 
Complaint before Health Care Complaints body 0 · 0 0 0 0 0 0 0 ' 0 . 

Medica l Board Inquiry (interview, counselling, 

performance) 0 0 0 0 0 0 0 0 0 
Disciplinary hearing (Tribunal or professional 

standards committee), 0 0 0 0 0 0 0 0 0 
Medicare Australia/HI( Inquiry 0 0 0 0 0 0 0 0 0 . 

Hospita l dispute 0 0 0 0 0 0 0 0 0 : 
H0spital lnvestigati0n 0 0 0 0 0 0 0 0 0 
Pharmaceutic:al Service Inquiry 0 0 0 0 0 0 0 0 0 
Complain t before the Anti-discriminat ion Board 0 0 0 0 0 0 0 0 0 . 

Coroners inquiry 0 0 0 0 0 0 0 0 0 
Criminal charge 0 0 0 0 0 0 0 0 0 
Patient compl,aint direct to c;:loctor 0 0 0 0 0 0 0 0 0 

2 
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Considering ypur most recent matter: 
18a. Please IndiCate yovr perception of the senousness of this matter? 

0 Trivial 0 Moderate 0 Serious 0 Very serious 

18b. Do you believe the legal action taken against you in this matter was justified? 
0 No justification 0 A little justification 0 Moderate justi fication 0 Defmite justification 

1 8c. The following box relates to how this matter affected your health and whether you sought professional help for any of the following 

problems (please consider sympcoms and mediCa [Ions or drug use for each ICem. and then refer co final column righc hand side regardmg whe£her or not 

you soughc treacment) 

Symptoms I Use Treatment 

Did you 
No Yes Did you seek 

(please answer each item) professional help 

Become more anxious than usual 0 0 0 
Become more depressed than usual 0 0 0 
Require antidepressant medication more than usual 0 0 0 
Drink alcohol more than usual 0 0 0 -
Use illicit drugs more than usual 0 0 0 
Use benzod1azepines more than usual 0 0 0 
Have other medical problems more than usual 0 0 0 
~ensure that you have reviewed the fi1a/ 

right hand side column for each of the above items. 

18d. What year did legal action commence? l 1 I 
18e. Is it ongoing? 0 Yes 0 No 

18f. If no, what year did legal action finish? 1 l 
18g. Support dudng the medico-legal process: 

Did you (or do you) feel adequately supported throughout the process by your medical defence organisation? 

0 Yes 0 No 0 Did not contact 

18h. Wh1ch of the following serv1ces would you f1nd useful if you experienced another medico-legal matter? 

5¥ongly 
Otsagree Disagree Agree Strongly 

Agree 

More mformation about the medico-legal process 0 0 0 0 
More information about what services and support are available. 0 0 0 0 
A Contact person within your medical defence organisation, apart from the claims 

manager or solicitor. with whom you can discuss your concerns 0 0 0 0 
A support person from the medical defence organisation to accompany you when 

attending court or disciplinary proceedings. 0 0 0 0 
A formal Peer support programme arranged by the medical defence organisation 

to provide impartial. empathic support doctor to doctor 0 0 0 0 
Contact with the Doctors Health Advisory Service 0 0 0 0 
Access to an independent and confidential counselling service, available free to 

the medical defence organisation members and their family 0 0 0 0 
- - --·· ·-

Thank you, you have now completed section A, please turn to section 8 on the next page. 

$ 
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SECT/ON 8 General He.alth Questionnaire 
We would like to know how your health has been during the last 2 weeks. Simply fill in the d rcle tha t you think best applies to 
you- rememl:;er we want to know about present and recent health problems, NOT those you may have had in the past. 
Have you recen t,ly,: 

1. Been feeling perfectly well and in good health 7 
0 M ore so than usual 0 Same as usual 

2. Been feeling in need of a good tonlc? 
0 Not at all 0 No. more than usual 

3. Been feeli!lg run down and out -of sorts? 
0 N·bt at all 0 No more than usual 

4. Felt that you are ill? 

0 Not at all 0 No more than usual 
5. Been getting any pains in your head? - ' . . 

0 Slightl'y less than usual 0 M uch less t han usual 

0 Slightly more t han usual 0 Mu' h more than usual 

0 Slightly m ore t han usual 0 Much more than usual 

0 Slight ly m ore than usual 0 Much more than usual 

0 Not at all 0 No m ore than usual 0 Slightly more than usual 0 Much more than usual 
6. Been getting a feeling of t ightness or pressure in your head? 

0 Not at all 0 No more t han usual 0 Slightly more t han usual 0 Much more than usual 
7. Been having hot or cold flushes? 

0 Not at all 0 No mo.re t han usual 0 SJight ly m ore than usual 0 Much more than us.ual 
8. Lost much sleep over worry? 

0 Not at all 0 No more t han usual 0 Slight ly more than usual 0 Much more t han usual 
9. Had'·difficulty stpying asleep-once YOLJ are off? 

0 Not at all 0 No m ore t han usual 0 s·lightly more than usual 0 Much more than usual 
1 0. Felt constantly under strain? 

0 Not at all 0 No more t han usual . . 

11 . Been gettrng edgy and bad-tem~ered? 
0 Not at all 0 No more than usual 

12. Been getting scared or panicky for no good reason? 

0 Not at all 0 No more than usual 
13. Found everything getting on t op of you? 

0 Not at all 0 No m ore than llsual 
14. Been feeling nervous ar1d stn,mg-up all t .he time? 

0 Not at all 0 No more than usual 
15. Been managing to keep busy and occup:ied? 

0 M ore so than usual 0 Same as usual 

16. Been taking longer over the things you do? 
0 Quicker than usual 0 Same as usual 

17. Felt on the whole that you were doing t hings well? 
0 Better than usual 0 About the same 

18. Been satisfied with the way you've performed tasks? 

0 Slightly more than usual 0 Much more t han usual 

0 Slightly more t han usual 0 Much more than usual 

0 Slightly more t han usual 0 Much more tha n usual 

0 Slightl'y more than usual 0 Much more than usual 

0 Sl ightly m ore than usual 0 Much more than usual 

0 Slightly less than usual 0 Much less than usual 

0 Longer than usual 0 Much longer t han usual 

0 Less well than usual 0 Much less than usual 

0 M ore satisfied 0 About the same as. usual 0 Less satisfied than usual 0 Much less t han usual 
19. Felt that you wer.e playing a useful part in t.hlrigs? 

0 M ore so than usual 0 Sam~ as usual 0 Less so th:c:m usual 0 Much less than usual 
20. Felt capable of making decisions. about things? 

0 M ore so t han usual 0 Same as usual 0 Less so t han usual 0 Much less than usual 
21. Been able to enjoy normal day-to-day actiVities? 

0 · M ore so t han usual ·o Same as usual 0 · Less so than usual 0 Much less than usual . - ' . 

22. B~en thinking of yourself as a worthless person? 

0 Not at all 0 No more than usual 0 Slightly more t han usual 0 Much more tha n usua l 
23. Felt that life is entirely hopeless? 

0 Not at all. 0 No more t han usual 0 Sli~htly more than usual 0 Much more t han usual 
24. Felt that li fe Isn't worth living? 

0 Not at all 0 No more than usual 0 Slightly more than usual 0 Much more than usual 
25. Thought of " doing aw~y" with· yourself ? 

0 Not at all 0 No more than usual 0 Slightly more than usual 0 Much more than usual 
26. Found at times that you couldn't do anyt hing because your nerves were so bad? 

0 Not at all 0 No more than usual 0 Slightly more than usual 0 Much more than usual 
27. Found yourself wishing you were dead and aw ay from it all? 

0 Not at all 0 No more than usuat 0 Slight ly more than usual 0 Much more than usual 
28. Found that the idea of taking your own life kept coming Into your mind? 

0 Definitely not 0 I don't th ink so 0 Has crossed my mind 0 D.efin it ely has 

$ 
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SECTION C 
On a scale of 1 to 4 please fill in the circle that BEST descripes the amount of disability or impairment, currently, in each of the 
following areas - WORK, SOCIAL LIFE, LEISURE ACTIVITIES and FAMILY LIFE 

1. 

2. 

3. 

At this time how much Is yo9r WORK impaired because of your problems 

0 Not impaired 0 Mildly impa:ired 0 ' Moderately impaire"d 0 Severely impaired 

At this time how much are your SOCIAL LIFE and LEISURE ACTIVITIES impaired because of your problems 

0 Not impaired 0 Mildly impaired 0 Moderat ely impaired 0 Severely impaired 

At this time how much are your FAMILY LIFE and HOME RESPONSIBILITIES impaired because of your problems 

0 Not impaired 0 Mildly impaired 0 Moderately impaired 0 Severely impaired 

SECTION D Personality/Coping 
INSTRUCTIONS: Please answer each question by filling in the circle 'YES' or 'NO'. There are no right or wrong answers, and no trick 
questions. Work quickly and do not think too long ·about the exact meaning of the questions. 

Yes No Yes No 

1. Does your mood often go up and down? 0 0 
2. Do you take too much notice of what people 

think? .o 0 

24. Have you ever broken or lost something 

belonging to someone else? 0 0 
25. Are you a worrier? 0 . 0 

" 

3. Are you a talkative person? 0 0 26. Do you enjoy cooperating with others? 0 0 

4. If you say you will do something, do you always 

keep"your promise no rne~ner hO\:V inconvenient 

27. Do you tend to keep in the background on 

social issues? 0 0 

it might be? 0 · 0 
5. Do you ever feel 'just miserable' for no reason? 0 0 
6. Would being in debtw~>rry you? 0 0 
7. Are YO!J rather lively? 0 0 
8. Were you ever greedy by helping yourself to 

more than yourfair share of anything? 0 0 
9. Are. you an.irritable person? 0 0 
1 0. Wot;Jid you take drugs which may have 

strange or dang~rous effects? 0 0 . 

11 . Do you enjoy meeting new people? 0 0 

28. Does it worry you to know there are mistakes in 

your work? 0 0 
,29. Have you ever said anything bad or nasty about 

someone? 0 0 
30. Would you q~ ll yowrselftense or 'highly-strung'? 0 0 
31 . Do you thirik people spend too much time. 

safeguarding their future with savings and 

insurance? 0 0 
32. Do you like mixing with people? 0 0 
33. As a child were you ever cheeky to your parents? 0 0 

12. Have you ever blamed someone for doing 

something that you knew was really your fpult? 0 0 
13. Are your feeliAgs easily hurt? 0 0 
14. Do you prefer to go yot;Jr own way rather 

than act by the rules? 0 0 
15. Can you usually let yourself go and enjoy 

yo.urself at a lfvely party? 0 0 
16. Are all of your habits good and desirable ones? 0 0 
17. Do yot.J often feel 'fed-up'? 0 0 

34. Do you worry too long aher an embarrassing 

experience 7 0 0 
35. Do you try not to be rude to people? 0 0 . 

36. Do you like plenty of bustle and exdtement 

around you? 0 0 
37. Have you ever cheated at a game 7 o· 0 . 
38. Do you suffer from 'nerves'? 0 0 
39. Would you like other people to. be afraid of you? 0 0 
40. Have you ever taken advantage of anyone 7 0 0 

18. Do .good manners and cleanliness matter much 

to you? 0 0 
19. Do yoi.J usually take the iriitlative in making 

new friends? 0 0 

41 . Are you most!¥ quiet when you go out with 

other people? 0 0 
42. Do you often feel lonely? 0 0 
43. ls.it.brmer toiollow sodety's rules than .go your 

20. Have you ever taken anything (no matter how 
I 

seemingly insignificat;lt) :tha~ belong-ed to 

someone else? 0 0 

own way? 0 0 
44. Do other people think of you as being very lively? o · 0 
45. Do you alw(lysprac;rice what YO\J preach? 0 0 

21 . Would you call yourself a nervous person 7 o . 0 
22. Do you think that marriage is old'-fashioned and 

should be done awaywith? 0 0 
23. Can you easily get some life into a rather dull 

4.6. Are you often troubled about feelings of guflt? 0 0 
47. Do you sometimes put off until tomorrow what 

you O\.lght to do today? 0 0 
48. Can you g.et a party going 7 0 0 

party? 0 0 

$ 
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SECTION E AUDIT Akohol Usage Questionnaire 

One unit of alcohol is: 
OR.: 
OR; 
OR: 

1 schooner (425ml) of light beer/lager 
1 middy/pot of full strength beer (285ml) 
1 small glass of wine (1 OOmJ) 
1 single measure of spirits (30ml) 

Select from the answers below and fill in the circle that corresponds with your answer. 

1. How often do you have a drink con taining alc;ohol? 
0 Never 0 Monthly or less 0 2-4 times a month ·0 2-3 times a week 

2. How many units of alcohol do you drink on a typica l day when you are drinking? 
0 0.- 2 0 3 or 4 0 5 or 6 0 7,8 or 9. 

3 How often do you have six or more units of alcohol on one occasion? 
0 Never 0 Less than monthly 0 Monthly 0 Weekly 

0 4 or more times a week 

0 10 or more 

0 Daify or almost daily 

4. How often during the last year have ydu found that you were not able to .stop drinking once you had started? 
0 Never 0 Less than m0nthly 0 Monthly 0 Weekly 0 Daily or alm0st daily 

5. How often during the last year have you failed to do what was normally expected 'from you because of drinking? 
0 Never 0 Less than monthly 0 Monthly 0 Weekly 0 Daily or almost daily 

6. How often during ~he last year have you needed a fir.st drink in the morning to get yourself going after a he;:JW 
drinking session? 

0 Never 0 Less t.han m0nthly 0 Monthly 0 W:eek'ly 0 Dai,ly. or alm0st daily 

7. How often during the I a.~ year have you had a feeling of guilt or remorse after drinking? 
0 Never 0 Less than monthly 0 Monthly 0 Weekly 0 Daily or almost daily 

8. How often during the last year have you been unable to remern.ber what happened the night before because 
you had been drinking? 

0 ['Jever · 0 Less than monthly 0 MG>nthly 0 Wee~~ ly 0 Oai.ly'Qr almGst daily 

9. Have you or someone else been injured as a result of your drinking? 
0 No 0 Yes but not in the last year 0 Yes d'uring the last year 

10. Has a relative or friend or dqct0r of another health. wmker been concerf"led abol,Jt. your drinking or suggested you €Ut dewn? 
0 No 0 Yes but not in the last y.ear 0 . Yes, during the last year 

Section F Perceptions of mistakes, complaints and legal risk 
Please respond ro the following statements 

svongly Disagree Agree Strongly 
D1sagree Agree 

1 Medical mistakes are rare 0 0 0 0 
2. All doctors make mistakes 0 0 0 0 
3. The law requires me to make perfect medical dedsions 0 0 0 0 
4, Professional stanqarqs shoulq be s.et solely by the medical profession 0 0 0 0 
5. I feel comfortable discussing my mistakes with my w lleagues 0 0 0 0 
6. Inadequate communiuatio.n is a factor in most compla:lnts 0 0 0 0 
7. An apology to a patient implies an admission of liabilitY 0 0 0 0 
8. Patients are likely to sue a doctor who tells th~m abG>ut a mistake 0 0 0 0 
9. Only unprofessional or incompetent doctors. get sued 0 0 0 0 
10. Doctors are encouraged to report their medical errors 0 0 0 0 
11 . My awareness of the risks of medical negligence has increased in recent years 0 0 0 0 

---···- --

$ 

-E 

I 



33752 RNS Legal-Medical sur vey: 30002 RNS Legal_Medical surveyt) 4/9 / 07 2: 41 PM Page 7 

12. Did medico-legal factors influence your choice of specialisation in medicine? 

1 2a. Have concerns about medico-legal issues caused you to consider: 
Giving up medicine 
Changing your specialty 
Reducing your hours of work 
Retiring early 

13 Do concerns about medico-legal issues affea how you relate to patients 1n that you· 

0Yes 

0Yes 
0Yes 
0 Yes 
0 Yes 

Are more selective regarding patients that you see 0 Yes 
Are more attentive with patients 0 Yes 
Are more distant f rom patients emotionally 0 Yes 
Provide more information to patients 0 Yes 

Do concerns about medical negligence I complaint cause you to: 

14. Order tests 

1 5. Prescribe medications 

16 Refer patients to specialists 

1 7. Avo1d a partiCular type of invas1ve procedure (for example a type of surgery, a regional anaesthetic, a 

diagnostic procedure) 

18 Avoid a particular type of obstetric procedure 

19 Put systems in place to track test results 

20 Put systems 1n place to audit your practice 

21 Put systems in place to identify non-anenders 

22. Prov1de communication of risk to patients 

23. Relate empathically to patients 

24. Disclose uncertainty to your patients 

25. Advise patients of a complaints policy 

26. Consider every patient a potential litigant 

0 No 

0 No 
0 No 
0 No 
0No 

O No 
ONo 
ONo 
0 No 

Less 
than 
usual 

0 

0 
0 

0 
0 
0 
0 
0 
0 

0 

0 

0 

0 

No 
cwnge 

om 
usual 

0 
0 
0 

0 
0 
0 
0 
0 
0 

0 

0 

0 
0 

More 
than NIA 
usual 

0 0 

0 0 
0 0 

0 0 
0 0 
0 0 
0 0 

0 0 
0 0 

0 0 

0 0 

0 0 

0 0 

27 Do you discuss your mistakes with others: 0 Yes 0 No ONA If No or NA. please go to 30 

If Yes. who do you feel comfortable discussing your mistakes with (tick as many as you like): 
0 Peer 0 Senior colleague 0 Junior colleague 0 UMP/Medicallnsurer 
0 Family/friends 0 Other 

28 Do you fmd such d1scussion helpful? 0Yes ONo 0 Unsure 

29 I believe such discussion may prevent me or others making a sim1lar mistake in the future: 0 Yes 0 No 

0 No 30 Do you use examples of mistakes (yours and/or others) when teaching? 0 Yes 

The following have prevented me from Yes 
discussing my mistakes with a colleague: 

1. Fear of litigation 0 

2 Fear of damage to reputation 0 

No 

0 

0 

The following have prevented me from 
discussing my mistakes with a colleague: 

4. Shame/embarrassment 

5. Fear of loss of referral 

0 Unsure 

0 N/A 

Yes 

3. Fear of criticism 0 0 6. Other (specify) ......... ..................................... . 

0 
0 
0 

$ 
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Please return the survey in the reply paid envelope supplied to 
Psychological Impact 
The University of Sydney 
PO Box K1342 
Haymarket NSW 1239 

no later than Friday 19th October, 2007 

Thank you for ta.king the time to complete this questionnaire. 

If you feel distressed by the process of a complaint/investigation/lawsuit, you may contact 

Avant for advice. In addition, the Doctor's Health Advisory Service (02) 9902 8135 provides 

services appropriate to your situation, or you may choose to contact your own GP. 

$ 
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