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ABSTRACT

The overseas qualified doctor is a polential threat to the state-sanctioned
control practising doctors have over medical knowledge in Australia, The non-
recognilion of qualifications of many migrant and refugee doctors, in particular
from non-English speaking background (NESB) countries, presses them inlo a
subordinate relationship to that of registered practitioners. The ownership of
medical knowledge is limited to state-recognised practitioners, thus allowing them
to maintain significant economic and social advanlage within the general
communily.

The rolationship between qualified practitioners and the state is indicative of
a particular dynamic in which some individuals are able to exclude others by
mechanisms of social closure from membership of, or entry 10, posilions of relative

status and economic advantage. Each state in Ausiralia has different restrictions as

- to who are to be excluded. Currently in Australia, the relationship between

registered practiliopers and the state from which they receive legilimacy may be
described by the 'professional adminisirative’ model in which the medical
profession maintain conirol over entry into their domain. This is in
contradistinction to the 'national health’ model where medical practice plays an
important, but not a dominant role.

The difficulties many migrant doctors face in gaining recogmition is
indicative of the tension between these {wo models. The issue is not one of
medical practice, but one of control over administration. This thesis examines the
tension and the underlying ideological and philosophical bases of these two
models, in the light of data related to non-recognition of qualifications of overseas
trained practitioners and concludes that the mechanisms of the process outlined
must be resisted in lhe interests of the heaith and well-being of a mullicultural

community.
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Medical knowledge in Australia is controlled ty an elite of medical
practitioners. Access to medical care, either through public or private health care
systems, depends on the concurrence of this elile in the definilion of appropriate
treatment and the adminisiration of the system. Entry to this elite is restricted by
agreemen! with government and largely determined and controlled by the elite.
The monetary rewards gained by this elite are considerable, as are their status
re wards.

In this thesis I will argue that the control this elite has over structures of
medical care in Australia reflect an implicit pattern of social closure! that operates
al an informal, personalised and culturally specific level. I will illustrate this
process in action by reference (o the case of the non-recogmtion of the medical
qualifications of overseas trained doctors (OTDs).

OTDs wishing to migrate to Australia from non-English speaking
background (NESB) countries face formidable barriers in achieving recognition of
their qualdfications. At present, most State Medical Boards accepl as registrable
the qualifications of those coming from the United Kingdom, Ireland and New
Zealand. Tasmania is the only state which also accepts qualifications from South
Africa and Canada. Since 1987, New South Wales only accepts Australian and
New Zealand qualifications. All other OTDs of both English speaking backgrouad
(ESB) and non-English speaking backgrounds (NESB) must pass examinations set
by the Australian Medical Council (AMC).  Many never achieve their goal, but
success rales are predominanily betler for ESB candidates. For example, for the
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42.7% compared to the NESB averagé of between 27.1% to 15.4%. Especially
noteworthy is the fact that those from India and Sri Lanka where English is one of
the national languages had an average pass rate of only 29.6% for the same period
(Blacket 1990, pp.125-126). Added to this is the fact that there is a
disproportionate number of OTDs that never succeed. OTDs that enter Australia
under temporary vises, generally from ESB countries, are allowed to apply for
temporary registration while those granted permanent resident status are in most
cases unable to seek such temporary registration.

These facts taken together suggest the possibility that NESB OTDs are either
poorly trained in their country of origin, or uaable to practise in Australia due to
their lack of command of English. This thesis will examipe this and reject this
possibilily, and further, explore allernative reasons for the non-acceptance of
OTDs by the Australian medical profession.

I will argue that NESB migrants experience structures of discrimination that
are not subject 1o legislation since they are structures of informality and cultural
bias. I will argue that these si. ctures reflect the cultural inherilance of those wiao
currenily dominate the system; that the judgements they make are not objective,
but are constrained by a range of subjective factors?, among which is the desire to
maintain the ethnic orientation of their own comprehensible social reality, to
maintain the social status of their elite, and to maintain the high levels of financial
rewards achieved through the structure of medical practice in Australia.

The result of recent policies will be that the Australian medical profession
will remain an elitist group whose increased period of training will not oaly cost
the community more, but by virtue of their increased status, (hey will become
increasingly able to demand more remuneration for their services and wield more
power in the political sphere. This is clearly not in the interest of the Australian
community, yet it has been supported by successive Australian governments, The
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opposition between the dominant approach to medical practice and community
medicine will also be examined in this thesis as it is by the control of the definttion
of 'good medical practice’ that the profession guards itself against NESB OTDs
and prevails by subverting government policy on structural reforms.

A more liberal approach to the entry of NESB OTDs threatens a Io§s of
control over the practise of medicine itself. The power medical praclitioners
have, therefore, lies in the degree to which the consumer accepts the authenticity of
their definition of medical knowledge and therefore their coairol over its methods
of delivery.  This power also relies on the Australian Medical Association's
(AMA) ability to politically represent the interests of groups of practitioners in
different market positions, often with diverse ideoiogical and philosophical
orientations (Daniel 1990, pp. 90-92). There is also a reliance on informal
networks which cut across difTerent spheres of the structural systems, for example,
education, media, politics, bureaucracies, business (Australian Medical Association
1951, p.4). The media also heips to construct a social realily mainfaining an
"ideology of expertise” ... " that the docter and the doctor alone knows best”
(Willis 1989, p. 220).

The freedom of choice in the health sphere is limited to what is paid by
Medicare, what is reimbursable by private health insurance and consequently what
is defined as "medical” by medical praclitioners.  Those who define "medical
knowledge” also control who shiould enter ils domain. [ will argue that at the
level of heaith care financing there are two approaches to medical care :

1)  The professional administrative model which has its
traditional emphasis on diagnosis, treatment and clinical
care, but is now being widened to include primary
health care.



2)  The nattonal health model which embodies social as well as
biomedicai models of health, but does not necessartly
place the biomedical paradigm as dominant in the control
of administration.

These two models operate at the political level and engulf two different
philosophies towards the provision of health and social welfare. One philosophy
has its emphasis on treating sick people which is more of a 'blame the victim'
orientation and encompasses the entrepreneurtal/phileathropic sature of medical
practice. The other believes that sickness and degeneration can be prevented by
improving environmental and other factors which are beyond the individual's
control. Empowerment of the individual is the key to preventing sickness and
disease. These approaches are derived respectively from the residual philosophy
of Locke and the instilutional philosophy of Hobbes.

The residual model operates on the notion that intervention by the state or
the public secior should only occur as a last resort, that is when other support
systems, such as the family or the market have been ineffectual (Graycar 1977
cited in Gardner1989a, p.164). Within this model there is a focus on individual
responsibility for finding employment and paying health insurance from private
funds. Responsibility of the state is for the "residual groups” or disadvantaged
sectors, for example pensioner groups, the unemployed, and single parents. This
assistance is usually in the form of an indexed income and some other relief, such
as rebates on certain services ( Gardoer 1989a,. pp. 164- 165).

The institutional approach recognises that imequalily is structural and
permenent, therefore provision must be inslitutionalised. As individuals are
influenced by their environment, change is focussed at community level rather
than on the individual. Socially effective means of health delivery and funding are
the responsibility of the community (ibid, pp. 164 - 165).
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While these philosophies are polarised and various stances would be taken
across the political spectrum, their reflection in policy objectives and ideology can
be discerned from statements on health care.  For example, the Labor party
plaform parailels ill-health with "occupational and physical eavironment and
socioeconomic circumstances” {Australian Labor Parly 1986 cited in Gardner
1089a, p.161). The Australian Medical Association (AMA) is more aligned with
Liberal parly philosophy of individual enterprise (Gardner [989a, p.152).
However, other medical practitioners, such as the Doctors’ Reform Society, who
are mainly employed in the public sector, may be more éﬁgned with governments
in their philosophy on health care (Daniel 1990, p. 87).

Although there are conlflicling philosophies about the delivery of health care,
there is overwhelming consensus about which Australian citizens will be allowed
to practise medicine in this country. Economic efficiency, reorganization and
curtailment of health care expenditure is at the expense of socially progressive
reforms for access and equity for all. It is argued that these actions must be
measured against Rawls’ (1978) principles of justice and fairness :

* Each person is (o have an equal right to the grealest
liberty, compatible with a similar liberty for others.

* Social and economic inequalities should be arranged
so that they are (i) reasonably expected to be to
everyone's advantage and (ii) altached to positions
and offices open to all (cited in Sax 1990, pp.146-147).

In 1987, medical practitioners in Australia earned seven limes the average
industrial wage. This compares with their counterparts in the United Kingdom and
Sweden whose earnings were three times greater (Iredale 1987, p.116). In the six-
year period 1984 to 1990, benefits paid by Medicare for general practitioner
services rose by 90% per head of pogulation, whereas the Gross Domestic Product

(GDP) rose by oaly 73% per capita for the same period (Douglas et al. 1992,
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pp-29-30).  Yet, as this thesis will show, the medical profession has managed to
negotiate a package of beneficial measures as well as quotas on OTDs on the basis
of a perceived "oversupply’ of medical practitioners.

Despite a decade of reports and enquiries, the position in 1992 is that there
is now considered to be an oversupply of doclors in Australia and a quota system
will be insiiftuled o commence from | January 1993 to Limit the oumber of new
dociors to 200 a year and end reciprocal arrangements, except with New Zealand .
While there are varying opinions of the accuracies of projections, there is general
agreement that a geographic maldistribution and shortage especially in rural areas
exists, while there is an over-abundance of medical practitioners in the more
densely populated urban areas. At the same time, some OTDs have finally been
assisted by Stale initiatives with improved access {o bridging courses, with
resultant increased pass rales in Ausiralian Medical Council (AMC) exams.

This thesis will show that the rationale behind imposing a quota on OTDs is
not in keeping with principles of social justice and equity to all Australian residents
in this country. The government is concerned primarily with Medicare expenditure
and medical practitioners are concerned with infringement on private practice, but
most QTDs initially spend two or three years in the public sector. In addition,
despite claims to the contrary, many are prepared to work in areas of need. It is
irrational to bring in numbers of temporary doctors, while OTDs in Australia are
relegated to the ranks of the unemploved.  Arguments that these doctors are
"mismatched” to the major national immigrant groups will be refuted.

New requirements for ééneral practifioner practice will place restrictions on
both local graduates and OTDs preventing them immediately entering private

practice. In any case, research shows that most new OTD doctors spead (wo or
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three years in the hospital syslem acquainting themselves with Australian medical
practices. At the same time, current policy igitiatives for changes in general
practitioner workforce distribution will not have immediate results. It will be
argued that OTDs have not been shown the same considerations as Australian
medical practitioners in concerns aboul deskilling, bul have been victims of

discrimination.

It will be further argued that elhnicily is a public consiruct and that
Australia has an obligation to those medical practilioners who were recruited from
overseas on a non-discriminatory basis as professionals and were accepled for
resident stalus on that basis. The NESB proportion of OTDs constitutes 9% of the
general practitioner population and 7.6% of psychiatrists (Committee of Inquiry
1988, p.533). Therefore, Australia is not sufficiendy represented by aduli medical
practitioners who have the experience, culiural sensilivily and knowledge (o not
only service their own national groups but those of other culiures, as some QTDs
are also multilingual. In addition, they will enrich Australian medical practice by
making it an international instead of a monocultural community if their expertise is
acknowledged. It will be emphasisec that bilingual does not necessarily mean
bicultural. =~ While Australian students of different cultural backgrounds may
choose to service their own commuaities, they will not necessarily have the same
“ethnic” consciousness as their parents. Socialisation is a life-long process and
education, especially the intensiveness of a six-year medical course, will generally
instit many of the norms, values and bebaviour of many in the Ausiralian medical
community and wider socicly which place individual achievement and success

before community-consciousness.

The control practitioners have over the definition of "medical” and access to

medical knowledge is an explicit act of closure that is indicative of implicit



structures of discrimination against overseas trained practitioners (OTDs). These
structures are informal, individualised and based on personality, yet rendered
‘natural’ by ideology.

Until such time as dominant societal values change so that the value of non
Anglo-Celtic cultural groups is not discounted by culiurally-biased measures of
quality, the principle of equity will remain al the level of rhetoric. It is not
governmeni policies that can change the structures, if is individuals, personalities
and informal networks who silently help to maintain the status quo. The non-
recognition of overseas qualifications of medical practitioners is a case in point.

Methodology
The questions being investigated are, therefore : do the medical elite in

Australia maintain a social and economic advantage over overseas trained doctors
(OTDs), especially those from NESB countries and, ff so, for what reasons?
Essentially, this lends itself to qualitative research, the term "qualitative” being used

to describe the nature of the answers in terms of their
descriptive nature: the who, which, what, when, where
and why - in contrast {0 quantitative answers addressing
the "how many” (Wadsworth 1987, p. 85).

Table 1 may serve as a guide to understanding (he paradigm, method,
methodology and expected result underlying the process of data collection and
analysis for this thesis. As Miles & Huberman (1984) and others point out,
somelimes there appears lo be confusion in attaching stereotyped associations to
qualitative research as being an epistemological stance, rather than an approach. In
this instance, the approach and the ontological stance are one and the same. As
depicted in Table 1 below, the parsdigm is naturalistic (or qualitative-
phenomonological). The axiomatic base is refativigtic and holistic. The method is

a case-study approach; it is expensionist at the cutset and does not place any #
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prrors constraints on either antecedent conditions or oulcome. Inductive logic is

applied: facts are used to build theory.

Table |
- lisation of Data Collecti { Analysi
Naturalistic Case Study - Data collection Emphasis on in-depth
W(qualilalive - group study  academic texts,  analysis - "thick”
phenomonological) - cultural and  reports, inquiries  description.
- Relativistic descriptive - Focussed - Latent content
- Holistic - inductive logic interviews addressed,
-No 2prrory - Key informant  ideological and
constrainls on  inlerviews philosophical bases.
antecedent - Observation - Final analysis
conditions or - Verbal and non- reductionist: draws
oufcome behaviour conclusions.
-Facts used - Peer reviews
to build theory
- Expansionist

In the final analysis, worthwhile research is credible (Giarellie 1988, Le
Comte & Goetz 1984). Giarellie (1988, pp. 25-26) states :

All of the formal epistemological distinctions between
quantitative and qualitative inquiry ere dissolved in the
search for ways of explaining, understanding and
promoling those activilies which will advance our most
basic social and moral aims and the standards of
excellence that are appropriate to these activities.
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Research for this thesis has been conducted in the following areas in order
to triangulate the information cellected :
*  Library-based research;

*  Survey of relevant organizations;

*  Interviews and key informant interviews.

Library-based research generated the following secondary documents.
These consisted of academic texis, reports, government inquiries and articles from
medical jourpals. There were a number of areas researched. The first of these
was regarding the non-recogmtion of qualifications directly relating to overseas
trained doctors (OTDs). For example, the most comprehensive Commonweaith
government inquiry, was conducted by the Fry Committee (1983), Medical
workforce documentation, which included reference to OTDs was also examined,
the main Commonwealth inquiry in this area being conducted by the Doherty
Committee (1988). More generally, literature on the non-recognition of overseas
qualifications was reviewed. This included historical documeants, such as the
Immigration Advisory Council (1973), Inguiry into the Departure of Setilers. The
contemporary reform processes for new directions in assessing the competency of
overseas-trained persons began with a documented speech by Dawkins (1989), the
Federal Minister for Employment Education and Training. Since then, a progress
report has been published detailing achievements.

Literature regarding health care adminisiration, the politics of health and
statutory regulation of licensing bodies were also examined. Dewdney (1972)
served as a historical text, while Carter (1987), Crichton (1990), Gardner (1989)
and Sax (1990) were core texts in these areas.

It was necessary 10 review the Australian literature on immigration, ethnicity
and multiculturalism. Two main inquiries were conducted in the 1980's, one being

the Committee of Review of Migrant and Multicultural Programs and Services
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(ROMAMPAS), (Jupp 1986). The other was the Commiitee to Advise on
Ausiralia’s Immigration Programs (CAAIP), (Fitzgerald 1988). This then led to
material regarding the economics of migration. The Centre for Economic Studies
has produced conference proceedings held in 1987 on this subject. Other papers,
also emanating from this source, were discussion papers of labour market analyses
of comparisons between ESB and NESB groups.

More general and theoretical reading included sociological texts relating to
medical power and professional dominance, social closure, class, power and
status, health and social welfare, gender issues in the division of labour of health
and bureaucratic administration. Finally, international literature regarding medical
competency and primary heallh care programs was examined. These were
documents published by the World Health Organization, Geneva.

Primary documents were generated from the survey of organizations and
through one of my key informants. The survey consisted of a letter to the
Australian Medical Association, the Australian Medical Council, the Centre for
Multiculiural Studies, the Centre for Economic Studies, the Human Rights
Commission and the Federal Minister for Health, Housing and Community
Services. The resulting documentation from these inquiries included a Human
Rights Commission Report (1991), 2 Medical Work{orce Data Review Commitiee
(MWDRC) report (1992), the Australian Health Ministers’ Conference (AHMC)
(1992) extract of minutes and a statement by the AMA and the Deans of Medical
Colleges regarding OTDs. Also received was personal correspondence oa behalf
of Howe, the Federal Minister for Health, Housing and Community Services giving
the government's reasons behind new policies on medical migration and a
submission prepared by the Centre of Multicultural studies, Woilongong, on behalf
of the Women's Advisory Council to the New South Wales Fry Commiltee (1989).
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People have been responsive and I was more than pleased al the replies
received to my requests. The AMC was the only organization which did not
respond. Most of the primary data was in the form of unpublished raw data not
available through the library system.

It was nol my intention at the outset to conduct many interviews because the
research had been planned to be primarily library-based. However, the one
interview conducted, as well as the key informants, were considered essential,
Both a telephone and personal interview were held with Ms. Lise Throssell, the
Course-Coordinator for the bridging course program for OTDs at Edith Cowan,
and these were most informative.

In addition, I had two key informants. One was Mr Mike Jones, of the
Department of Education, Employment and Training, Overseas Qualifications Unit
in Perth. 1 had met Mr Jones at the beginning of this year when planning my
research proposal for this thesis. During that time and throughout the lime of this
research, he has been more than helpful in supplying me with news releases and
information to which I would otherwise not have had access. There have been
several meetings and telephone communications throughout this year.

The other key informant was Dr G. Gates, who was a former President of
the Royal Australian College of General Practitioners (RACGF). I oaly
interviewed Dr Gates on two occasions, as the interviews conducted were quite
focussed. Dr Gates' knowledge and experience in medical politics was most
valuable in trying to gain an emic perspective of the position and plight of general
practitioners in the health care system and their baitle for stalus, a subject that
would be worthwhile further research.

In summary, data collection for this research has been qualitatively
focussed, and has utilised both documentary material and primary research data.
Although there is not a great deal of academic work directly dealing with the
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subject maiter, the difficulties associated with data-collection were minimised by
usicg a wide range of literature and the three methods outlined.

The following is an outline of the content of the chaplers in the remainder of
this thesis. Chapter two discusses the theoretical perspectives underpinning this
thesis. Chapter three outlines immigration policy and demographics of Australian
society and discusses the concepts of multiculiuralism and ethnicity. Chapter four
is a historical summary of Australian medical practice and experiences of overseas
trained doctors (OTDs). Chapter five describes the mechanisms of regulation by
giving an account of the role and funclion of the stalutory bodies involved in
credentialism. This chapter also outlines the components and effects of medical
migration. Chapler six discusses the nature and extent of discrimination towards
OTDs. The conclusion summarises the arguments put forward in this thesis and
states that the mechanisms of the process outlined must be resisted in the interests
of the heaith and well-being of a muiticultural commuanity.



1 This is & Weberian concept and i the basis of the theoretical framework of the thosis which will be
fully outlined in Chapter two.
2 Eagleton (1983) argues that subjectivity cannot be recognised by those in the same class background

because value judgements that reflect prejudices and beliefs are part of the same socially coastructed view of

reality which have their roots in decper levels of coasciousacss (p.16).
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CHAPTER TWO

The theoretical perspective of this thesis is that the stratification sysiem is
multifaceted, and th= stratfication of human populations can be analysed in various
ways. In society, class, status and power are independent of one another (Lenski
1966, p.74, Walers 1989, p.144).  Class, in this sense can best be defined as a
group of people who share a common position in society which gives them some
form of "power, privilege and prestige”. For example, in an industrial society
such as Australia an individual may have a considerable amount of property which
would place her in a middle class according to property ownership, while she may
make her living as an employee in a factory, which would place her in a working
class. At the same time she may also be of an ethnic origin which would place her
in a minorily group class membership. Therefore, the multiple group membership
influences her life chances - each placing her in a different class, bul at the same
time one can not locate her in any one specific class (Lenski 1966, pp. 74-75).

It may be useful here to first of all consider the Marxist perspective on class
befere outlinmg the fundamental difference of the Weberian phenomenon of status.
Marxist historical materialism uses the dialectical interpretation of change or the
struggle of opposing forces around the means of production by the bourgoisie and
the proletariat, or the owners of capital and the working class (Giddens 1989, p.
611). Marxism as a philosophy used clas:s struggle and the means of production
as tools in analysis of history and human motivation, that is interaction with the
material e;\;ﬁ'onment (Giddens 1989, p.477, Leach 1988, pp.123-124).
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According to Marx, economics and class were the "hub” (infrastructure) of
the "wheel of life”, the "spokes™ (superstructure) for example, religion, politics,
cultural institutions all fuaction in relation to the "bub” (Leach 1988, pp.123-124).
The wheel of history was driven forward by class struggle, sometimes in
confusion, but always there was "incremental progress to socialism®. The original
Communist Maunifesio predicled the demise of bourgoisie society and a
replacement by a proletariat dictatorship. However, the concept of "revolution”
was revised in 1870 by Marx himself when he conceded that the existence of
worker {ranchise (such as in the United States and the United Kingdom) may lead
to a peaceful solution to state socialism (ibid).

Many sociologists/historians who do not view themselves as Marxists
generally accept Marxist interpretations of the demise of feudalism and the
beginnings of modern capilalism (Giddens 1989, pp. 637-638). Weber,
however, t .ved that while economic factors were imporiant, there could be no
unitary theory adequately able {o interpret the diversity of human society. Factors
other than economic class struggle can be equally important in the analysis of
interpretations of historical change. While, as Marx states, the class structure is
formed and maintained around economic differences or the means of production,
Weber introduced four types of strata, casles, estates, status and elites, to
distinguish them from class .

Firstly, castes, in contrast to classes have no upward mobility. Generally,
these are viewed in terms of Hindu castes, but the term could weil be applied to
members of a group or segment of sociely that may be designated an underclass;
secondly, estates are prestigious groups or collectivities which have certain rights
or privileges sanctivged by laws; thirdly, some status groups are occupational
groups which have estate-like phenomena; other status groups are based on family
heredity, ethaic origin or even soaw Indian castes. Social honour and prestige are
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characteristics (hat underpin membership of these groups.  Status groups differ
from classes which, according to Weber, are based on economic power because
they normally develop distinctive subcultures. That is some status groups could be
prestige classes, based on family heredity; others could be power classes setting
them apart from other classes, for example, f they had an "endogamous, hereditary
and communal character”. Lastly, there is the elite group which, ualike the other
three, could not be viewed as a special kind of class, as it can occupy conlradictory
places, that is it may be recognised as the most powerful, privileged sector of a
class or can be referred to as a class of political elite (Lenski 1965, pp.77-78).

I we view ethnocentricism, competition and power as essential ingredients
of any general theory of race and ethnic relations, then the central issue is how
power is distributed among different groups on the basis of ethnic, linguistic or
religious differences (Stone 1985, p.8).  As should be evident, ethricity per se
cannot be coliapsed into class, but may be used as a reason for deayiug status,
prestige or honour on the basis of credentialism. (Giddens 1989, p.212, Parkin
1974, p.19).

Those in the upper echelons of the occupational hierarchy, by virtue of
group association with other members, have certain means at their disposal for
restricting access {o credentials. This is generally slale sanctioned by licensing or
registration.  Restricting market access means that members usually enjoy both
monetary rewards and special privilege, prestige and status which not only assists
them to accumulate wealth, but also gain political strength.

The approach which interprets the restriction of access by Ausiralian
medical praclitioners to OTDs is essentially that of Weber's concept of social
closure.  This ‘is defined as "any process by which groups try to maintain
exclusive control over resources limiting access to them" (Giddens 1989, p.214).
Weber suggests that "virtually any group altribute”, ethnicily, fanguage. social
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origin, descent, may be seized upon provided it can be used for "the
monopolisation of specific usually economic opportunities.... this monopolisation
is directed against competitors who share some positive or negalive characteristics:
its purpose is always the closure of social and economic opportunities to outsiders”
(Weber 1968 ciled in Parkin 1974, p.3).  Parkin (1974) further states that
justification for exclusionary practices based on religion, ethnicity or language is
fundamentally the same as those glorified by credentialism and rights to property.
In essence they are representative of social control in its most exploitative form
(p.14).

Traditicnal cleavages in the Marxist tradition are viewed as having a
dichotomous nature, of couflict between have's and have not's, whether based on
property ownership, divition of labour or authority relations. These are basically
those of inter-class relations which are basic fealures of any social system (Parkin
1974, p.1). Intracless relations are based om linguistic, ethnic or religious
differences, by viriue of which stalus aainment is denied or severely restricted to
others by the dominant group. However, while inequalily between and within
groups is accepted by pluralist perspectives, il is argued that there is always
countervailing power. Change, therefore, is & "succession of compromises” - # is
gradual, not radical (Gardner 1989b, p.200). Results therefore do not always mean
that the dominant group is completely successful in restricting membership to
other groups.  The advantage of drawing on Weber's concept of closure is that it
accommodates another way of approaching clasy anelysis by retaining “the
necessary and traditionai focus on dichotomy without its constrictive zero-sum
accompaniments” (Parkin 1974, p.3). |

This approach to power is useful as it provides a way of explaining closure
on the basis of qualifications and/or the basis of ethnicity both of which are
necessary 1o this thesis, Encel (1984) reiterates this liberal-pluralist viewpoint
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when he states thal in Australia the maintenance of structures of inequality,
privilege and power is perpetuated by the effectiveness of different groups in being
able lo restrict eatrance through mechanisms of closure available to them. He
points out that this type of argument proved an allernate to the "meling pot”
theories of assimilation - the other aspect of closure being a stralegy used by some
minority groups who remain culturally distinct from the majority in order to
maintain their integrity against victimisation or discrimination (pp. 6-7).

Strategies of medical control over the division of labour in the health sphere
have been analysed by Turner (1987) and Willis (1989), both referring to three
historically significant characteristics of closure mechanisms.  These are: 1)
subordination of other health workers, for example nurses and midwies; 2)
limitation - as represeated by denlistry, optometry and pharmacy. These
limitations involve various forms of control of a specific party of the body (dentist)
or special therapeutic method (pharmacy). Forms of limitation and restriction are
maiptained by medical practitioners playing a dominant role on official registration
bodies; and 3) exclusion - whereby legitimation is dvmed alternate and
competing practitioners, for example, chiropractors or homeopaths (Turmer 1987,
p-141, Willis 1989, p.91).

It does seem that researchers of both Marxist (Johnson 1972, Larson 1977,
Willis 1989) and Weberian (Bates and Linder-Pelz 1987, Dingwall and Lewis
1985, Freidson 1970) traditions all emphasise the phenomenon of medical
dominance regardless of country-specific focus. Turner (1987) is of the opinion
that eventually sociological analysis of medical power lies in between Marxist and
Weberian theories Miller (1967) emphasises that the” individual rules of exclusion
reach their apogee in that complex of social practices ... called "credentialism”, that
is the imposition of examinations as a means of eatry control. Miller asserts (hat

attempls by the elite establishment to maintain professional reproduction by their
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own children has only a fifty perceni success rale, which shows that their own
children have no guarantced place in the upper echelons. The most effective way
of transmuiting priority to their own sector is to centre exclusionary practices on a
group, or collectively defined qualily of persons, rather than individuals (cited in
Parkin 1974, pp.6-7). Doctors and lawyers maintain these practices {o restrict new
entrants. Scarcity value is sustained by keeping control on numbers (ibid, p.21).

So far, Marxist and Weberian perspectives have been discussed 1o
differentiate between class and status groups. The concept of "closure” has been
introduced as a means of understanding how power is wielded by dominant
cultural groups over others, ethnocentricism, competition and power being viewed
as essential ingredients to any general theory of migrant and ethnic relations.
Now we will turn to the concept of profession, how it can best be understood and,
in turn, how knowledge is reproduced and sustained as a parlicular social
construction of reality.

It is argued that the institutional concept of profession, as a distinct form of
organized occupation, is far more relevant to analysis as part of the social and
economic relations of wider society.  The division of labour is viewed as a
division of knowledge - knowledge being "a social product, reproducing and
constiluting a particular ordes” (Dingwall and Lewis 1983, pp.1-3).

The problem of definition of "profession” or "prolessionalisation” in
functionalist or post-modern theories of "ideal® types has been in trealing
professions as a upiversal concept rather than a dynamic historical reproduction.
with particular roots in industrial nations strongly influenced by Anglo-Celiic
instilutions (Freidson 1985, pp. 19-22).  Atkinson (1985) supports the notion
that production and reproduction of knowledge, whether it be legal, medical,
educational, or other, is coded in a manner that is to some degree arbitrary.

Curriculum is a mechanism by wkich knowledge is a culturaily imposed. He
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slates "there is no ideal 'law’ - 'medicine’ - 'theology’ or whatever out there lo
which curriculum responds as a reflection or copy” (pp. 234-235). Similar views
are shared by international studies on medical compelency - asserting that there is
no such thing as an “ideal physician” (McGaghie et al. 1978, pp.35-43)!. Larson
(1977) asserts that knowledge produced in education to sustain an occupational
hierarchy is by its structure "inegalitarian, antidemocratic and alienating” (p. 241),
Freidson (1985) argues that in the American confext life chances are largely
characterised by the prestige/status of the institution from where a person
graduates. He also points out that occupational identity is much more defined as an
educational elite than in Europe (pp.19-23). This does also seem to apply to the
Australian context .

While the above points to the historical aed reproductive role of
knowledge, it is important for the subject of this thesis to consider how this
knowledge is maintained, legitimated and used as a means of power. Turner
(1987, p.132) renounces

... the normative function of the profession and
questions ils ethical character by emphasising the
role of power and market control over the
legitimising field of knowledge.

He states that in Foucault's historical treatment of the "archetypal” professions - the
police and the medical men replaced priests as guardians of social reality.
Foucauli used the expression "knowledge/power” to emphasise this unity and
attempled to define associations between power relations in society and medical
discourse, that is, the interrelationship between professional groups, discourse and
medical practice (Turner 1987, pp.10-11). He coined the notion of "panopticism”,
or the development of a form of social surveillance through the clinic, the ésylum
and the prison. He sought to find the very real relationship between
power and knowledge, where at the end of the 19th century the rise of
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"scientific knowledge” gave medical practitioners "social power in defining reality
and hence defining deviance and social disorder” (ibid).

Supporting the Foucaultian analysis there are some who have suggested
science to be the contemporary replacement for religion in the Durkheimian sense
of the sacred and the profane (Freidson 1985, Turner 1987). If this perspective is
linked with the social instilution from which it is derived, the dominant views and
beliefs pertaining {0 medicine in Australia may very well lie in the realm of the
sacred, while other views and beliefs may be treated as lying in the domsin of (he
profane.  In this sense Merton's (1957) criticisms may be well heeded. He
questions the degree of capability that professionals have to fulfil sociological
functions for the enlmre social or cullural systems (ciled in Rueschemeyer 1983,
p43). Merton - a structuralistfunctionalist - is sceplical about the claims of
scietific knowledge and believes i to have latent functions. He asks "in what
ways is tho acicatific cotorprise influenced by the fact that people may create
organizations in order to carry out scieatific work? (cited in Cuzzorl and King
1980, p.186). Therefore, the latent function behind the closure mechanisms which
are used as a guise for protecting the quality of this scientific knowledge must be
brought into question.

_ This thesis can also benefit from the philosophy of Jacques Derrida, a
French philosopher of the deconstructionist school.  Derrida himself is an anli-
positivist and rejects philosophical thought with its traditions from Plato to Levi-
Strauss. Western philosophy in Derrida’s eyes is logocentric, that is, it s
committed to a belief that all forms of thought or knowledge have some ultimate
foundation on which to base themselves, such as notions of truth or reaiity.
Derrida coined the term "differance”, which is purposefully ambiguous and not-
translatable, to demonstrate "that there are no inviolate entities - everything is parl
of a play of differences” (Eagleton 1983, pp.147-148).
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The ideas of Derrida, Foucault and Weber have ome striking thing in
common - that the notion of truth or knowledge is not absolute - and ii therefore
must be viewed as a relative concept. Although we live in a world of differences,
those maintaining control over “esoteric” knowledge cannot be easily challenged
until their knowledge base becomes demystified.2  There are also questions (o be
clarified when their power and influence atlows them to widen their definitions to
include value judgements about the worth of people and their knowledge, whether
they be of the same culiure or of different cultures.

In this chapter, it has been argued thal the dual focus of status and power
must be used to analyse conflict in intraclass relations over the control of
knowledge. This conflict is one centred around ethnicily, where the dominant
cultural group excludes the alien "other” from group membership using whatever
means available to it. Historically, in theories of race reiations there have been
two types of exclusionary practices which have been traditionaily perpeluated: the
sociological one of structural control and the other psychological (or cognitive
restrucluring). If individuals or groups come to believe they are inferior and less
competitive than the dominant group, they wiil in time wcepl their subordinate
position (Baker 1983, pp. 199-200). The prime example of this in Australia is the
treatment of its Aboriginal people. Baker (1983, p.200) states:

the belief in one's incompetence effectively erodes or destroys
an individual's or group's incentive for motivalion for bringing
about change, confront ar oppressor, or build power resistance ...

the necessary resistance being] an act of self-affirmation or self
assertion of competence, for example "Black Power".

The empirical information can also be assessed by referring to Weber's
thesis on bureaucratic control and administration, which means exercise of control
on the basis of knowledge. Knowledge in this case, is just as much an

instrument of power, as is property - a feature thal makes it specifically rational.
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In the case of medical practilioners, they have the advantage of
maintaining the base of "esoteric” knowledge which cannot be easily challenged
(Freidson 1983, Horobin 1985, Turner 1987). Not only does this knowledge
enable them to increase their power, but they have other knowledge arising out of
their own peculiar history which relates to their "special knowledge of facts”
regarding their own profession. Inthe need for rationalisation, that is organization
of social and economic life lo principles of efiiciency, the state becomes forced to
maiptain bureaucratic administration of health care through medical practitioners in
the interests of capital (Giddens 1989, p.708, Weber 1922, pp.370-371).

The discussioa in this chapier has emphasised power as a built-in attribute of
social closure and demonstrated the usefulaess of social closure as an analytical
concept. It has also been pointed out that the institutional concept of profession is
considered useful because il enlightens our understanding of the historical
emergence of this social institution. The works of French philosophers, Michel
Foucault and Jacques Derrida are also concerned with the historical emergence of
the particular contemporary relalionship of knowledge to social relations.
Theories of medical power and social knowledge have also been put forward
identfying traditionel closure mechanisms that have been used to maintain power
and control over other health professions.

The point to be made is that unti! recently legitimation has been maintained
by control of AMC examination pass rates in justification of the fact that OTD
skills are inferior. However, this legilimation has been threatened because pass
rates since 1988 have become public and observable. This and other factors has
resulted in an increase in numbers sitting and passing the AMC exams, particularly
some NESB groups. This has now caused a new argument, that these NESB
groups are "mismatched” to the major national groups of the immigrant population
and, therefore, Austratia does nol need these doctors. The introduction of a
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_ quola and the increased rigidity of the examination criteria will not make it possible
for any further comparisons to be made.  Assessment procedures have become
confused with labour market considerations clearly making GTDs viclims of
discrimination,



1 The authors have produced a Public Health Paper for the World Health Organization cntitled

They ague that countries producing
graduates in order to meet an extemal criteria of quality, such as the Educational Council for Foreign Medical
Graduates (ECFMG) often meet an "ill-delined international standird of excellence” at the expense of meeting

the social and ecouomic needs of the country it serves”™ (pp.di-42),

2 Research by Bates and Lapsiey (1587) and Bates and Linder-Peiz (1987) both point to & need for the

demystification of medicine.
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IMMIGRATION . MULTICULTURALISM AND ETHNICITY

The nogo-recognition of overseas qualifications in Australia has been
considered by the Federal government to have been an issue of prime social and
economic concern for a number of years . However, it was also realised that it
was an issue about which very litlle positive action had been taken (Dawkins
1989. p. 1). Although the issue of ron-recognition of overseas qualifications is
sometimes seen to have arisen in the past twenly years or so, ils pature is more
deeply rooted in the history of general protectionism in Australia which begaa in
the early 20th century with the Immigration Restriction Act of 1901 - more
commonly known as the "While Australia Policy”.  The uaderlying cause was
primarily estabiished in the depression years of the 1890's - the belief that
"migraats took jobs from locals” (Jupp 1984, p. 8).  However, later justification
drew on racist ideology. For example, Jupp (1984, p. 8) states:

For the next sixty years [following tbe introduction of the
Immigration Restriction Act of 1901] it became almost
impossible for anyone not of 'substantial European
descent and appesrance’ {o be admitied to Australia for
permanent residence. In ils administration the White
Australia Policy! (which was never officially called that)
became increasingly based on race discrimination rather
than on fears of economic competition.

This chapler will firslly outline immigration policy and demographic
characteristics of Australian society; secondly, the concept of multiculturalism and
"ethnicity” will be discussed. This will essentially provide a backdrop to any

discussion on ethnic refations in the Australian context.
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Although general restrictions on immigration from traditional source
countries were lifted progressively during the 1950's aad 1960's, it was more for
reasons of population building and the need for labour, than any desire for a more
culiurally diverse society.  Governmen! policies and practices emphasised that
migrant labour would be mainly concentraied in industrial and manufacturing
occupations, regardless of educational background or experience (Castles,
Mitchell, Morrissey and Alcorso 1989, Collins 1988). There was little opportunity
for migrants to learn English. Trade unions and professional groups actively
pursued restrictive registration and licensing practices 1o "protect” Australian jobs.
The policy of assimilation, that migrants should learn English and adopt
"Australian” ways, did very litlle to encourage a more egalitarian ethos towards
migrant groups.

The nature of mass-migration in the post war period has suggesied that the
population of Australia was largely of Anglo-Australian birth or origin and was
"transformned’ {0 a multicultural society. This does not take into account thal also
among the first migrants to Australia were groups from non-English speaking
backgrounds (NESB). People of Htalian, Greek, German, Jewish, French and
Swiss origin, as well as Aboriginal, Pacific Islanders, Kanakas and Chinese,
coniributed to the development of colonial Australia 2(Jupp 1984, pp. 1-7). Figure
1 on page 28 shows proportionate represeniation of Non-British minority group
settlement for the census years 1861 to 1947 inclusive.

Even in the 1990s in some sectors "migranis” are equated with being
cither "Greeks” or "alians™ - two groups, among others, who have had a
historical presence in Australia almost as long as the British colonials {(Immigration
Advisory 1973, p. 3).3
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Nevertheless, the post-war period saw the face of Australia changed from a
predominantly Anglo-Australian population of 7.5 million in 1947 to a population
in 1973 of 13.5 million where ome in four persons were eilher post-war
migranis or childrea of migrants of diverse origins, However, it was not until the
late 1960s in the wake of Civil Rights movements in the United States of America,
that mirority rights became a major issue in Australia with Aboriginal rights* high
on the agenda.

From the late 1960s onwards many migrants began to return home and the
causes of this became the subjec! of a number of government enquiries. An inquiry
by the Minisier for Immigration on settler departures was conducted in 1966/1967.
In 1969, the Henderson Poverty Enquiry emphasised victimization, exploitation
and “official and commuaity neglect” (Curthoys 1988, p. 52). A further inquiry
between 1971/1973 was asked to report on the patlern, rate and cause of return
migration due to an identified settler loss at the rate of 21% to 24% for the previous
six-year period (Immigration Advisory Council 1973, p. 3). Although the findings
indicated that there were more "pull” factors in return migration, this then may have
been a debatable point>

The point o be made is that the government did not identify the non-
utilisation of skills as being a "problem” at that time. Although the Council for
Professtonal Qualifications (COPQ) was established tn 1969, its terms of reference
were mainly to streamline functions at the pre-migration level to make Australia
altractive to skilled migrants. As the COPQ was an advisory body only, it had o
legislative power and was consirained by its narrow terms of reference.

In the 1980s, further government enquiries began to emerge. Both the Fry
Commitiee of inquiry into recognition of overseas qualifications (Report of
Commitiee 1983) and the Jupp review into migrant services and programmes
(Commitiee of Review (ROMAMP? S) 1986) addressed the inequity evident in the
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restrictive nature of various bodies to the recognition of overseas-qualified persoas
and called for reforms. The medical profession was one (o which Fry (1983)
gave his atiention The Fitzgerald commitiee (1988) set up to advise on Australia’s
immigration policies also highlighted the fact that the system was discriminatory in
outcome. The committee stated that over 90% of immigrants from ESB countries
are successful in having their qualifications recognised, while only about 50% of
those from NESB countries achieved recognition (Commitiee o Advise (CAAIP)
1988, pp. 54-55).

For the period 1983-1986 the net migration gain of workers was 69.1%.
However, the data shows clearly that for every iwo professional or skilled
iradesman entering Australia, one emigrates again. In olher words permanent
arrivals for professional and skilled trades-persoas were 55% and 49% of the total
intake in these categories, compared to 87% for unskilled and semi-skilled workers
(Hugo 1988, p. 15). The Fitzgerald Commitiee (CAAIP 1988, p. 54) asserts :

Reform has been caught in the rivalry between State
and Federal jurisdictions, in proftracted tripartite
negotiations and in the acquiescence of government
agencies {0 the restrictive practices of some
professional associations.

_ The government drew ils attention to the issue of noun-recognition of
overseas qualifications when the economic and social effects could not be ignored.
It has been estimated by the Office for Multiculiural Affairs (OMA) that during the
past forty years there has been approximately 645,000 underemployad or
unethployed migranis Whose skills have not been uuhsed The survey, conducted
by McNair in 1988, estimated that the rale was in the vicinity of about 15,000 per
year (Chapman and Iredale 1990, p. 1).

The traditional patterns of a general social acceptance of persons from ESB
backgrounds in preference to those of NESB backgrounds has persisted in spite of
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the fact that Australia’s migration policy for the past twenty years has been non-
discriminatory in theory.  Before this is further discussed, the demographic
character of various waves of migration is presented below as Table 2. This
reflects the official dismantling of the "White Australia Policy” in the 1970s when
a non-discriminatory selection process was introduced for intending migrants.

Flhk_l
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[Country of Origin Number  Percentage
1962/1963 - 1971/1972

UK and Ireland 667773 46.1%
Yugoslavia 114398 7.9%
Greece 114291 79%
Ttaly 112835 7.8%
New Zealand 38414 2.4%
Germany 34596 2.4%
USA 29381 2.0%
Malia 26592 1.8%
Netherlands 21775 1.5%
India 20838 1.4%
1972/73-1981/1982

UK and Ireland 342393 38.6%
New Zealand 79019 8.9%
Vietnam S4805 6.2%
Yugoslavia 29008 3.3%
Lebanon 27727 3.1%
South Africa 20446 2.3%
USA 19748 2.2%
ltaly 18340 2.1%
|Greece 17554  2.0%
Philippines 15604 2.8% {conl.)



{cont.)
ountry of Origin Number  Percentage

UK and Ireland 27586 29.7%
8690 9.3%

New Zealand 6867 7.4%
4129 4.4%

4095 4.4%

4074 4.4%

2758 3.0%

2735 2.9%

1937 2.1%

1803 1.9%

UK & Ireland 22580 19.9%
New Zealand 13580 12.0%
i 6640 5.9%
6410 3.7%

4670 4.1%

3950 3.5%

3480 3.1%

3400 3.0%

2800 2.5%

2800 2.5%

(DILGEA "Statistical Monthly” cited in McConaochie 1988, p.174
and Jayasuriya {989, p. 11)

- The overall patlern is a decline in immigration intake from the United
Kingdom and Ireland, from 46.1% in 1962/63 10 19% in 1986/87. Also intake
from Greece and Haly and Yugoslavia has declined significanily, not exhibiled in
the figures for 1982/83 and 1986/87. However, although the table shows changes
in the mix of waves of migration, even these figures do not give a irue picture of
settled populations of migrants in Australia, because they only show the top ten
source countries in each period. While UK and Ireland, New Zealand, Italy,
Greece and Yugosiavia remain the major immigrant groups, there are people of 140




different ethnic backgrounds which make up 40% of the Australian population
(McConnochie 1988, p. 175). Table 3 below depicts immigrant populations by
country of origin that in 1988 have more than 20,000 residents in Australia,

|Country of Origin June 1988 - Population ('000)

UK and Eire 1197.3
Italy 269.7
New Zealand 250.2
Yugoslavia 163.3
Greece 148.7
Germany 220
jetnam 100.3
Netherlands 999
Poland 72.2
banon 67.8
Malaysia 61.3
alta 59.5
India 548
Philippines 512
South Africa 47.2
46.8
459
45.4
388
346
29,
29.1
28.5
28,0
25.7
239
238
229
22.5
21.2
20.3

(Hugo 1990, p.80°)
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Having given a brief outline of immigm!.ion. and demographic characteristics
of Australian society, I will now turn to defining multiculturalism and the beginning
of an era when "migrants” became "ethnics”. Multiculturalism. the recognition of
pluralism and the right of cultural groups to retain their language, religion and
culiural identity, replaced the earlier assimilationist philosophy. It was introduced
by the Labor governmeat in 1973. However, multiculturalism as a concept and
ideology is not confined to Australia. It emerged in the 1970s in Australia and
western Europe where “it has been the political recogaition of multi-ethnic
societies .. which prioritises cullure over power as the main policy agenda
(Husband 1988, p. 1).

Although Grassby, the Federal Minister for Immigration and Ethnic Affairs,
during the Whitlam Labour government era, among others, had a particular vision
of a multiculiural Australia - one that frowned on prejudice and ethnocentrism and
saw an Ausiralia of the future as an ethnically heterogenecous and culturally diverse
society - this in fact has not yet been achieved (Curthoys 1988, p. 52). Research
info Australian society identifies ambiguities around policies which espouse
equality and social justice for all Australians (Foster & Stockley 1988, p. 3). It
shows the reasons for the shift to multiculturalism from the previous assimilationist
practices and policies. First and foremost multiculturalism arose because of the
recognition that the assimilationist policies had failed dismally.  This was
emphasised by the Henderson Poverly enquiry and in the high rates of return
migration outlined earlier.

However, rather than perceive the "problem” as social - it was defined as
belonging to the migrants. "Ethnicity” was created and therefore associated only
with migrants, The term "ethnicity” is usually used to : a
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define group membership in a ‘shared culture’ such

as language, customs and institutions ... [it] may

become a basis for national separatism or political

subordination ... [the} ambiguity of ... definition of

ethnic group reflects political struggles of a society

around inclusive or exclusive group membership

(Abercrombie, Hill and Turner 1984, p. 90).
Migrants then became categorised as the "other”. Because of their culiural diversity
which was foreign to the Australian "norm”, it was their disadvantaged nature that
prevented them learning English and assimilating successfully into the Australian
lifestyle (Curthoys 1988, p. 52, Husband 1988, pp. 2-7).

By creating a superficial ethnic homogeneily, policy makers camouflage the
exisling power, statis and class structure of society. As power is mainly in the
hands of the ethnic majority, the maintenance of existing exclusionary and
discriminatory practices cza be easily carried on. In fact this is one of the major
criticisms of the "multiculiural society” conceptualization.  Encel (1981, p.15)

states:

It is also clear that ethnicity can be exploited as a
manipulative device if it is used as a high-falutin’
label for minor forms of cultural diversity, cut off
from the world of class conflict, divergent interests

and power struggles.
. In addition, Curthoys (1988, p. 53) asserts:

The multicultural positi~.«. has served 1o convert
the self-perception of many Ausiralians of
British descent from unselfcoasciously
'Australian’ to aggressively ‘Anglo-Australian’,
as members of a distinct ... mejority.

Multiculturalism, as a perspective has crealed an image of a 'public ethaicity’
atached to minorily groups. By associating members of these groups with
country of origin it has imposed a homogeneity on individuals who are much more
likely to be heterogeneous. [t has created a conflict and tension which places
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‘ethnicity’ in the category of the ‘other’. At the same time, il has glorified the
image of 'national need’ which has served to construct an ‘imagined communitly’
where Australian homogeneity and unily is aligned with Anglo-Australian ideatity
(Beckett 1988, p.191, Curthoys 1988, p.58)

The Hawke Labor governmeni launched its Natiopal Agenda for a
Multiculfural Australia in 1989 espousing three policy principles cultural identity,
social justice and economic efficiency (Office of Multicultural Affairs (OMA)
1989, p.vii). At the same time policy-making responsibilities were shifted and
new struclures esiablished. Some of these were :

* The Office for Multiculiural Affairs (OMA) was relocated
from the Depariment of Immigration and Ethnic Affairs
(DILGEA) to the Department of Prime Minister and
Cabinet.

* The National Office of Overseas Skills Recognition
(NOOSR,) replaced the Council on Overseas Professional
Qualifications (COPQ) and was placed under the
portfolio of Employment Education and Training.

* Under the portfolio of Community Services and Health,
the Australien Institute of Health was to conduct research
into the needs and status of NESB people. Other priorities
were improvement of access to health services of Aboriginal
and migrant groups, consumer education programmes in
languages other than English, and the {otal involvement of
local and state governments in addressing communily needs
(OMA 1989, pp. 24 -35).
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At the same time, the Minister for Employment Education and Training
announced a Migrant Skills Reform Strategy (Dawkins 1989), The National
Advisory Commitiee for Skills Recognition (NACSR) under the chairmanship of
former R.S.L. President, Sir William Keyes, was established to examine legislation
and advise on effective ways of establishing national accreditation of skills across
all trede and professional groups and to monitor progress to achieve this aim
(NACSR 1991, pp. 25-31).  Also, Overseas Qualification Units now established
in most states now offers a "one-stop” service for clients. Progress is reported to
be occurring. Particular success has been with programmes established for migrant
nurses. It has been said that industry , trade and professional groups are acting in
the spirit of the reform processes ( M. Jones - personal commuaication - Augusl
S, 1992). The pace of this action will eot be known until a future time.

It has been found that the most disadvantaged in the workforce generally
are those with higher levels of educational achievement coming from Non-English
speaking background (NESB) countries. Although, people of English-speaking
background (ESB) achievs a higher level of aitainment, it is still somewhat lower
than native Australians. The gap between ESB and NESB groups wage rates and
degree of acceplance amongst employer groups, professional bodies and (rade
union groups is significant’. In addition, arguments that the "quality” of migrants’
skills is inferior to that of the Australian-born are increasingly being refuted by
researchers 8 Chapman and Iredale (1990, p. 41) however, point oul that:

Immigrants with no formal Ausiralian training are treated
very similarly to each other in the Australian labour market.
It doesa't seem to matter if 2n immigrant from a Non-English
Speaking Background (NESB) country has a Ph.D. or has
dropped out of high school, the wage outcomes are close to

identical, a result implied indirecily by the other Australian
literature.
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This is not to say that English-speaking background (ESB) migrants do as
well as native Australians, but that there has been a stronger tendency (o treai
NESB migrants, as being of a somewhat “inferior qualily”. Some studies still
suggest migrants and "developing” countries are not culiurally attuped to
"advanced industrial societies” like Australia (McAllister & Kelley 1984, pp. 65-
66). However, there is now considerable consensus that the "problem” lies not
with the migrant, but with the means of assessment .2 It is also significant that this
has been supported by current government policy (NACSR, 1991).

In summery, it has been shown that during approximately the {irst haif of
the 20th cealury, general protectionism was mainlained under the Immigration
Restriction Act of 1901. The posi-war years saw a mass-migrafion programme
chenge Australia from a nation of predominuntly Anglo-Celtic origin, to &
multiculiural society.  Concern began in the 19605 when large numbers started
returning home. However, it was not until 1989 (hal positive action in the form of
structural reform processes was laken. The success of this cannot yet be judged.

With the benefit of hindsight, a pattern can be identified. Multiculturalism
in the 1970s emerged afler concerns that assimilationist policies had not worked.
Although, it has existed as policy for almost twenly years, it is necessary to ask
what happened prior to 1989 producing the need for the National Agenda
announced by Prime Minister Hawke?  Did the National Agenda really arise out
of concern for migrants’ sociel and economic benefits in Australia or was it more
about the need for an economically focussed migration programme? Is the
prime resson again the high return migration rates of professional and skilled
irades-persons? When governmenis begin 10 legitimate actions on the basis of
culture, there is a need to have some degree of scepticism.
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The late 1980s and early 1990s brought an end to a bipartisan approach (o
immigration policy and mulliculturalism and a new element of "New Right”
senliment has been expressed both in (he political arena and in business circles.
Also, there have been reductions in family reunion applications apd an increase in
application fees for intending immigrants. In addition, processes applied for
weightirg of infending migrants have becomez more selective, operating on a points
system, excepl for close Family Reunion or Humanilarian categories, with
increased emphasis on the need for English skills.!®  In the Federal Budget
statement announced in August 1992, fulure migrants will be expected to support
themselves during the first six months of arrival in Australia.

Despite these contradictions, there has been ope major achievement. There
has been & realisation that the "problem” does not lie with the migrant, but with
historically-rooted profectionist practices, and moves have been made to change
these practices. However, it appears that the medical elile are set to sadl in the
opposite direction and politicians have acquiesced.  Medical migration can be
seen as an instance of overall migration patterns, but the involvement of the
medical profession in policy formation gives it a particular characteristic that sets it
apart from other professions.
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Footnotes - Chapter Three

i This was the term given to various statutes in the 19th century, beginning in *he 18608 when Victoria
enacted restrictive legislation for official contro] of migration, after which other colonies imposed similay
sanctions. In 1901, the Immigration Restriction Act enacted by the Commonwealth Pactiament consolidated

these various taws (Allbrook 1985, p.76).
2 Accounts of early migration and settlement are aiso to be found in Sherrington (1990).

3 Kunr (1975) pointed this out and, surprisingly, there is evidence that this view i still hedd in some
quarters - particulady by the medical profession. This point will be taken up further when discussing the

4 For an historical account of the Aboriginal experience in Australia, see Broome (1982), especially pp.
143-159, which demonstraies how Aboriginals were thrust into a "caste-like” sirata of society snd denied sny

basic form of human rigits.

5 Although returning migrants were from five major countries: Britain, Yugoslavis, Italy, Greece and
Germany, interviews were only conducted with three groups retuming home, Yugoslavian people who were
mainly unskiiled workers, and British and Italian of unskilled and skilled backgrounds. Professional groups
interviewed were in the main British and Italian in origin. The former relsted resscns for retum migsation to
be the non-recognition of skifls, and the latter complained of receiving lower salarics and {oss of social status,
Additionally, those with health problems cxpressed a general lack of confidence in Australian medical
services, Mainly thosc from Italy believed their doctors had morne ability to treat illncsses said in Australia to
be untrestable. ﬁmmdwag::dco;:mlortheurgmtawdlorimmﬁihmudicﬂ knowledge in

hospitals and private practice (Immigration Advisory 1973, pp. 38-39).

6 [Hugo (1990) presents a [full discussion on the various demogrsphic and spatia) aspects of

immigration, together with a review of major research undertaken in this area.
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7 For an analysis of labour market outcomes, see Chapman and Iredale (1990) and on experiences of

trade and prolcsaional groups, sce Castlea ot al. (1989) and Mitchell, Tait and Castles (1990) respectivedy,

8 See DILGEA (1987), Chapman & Iredale (1990), Ircdale (1967), Iredale (1988).

4 See DILGEA (1987) Economics of Migratiog, Proceedings of a Conference at the Australian
Nstional University, 22-23 April 1967. Various papers based on econometric studies have put forward a view
thet migraat skills have been significantly undervalued, Jomes (1587, p. 159) cxpressed the belicd "that
regression models of returns to education and overscas Iabour force expericoce make o allowance for
diffevential measurement crror, yielding lower cstimates for cthnic groups educated in cultures more distant

from the culture of Australtan inatrtutions”.

10 Thosc allocated bonts points for skills in short supply enter under Occupations in demand category
(OCS). At present there are only four occupstions in demand. Otbers enter under the Independent &
Concessional categories where points arc given both to Eoglish ianguage skills and educational qualifications.
Other means of entry are (1) through the Employer Nomination Scheme (ENS) where contracted employment
is prearranged and the job vacancy is unable fo be filled in Australia; (2) through the Family Reunion (B)
category, sisters and brothers enter, but who are subjected to the same selection criteris as are other migrants;
(3) through the Business Migration category where a large amount of capital (approximately $500,000) is
required, More recently, increased weight has been given to Eoglish Language Skills as & preferred

prerequisite.
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CHAPTER FOUR

AUSTRALIAN MEDICAL PRACTICE. AND THE EXPERIENCES OF
QVERSEAS TRAINED DOCTORS : 1860 - 1978

Early 19t century medical practice in Australia was carried out by
medically qualified doctors from the United Kingdom and Ireland and a minority
entering from other countries. "Unqualified”, according to the 1861 Census, were
Chinese and Aboriginal practitioners and homeopaths. Chemists also operated
individually in dispensing medicines (Willis 1989, pp. 41-44).  This chapter firstly
describes the historical development of the medical profession and secondly, puts
il into the context of immigration policy relating experiences of refugee and migrant
OTDs.

British doctors in Australia were not the prestigious graduates of Oxford or
Cambridge, but males who were in their early and mid-careers and had found it
difficull to compete with an elitist profession in England. Very few were general
physiciaps, the majorily being surgeons or surgeon-gpothecaries (ibid, p. 41).
Medical practice in the first half of the 19th century was not always lucrative.
Bankruptcy was not uncommon., Competition not only between "qualified” and
"unqualified”, but also between “qualified” practitioners somefimes erupled in
physical violence (especially in the Gold Fields in the 1850's in Victoria)
Consequently, medical expestise lacked public confidence (ibid, pp. 36-41).

On the other hend, Willis (1989, pp. 39-41) slales that some doctors, for
example, Lindeman and Penfold, undertook mne-n:klng or some such "hobby”,
as well as continuing to practise medicine. Others left medical practice altogether

and bzcame squalters (or a landed aristocracy).
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The Medical Registration Act was enacted in 1835, although it was not
immediately effective in stopping the practice of "unqualified” practitioners, . The
N.S.W. Medical Board was established as its administrator. The Act (after an
English Act) set out {0 define the "legally qualified” as being graduates of certain
universities in the United Kingdom or Ireland. The Act was passed more for
reasons of maintenance of state legitimacy for coroner's inquests, rather than aimed
at helping medical practitioners secure economic advantages. However, by 1858
it was further amended to become legally obligatory for medical practitioners to
become licensed (Allen 1989, pp.255-256, Sax 1990, p.270, Willis 1989, p.47) .
Nineteen bodies - with only some beiog of a high standard - began operation (o
control licensing (Allen 1989, pp. 255-256).

Willis (1989, p. 46) points oul that from the very beginning there were
ideologically opposed groups to the question of registration. He states:

the most important of these was the ideology

of ‘laissez faire’ individualism which ran counter

to the notion of restricling economic activity in the
heaith arena to those who were 'duly qualified’ (ibid).

Crichton (1990, p. 17) also refers to entreprepeurial medical practice as
intent from the beginning on keeping out "quacks and foreigners”, Collins (1985
cited in Crichton 1990, p. 17) states that the underlying Australian ideology is
"Benthamite”, Bentham being an anti-collectivist who preached utilitarianism,
legalisation and positivism. This enirepreneurialphilanthropic nature of medical
practice was fuelled by an underlying Protestant ethic which could justify defining
some groups as "inferior beings"!. The emergence of Social Darwinism during the
1850s helped to give this belief its "scientific” base.

The main point to be made about this era is that pot all medical practitioners
shared the same ideology. However, by 1880 a medical elite emerged which
drew on Sritish institutions and traditions, linking itself to education and politics.
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This medical elite became the "militant vanguard™, reflecting a higher class and
slatus group. Other medical practitioners were largely drawn along behind them,
with or without their full consent . The medical profession today still retains this
duality (Willis 1989, pp. 46-60).

By 1886, a demonsirated knowledge of surgery, medicine and pharmacy
was required as a requisite for medical practice. The British Medical Association
(BMA) since its inception drew on the prestige of its association with royally and
wealth. From its commencement, the association was inient on granting political
power {0 a selecied group of practitioners and withholding this from others: thus
forming an exclusive membership (Allen 1989, p. 256-257).

Medical knowledge also became bhistorically linked to British traditions
following the biomedical model in which knowledge was acquired through
scientific research.  Despite the fact that Australia lacked initial resources, the
arrangement of knowledge, organization and distribution were similar to British
modes of practice: "teaching hospitals/university based medical schools at the top,
specialists without research commitments next and general practitioners last”
(Crichton 1990, pp. 204-205). A Royal Commission on Heafth in 1926
recommended that the government's responsibility should be for the provision of
the less wealthy, while medical practitioners should control the private sector. The
traditionsl mode of payment was established as “fee for service”, the ideological
lynch-pin of contemporary debates. Complete professional autonomy was
established by further legislation enacted during the 1930s (Dansel 1990, p.21,
Willis 1989, pp. 79-81).

The structure of the health system which operated since 1950 was dictated
by the Australian Medical Association (AMA) working through the Minister of
Health, Sir Earle Page, who was later succeeded by another medical practitioner.
During this time private medical and hospital insurance organizalions played a
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major role in most boards' membership constituling medical practitioners. Also,
until 1963 biomedical research opirion represented that of the Australian Medical
Association (AMA) and not of the medical researchers (ibid, p.123).

Until the 1970's, therefore, both government and medical practitioners
shared a common "laissez faire™ ideology with medical practitioners in control of
the private sector and research. = However, since the 1940s in light of British
medical practlitioners’ experience, a resistance to any form of *"pationalism™ and
fear of socialist policies remained a threat in the minds of Australian medical
practilioners.

This has produced a particular socio-economic profile for doctors. Encel
(1976, p. 113) states that since 1923 there have been at least thirty slate and federal
politicians who were medical practitioners, ten of whom held various portfolios.
He points oul that medical practitioners start earning a maximum rate over the age
of forty, and relain this status for al least a frirther fifteen years. In the 1970s, the
salaries of orthopaedic specialists were about five times more than the average
general practitioner oper:. ‘o~ ~mivately.  In contrast, dentists and architects have
their peak at over fifty. whilz lawyers peak between the ages of fifty and {ifty-nine.
Encel (1976, pp. 122-123) states :

Australia is almost unique ... (he social position of medicine
is highest of any - extends to the realm of political decision
making particularly in regard tc health and welfare.

Although "medical dominance™ grew in other countries, it was never
stronger than in Australia:

Doctors were able to get the Constitution changed to protect
their position and hold off accountability for public mopeys
until 1968 - and have been fairly effective since then
(Crichton 1990, pp. 204-205).

Survival of the entreprencurial/philanthropic nature of the medical

profession is also seen by some not to have altered much since convict days when
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Australians were particularly parochial fowards minority groups, lacking
consideration [or Aboriginal people, the poor and ethnic minorities (Crichton 1990,
p13). The way to independence, high social latus and success was via
entrepreneurialism, while there were limitations placed on what philanthropists
were willing to do to provide aid and care for the disadvantaged (ibid., pp. 12-13).
Evans (1979 cited in Crichton 1990, p. 13) describes the convict legacy thus :

... the indigent and indigenous fell foul of those doctrines
of work, success, progress and puritanism which surtured
colonial society and which in turn, were enshrined by it.
Such colonial deviants formed a definable 'group of
despised inferior beings’ ... a ‘caste’ apart. Despite
substantial alterations in the political and economic
struciure between convict days and world war years,

the survival of such moral rationalisations and
scapegoaling of the vulnerable, which was thereby
engendered, ensured that punilive patierns, emerging
originally from a convict background, altered surprisingly
little

Insu;ad of such patierns being reformed along medical
therapeutic and humaniterian lines, they emphasised a
concern for morality, discipline and physical consiraint.

The dualily of the medical profession became institutionalised when in 1969,
an agreement was made between the Gorton Liberal government and the Australian
Medical Association (AMA). The establishment of a "common fee” began a
division of interests between specialists and general practitioners, which effectively
meant that a higher and lower rale was paid for exactly the same clinical procedure.
This was further reinforced when a national body was established to maintain
accreditation for specialists under the National Health Act 1970,

From the 1970's onwards there have been continual cleavages within the
medical profession itself, with specialists viewing general practice as not a true
academic discipline and general practilioners as "failed specialists” (Gates -
personal communication - Seplember 15, 1992). Also, divisions of interests began
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to emerge belween medical praclitioners and governments. Whitlam's
introduction of Medibank was seen as a threat to doctor’s incomes. Fraser, intent
on refining and making the health care system more efficient, discovered frauduient
practices. Current government policy does not offer any incentive to private
health insurance and thus threatens specialists’ incomes. Also, events of a New
South Wales strike of medical practitioners and, particularly procedural
specialists in 1985, caused further rifts with the AMA, the government, and other
doctors' associations. This strike, together with charges made of fraudulent
practices, has undermined medical practitioners' credibility and status, as well as
what they see to be their basic economic right (Daniel 1990, pp.83-100).2 One of
the reasons may be due to the fact that in this later part of this cenlury governments
have abardoned the residualist model to health care and adopted a new philosophy
of universal rights (ibid, p. 17). However, while there may be a philosophy of
"universal rights” (o heslth care, universal rights may not take such a prominent
slance when related to medical practice. The following relates some of the
experiences of migrant and refugee OTDs.

The Immigration Restriciion Act (1901) was effective in restricting entry of
non-Brilish migranis to Australia. From 1908, however, reciprocal arrangements
existed for medical practitiorers from the United Kingdom, Canada, New Zealand
and Italy3 ( Willis 1989, p. 79). At the beginning of the 20th century, Australian
medical practitioners acted similarly to other countries belonging to the British
Empire: to control the international movement of professional labour in order to
protect the domestic market (Salter 1971, p. 67-75).

With the rise of Hitler's regime in Germany, during the late 1930s and early
1940s political and religious refugees were reiuclantly allowed into Australia.
Among these were OTDs who, under the Medical Registration Act 1858, were not
permitied to practise medicine in Australia. Because of shortages of doctors in
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rural areas, public and media attention gave rise 1o the New South Wales Medical
Practitioners Act (1938) being enacted. This Act allowed these OTDs to practise in
rural districts, with a proviso that deregistration would occur if they did not remain
in their locations.  Shortages in rural areas were so critical that the government
offered doclors a guaranteed income of one thousand pounds per year?. The
following extract from a letter to the Medical Journal of Australia in 1939 was
indicative of atlitudes which Kunz (1975) states were to persist throughout the

post-war years:

Sir: In atime of national crisis we as a profession are
engaged in atlempting to safeguard the welfare of those
of us who will make sacrifices to serve.

The object is worthy, and is one pursued olberwise by
ceriain reputable private firms. But af this very time there
arises a clamour that refugee aliens be registered ostensibly
to serve outback centres where after paying living and
professional expenses the incumbent will find himself in
the affluence of a less than basic wage.

Firstly, Sir, are these refugees trained to our standards

in general medical work? Also, will they stay in

these unattractive locations? | am sure not. And, will
the adminisiration of the machinery devised to keep
them there succeed or not suffer from being tampered
with? Again, | am sure not. The present agitation will
again raise its head to grant further licence, or else

the newcomers themselves will deliberately circumvent
the restrictions in some other way. Indeed, I would ask,
how many cases have already arisen in which these aliens
have flouted the law by surreptitious practice?......
(Maxwell 1939, p. 919).

This letter questions quality of care and demonstrates the high moral
overtones of a view held by one of the medical profession at that time. ~ Although
it might be said that one person's viewpoint cannot be generalised, the style of the
argument, for example, misrepresentation of some facts, assertions of suspicion,

distrust, and of unsafe medical practice, as Kunz (1975) asserts, are historically
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repelilive at the time of his study. In 1991, arguments against OTDs may have
changed in some form, but not in substance, It will beconie more evident later that
these, plus other factors such as medical workforce issues and oversupply, are
part of strategies embedded in these early 20th century practices, when medical
elites reinforced their status by establishing their links with medical colleges.

The first Australian medical school established in Melbourne in 1863 had at
its helm a medical practitioner/ zoologist, a Professor Halford, who instituted "a
new direction in medical training”. The 5-year course comsisted of one half
biology and basic science, while the second half was more clinically oriented, This
decision predated the model being adopted in the United Kingdom where in 1894
they changed direction and replaced “the traditional” medical school.  Iredale
(1987, p. 122) asseris after Barreti (1940) that a "myopic” approach to Australian
medical training compared to overseas training models stems from the "momentous
decision to include biology™. This would seem to indicate that historically,
Australian medical training has set itself apari from other couatries as being a leader
in its field.

In 1938, only Adelaide, Melbourne, Sydney and Queensland had medical
colleges. The requirement to take university training was legislated under the New
South Wales Medical Practitioners Act (1938) with the proviso that only eight alien
doctors per year could be registered on completion of (he course. When in one
year 13 were able to complete the course, there had 1o be a ballot to decided who
could be regisiered. The Act was amended in 1950 (o omit the clause (Iredale
1987, p. 121). However, one doctor it seems was advised 23 years after the
completion of his course that he could in fact become registered (Kunz 1975, p.
48).

On the other hand, there appeared 10 also be certaiu loopholes which

allowed Medical Boards to waive requiremenis for those deemed acceptable.
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These powers were used to a limiled extent. However, during the 1940's, the
most usual means of obtaining registration was by undertaking a minimum of three
years university training (Iredale 1987, p.121). In the post-war years, there were
over three hundred doctors among refugees from Displaced Persons' (DP's)
Camps. Some of these OTDs had posi-graduate qualifications and many had
worked through the war and later in the European refugee camps. Personal files
and a professional medical register was prepared by the International Refugee
Organization (IRO) and given to Immigration authorities. These files were never
handed over o Department of Labor and National Service officials, who were
responsible for arranging employment, because they were deemed of little value.
Personal files of other professional groups also met with a similar fate (Kunz 1975,
pp. 20-27). It was impressed upon new arrivals by a District Controller at
Bonegilla that:

... all newcomers are labourers and all European professional
degrees are in Australia of no value as such documents can be
bought on the black market in Europe. Therefore there are no
doctors among the newcomers (ciled in Kunz 19785, p. 27).

Kunz (1975) refers to the AMA's deliberate public campaige which set out
to discredit the OTDs, who were requited by the Commonweaith to work out their
"contract” of two years in unskilled occupations . The "contract” was like a two-
yea'rs’ indenture so that migrants and refugees could make their economic
colribution to Australia. (p. 27, pp. 112-115). Although this practice has long
been discontinued, one wonders whether in some quarters the belief still exists
that migrants have to pay a duty to Australia. If such a belief exisls, then it would
follow suit thal migrants would be expected to go through an initiation ceremony
by undergoing a ritualistic rite of passage, such as workiog in low-skilled jobs and
retraining (o Australian standards before they become 'accepted. This may be one
element of the AMA/AMC's ideology influencing the examination procedures.
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Oune of the avenues for practising medicine afforded to DPs was five-year
conlracts in New Guines, after which they could seek registration. Others took up
contracts in Antarctica, but after return could only be registered in Australia by
undertaking at least three years' university training. (Kunz 1975, p. 27, Gordon
1990, p. 5). Out of approximately 300 of these doclors, one -third were never
able to work in their profession while others spent a third of their working life
studying and working at menial tasks before they were eventually registered.
Martin (1978, p. 173) refers to the AMA as "definers of reality” who were rigid
and inflexible towards overseas doctors and to migrani bealth needs. She states
that a consequence of the AMA's actions was the growth of a system of illegal
unqualified persons who exploited their own country-people.  Statistics at that
time indicated that there wers 13 doctors, 44 nurses and 4 social and welfare
workers to the total immigrant population. She points out that there was

no obvious way in which interests of the profession would
have been advanced had it assumed any active inlerest in
migrant health care and at least on the question of
recognition of overseas trained doclors, it is clear that
doctors believe their interesis would have been actually
damaged by any concession to migrant interests (ibid, p. 179).

It becomes evident that during this time there were some differences across
states in regard o acceptance of OTDs. Saiter's (1971) research concentrated on
Victoria between 1850 to 1966 . Saller found that the most uafairly trealed were
refugees and displaced persons (DPs). She pointed out that during the period
studied, thirty-one percent of OTDs were a "migratory elite”. Although she states
that discrimination was uaquestionable, she also states that there appeared to be no
- prejudice against the overseas qualified when there was a shortage of doctors, but
feels that it may have "crept in” later This she cites as a fact which m:jty therefore
weaken the charge of "protectionism” (Salter 1971, pp. 67-75). However, this is
also indicative of the degrees of variation in practices which occurred within
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different States and the ambivalence in attitudes and rules about whether or not
qualifications would be accepted. One of the main reasons that the DPs in
particular fouad it so difficult was that Australian medical practitioners at that time
were mainly geperal practitioners, while many DPs had postgraduate degrees and
were specialists. Kunz slates that the status of Australian doctors was threatened.,
as they were required to go overseas for further training (Kunz 1975, p. 39).

Several arguments and counfer-arguments about the registration of DPs are
almost identical with those put forward in the 1990s. For example, one raised
questions about standards, coniending that those being denied registration in
Australis would not be likely to obtain registration in other countries. However,
although other couniries had mechanisms in place to restrict competition, barriers
in Australia against refugee doctors were more restrictive. In the United Kingdom,
Europe and the United States of America, foreign doctors and refugees could find
positions in hospitals and institutions. It was more difficult to oblain registration
for private praclice, but this was achievable. The argumeat that conditions of
registration in Ausiralia were lhe same as other developed countries could not
therefore be sustained. A second argument was the assertion that all O0TDs must
have a good command of English. However, the language argument could be
applied in reverse on the basis (hat an immigrant has a basic human right to be
treated by a doctor who can communicate with him/her. Tke final argument was
that OTDs congregated in the cities, but DPs were forced lo begin medical practice
in Australia iz remote locations and many stayed there after their contracts expired
proving that they were more willing {o remain in country locations than some
Australian practitioners (ibid, pp. 65-67).

Public campaigns in the 1950s about rural shortages brought two results: 1)
the expansion of the list of automatically acceptable qualifications, and 2) the
introduction of legislation to provide qualifying exams for those whose
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qualifications were nol acceptable. -~ A Bill was inserted in the Medical
Practitiorers Act of New South Wales to ensure that sfter five years licensed
praclice in rural areas suitable practitioners could be assessed for regisiration by a
selection panel of Medical Board representatives and Sydoey University
examiners. Others sat examinations, but during 1955/1956 only twenty out f
sixty passed (Iredale 1987, p.122). The medical professions at the time was
conirolled by the AMA, the Medical Boards and the Medical Colleges (Kunz
1975, pp. 4546). A political debate ensued. Mr Sheshan, the State Health
Minister was frustrated with the Medical Board's uncooperative stance.  He
passed another Bill through parliament {o allow the Minisiry of Heaith to overiurn
Medical Board decisions. In 1963, the Medical Act was again amended to allow
three years supervised hospital practice, following satisfactory completion of an
oral test, for those with qualifications not automatically accepled. The Exam
Committee consisted of Dean, Faculty of Medicine, Medical Board representation,
and a regislered person nominated by the Minister (Iredale 1987, p. 123). Iredale
siates that this test was “subjective and not opea to public scrutiny” (ibid).
Barrett (cited in Dewdney1972, p. 270) stated in 1940:

While registration laws have the important function of
safeguarding the public from incompetent practitioners,
and some State Boards quite justfiably require
holders of certain overseas qualifications to complete
a period of supervised hospital practice before granting
full registration the use of regisiration laws as a means
of securing the services of overseas qualified practitioners

for general practice in remote areas where Austratian

uates are unwilling (o wark appears to be open to

question.

Since the eariy 1960s there had been prediction that from 1963 to 1975
Australia would not produce sufficient graduates o meet national demands and that
17 per cent of the medical workforce should be obtained from overseas (Last 1964
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cited in Iredale 1987, pp. 118-119). During the years 1963 to 1975 migration was
used to meet workforce needs. Restrictions were lifted somewhat, as reciprocal
arrangements were exlended to those countries recognised by the General Medical
Couancil (GMC) and between the years 1971 and 1978 migration remained at a high
level. With the cost of training of a medical practitioner then at $50,000 per
annum, this represented a considerable intake of "human capital” (Iredale 1987,
p-119). However, reciprocal arrangements began to be dismantled when, by the
mid-1970s, the AMA began to express fears of oversupply and started to
pressure the government {o not only reduce migration intake, but also to reduce
local graduate intakes (ibid. p.120). Table 4 on page 56 shows the automatically
registrable qualifications that existed in 1970 and which were progressively
dismaatled before the decade’s end, even though at that time there was a move fo
non-discriminatory selection process in general immigration policy.

From the early 1970's qualifications from the Indian subcontinent were the
first to be removed. Later remaining Commonwealth countries were removed
and then the remainder (Human Rights Commission 1991, p. 44, Iredale 1987, p.
124). The states moved at independent rates and the outcome was an increased
dependence on hospital practice means of assessment (Iredale 1987, p. 125).
However, by 1978, the only avenue open for recogaition was through Australian
Medical Examination Council exam (AMEC), which tn 1985 changed to Australian
Medical Council {(AMC), and which had then established itself as a national body
for accreditation of OTDs. _

Although, the medical profession was the first lo establish an examination
procedure for OTDs which would be recognised by all State Medical



Table 4
Ov edical Qualificati i istrable
by State or Territory 1970 and 1989
Country of State or Territory
Qualification NSW ACT NT QLD SA TAS VIC WA
United Kingdom r R R R R R R R
New Zealand R R R R R R R R
r R R R r R R R
r r r r r R r
r r r r r R r r
r r r r r r r
r r r r r r r
r r r r r
r r r r r r r
r r r r
r r r r r r
r r r r r
r r F r
r r r r
r r r
r
r
r
r
r

R = registrable in 1970 and 1989
fr = registrable in 1970 but not in 1989

(Human Rights Commission 1991, p.44, Iredale 1987, p. 124 (updated)) °

Boards, this did nothing to alleviate differences in accreditation criteria for
postgraduale qualifications or problems of geographic mobility between states.
Allsop (1970, p. 284), a doctor from the United Kingdom, in a letter to the Medical
Journal of Australia describes the situation al that time :

As one who has practised in South Africa, as well as in

England, and enjoyed the convenience of a medical
registration which enables one (o practise in any area
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of the coualry, 1, (oo, am at a loss to understand the
confused and old- fashioned systems which obtain here,
and which are a relic of a bygone era.

Being interested in the possibility of practice in Queensland
at one point, I had the expense (not tax-deductible) of flying
{0 Brisbane, to attend, in person, one of the infrequent
meetings of the Board, although I was already registered

in South Australia and New South Wales. With ail the
paraphernalia of pholographs and fingerprints, one feli
more like a convict than a doctor!

One cannot, as in other countries, register before arrival

in several states; where one has, in addition to appear
personally, one may have to wait a month before being
allowed to practise - leading to considerable inconventence
and a loss of earnings to immigrant doclors.

It is high time that the States got together, and that a new
registration body at Commonwealth level, on the lines
of overseas bodies, was formed. This would also
eliminate the anomaly of certain postgraduate
aualifications being registrable in one State, but not in
another, as well as solving the dilemma of those doctors
who live near the border and who must needs register
in iwo States and practise under different laws! Broken
Hill is one example, where an area linked in practice
with S.A. is geographically in N.S.W. As doctors from
South Australia go to Broken Hill to do a few weeks’
locums, they have all the inconvenience, delay and
expense of re-registering.

I would add a strong plez to that of Dr Cooke for a
Federal licence to practice medicine, in this
space-age Australia.

If these were indicative of the problems of those whe¢ were automatically
regisirable, they were nothing compared to what others not automatically
registrable had (o face in the decades (o come. While State Medical Boards untl
the late 1970s had their own licensing laws and examination procedures for
recognising overseas qualified skills, the selting up of the Australian Medical
Examining Council (AMEC) in 1978 was in effect to be a much more indirect
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means of regulating the influx of OTDs and also limiling the avenues open to
practise. Except for those under reciprocal agreements, other OTDs no loager had
the benefit of entering directly into the hospital system . bul were faced with an
more expensive and rigid system of examination without the prior advantage of
interaction and gaining local knowledge of medical practice.  This had the effect
of limiting entry into medical practice of OTDs not uader reciprocal arrangements.
I also led to a huge influx of short-term visa entries being granted to supply the
kospital system with medical practitioners, while Ausiralian resident OTDs, mainly
from NESB countries, were either unemployed or underemployed.

In summary, this chapter has described the historical emergence of the
medical profession with the medical elite dominating in education, the political
sphere an accreditation of OTDs. The particular experiences of refugee and
migrant OTDs have shown that where the medical profession could not direcily
influence limitations to entry of OTDs, as in the case of the rural doctors, on the
other hand they have several means at their disposal, through the State Medical
Boards, Medical Colleges and the Australian Medical Association, to successfully
influence entrance into their domain. Instead of the medical profession of modern
Australia becoming more flexible and outward-looking, as time passes the
rigidity and  restrictiveness is  increasing. This is the subject
matter which will be discussed in the following chapter.
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Dickey (1987) amply illustrates this point. Dickey traces medical refief for the poor from 1890 and
discusscs tensions and struggles between the medical profession and the state around selectivity and
universalism from 1916 to 1950, debates about which he states were to reverberate time and time again (pp.
102-108). Women's studics - such as Summers (1975) especially pp. 244-247, and Roe (1988, pp. 1-19)

cmphasise the vulnerability of women and women's health, cven though some women became doctors.

1t is not poasible to present a full discussion on health care issues. A historical account of health care
administration between professional interests and governments is o be found in Crichton (1990).  Daniel
(1990) alsn preaenis a comprehensive account of divergent situational and material interests within the medical
profession, centred around the New South Wales strike in 1985. Willis (1989) also relates a social history of

medical dominance in Victoria in relation to medical praciitioners and other ‘allicd’ heaith professions.

These were countries which at that time allowed reciprocal registration to Australian graduates.
Iredale (1987, p, 121} states that in 1939 in New South Wales, countries under reciprocal arrangements were
New Zcaland, United Kingdom, South Africa and Italy. However, NS.W. [cgislation provided for the

registration of ather OTDs provided they worked in rural areas,

4 - Exat figures for professional wages during this period is not known.  However, since 1907 the
basic wage was established through the Arbitration Court at Tweo pounds two shiilings per week (or
approximately 110 pounds per year). After 1937 the Court changed its perception of what was viewed s
“"basic” according to the state of the economy. By 1953, there had beei a 50 per cent rise in the basic wage
since 1911, and the minimum basic wage was over twelve pounds per week or about 624 pounds per year
(Shaw 1955, p. 284) It probably could be estimated that professionals would be paid around five times the

basic wage which would give a ftgure of around 600 to 800 pounds per year.



As (rom 1§ January 1993, only qualifications from New Zealand will be automatically registrable. At
the time of writing the Western Australian Medical Board cannot conlirm this as the announcement by the

Australian Medical Council was made before legislation was amended.
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CHAPTER FIVE

MEDICAI MIGRATION

Growing concerns about the non-recognition of overseas qualifications
generally, and also the issue of medical workforce projections and requirements

have led to several government enquiries. These are :

* The Commiiltee of Inquiry into the Recognition of Overseas
Qualifications - 1983 (Fry Committee, Commonweaith)

* The Commiliee of Inquiry into Medical Education and
Medical Workforce - 1988 (Doherty Committee,
Commonwealth)

* New South Wales Committee of Inquiry into Recognition
of Qverseas Qualifications - 1989 (Fry Commitiee, New
South Wales)

The first two inquiries were commissioned by the Federsal government, the
first by the Minister for Immigration and Ethnic Affairs and the other by the
Minister for Health.  The third was commissioned by the New South Wales
governmeni in response to a proposal pul forward by the Ethnic Affairs
Commission of New South Wales (Iredale 1988, p. 6). However, despite these
inquiries, the siluation in Australia for OTDs has nol improved.

This chapter will outline the role and function of statutory bodies involved

in the accreditation of OTDs, discuss the components and impact of medical
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migration, and describe how the Doherty Committee has confused (he problem of
medical assessment with medical manpower requirements. This chapter will also
describe that the processes involved in accreditation of OTDs impose mechanisms
of soctal closure, as they constilute unfair and discriminatory practices which create
social and financial barriers to effectively deny many NESB OTDs the right to
practise medicine in Australia.

The delay of almost a decade while these inquiries were in progress caused
a backlog of about 1,000 OTDs! who had been unable to gain accreditation in the
early 1990s. This was the subject of a Human Rights Commission report and a
Bureau of Immigration Research study of OTDs in Victoria, produced in 1991 and
1992 respectively. The Human Rights Commission (1991, p. 9) states :

... despite the considerable resources spent on the major reviews,
some of the key matters identified by the first of these (the 1983
Fry Committee), such as the provision of bridging courses for all
overseas trained doctors, have still not beea adequately addressed.
Indeed, the apparent preoccupation with reviews has diverted
altention away from the difficult issues and avoided the need for
hard decisions to be taken on the vexed question of relative
priorities of resources.

Issues can be more easily understood when discussed in the context of the
various registration bodies involved in the assessment and accreditation of OTD:s.
MOugh AMEC/AMC has been sel up 1o examine OTDs and all Siate Medical
Boards recognise the AMC exams, no national uniform sysiem for accreditation of
medical practitioners exists in Australia. State Medical Boards have always had
different rules and procedures for granting coanditional, provisional or temporary
registration (Carter 1987, p. 62, Report of Committee 1983, pp. 128-129)2. State
Medical Boards also differ as regards their degree of autonomy. The exient of
direct state control over election of board members differs greatly because of the

different provisions of legislalion under which boards have been established



63

(Dewdney 1972, pp. 92-112, Report of Committee 1983, p. 128). For example,
New South Wales and Victoria have a more centralised system of state
adminisiration and the Medical Board, especially in New South Wales, is made up
of representatives of public interests outside of the profession, as well as medical
practitioners (Dewdney 1972, p. 108). In contrast, in other states, State Medical
Boards are given complete autonomy and control in determining terms of reference
for entry (Carter 1987, p. 61-63). Carter (1987, p. 63) states:

From time to time, exercise of such functions
are a basis for charges of elilism and
discrimination levelled against Boards.

All Boards recognise the AMC exams and these are in effect a mechanism
devised for delegation of authorily by State Medical Boards. A national exam
process is conducted on their behalf to examine OTDs3 except those from
countries under reciprocal arrangements before AMEC was established, although
these OTDs have no portability of qualifications. A move to another Stale would
mean either retiring from practice or sitting for the AMC exams®. The role and
function of State Medical Boards are to advise the public which practilioners have
achieved a certain standard to use a registered title. It is not a "guarantee of actual
competency” (Carter 1987, p. 61). For example, a new graduate would not
demonstrate the same clinical judgement and expertise that only develops with
years of experience., On the other hand, annual renewal of registration does not
depend on the development of skills or any test of "compelency”, the only
requiroment is continued payment of fae in absance of any evidence of malpractics.
In the event of a change of regulation, such as is occurring under the present
Vocalional Guidance Scheme for medical practitionerss, there is what is called a
"grandfather” clause which allows a time-frame for meeling new requirements.

(Carter 1987, pp. 61-66, Howe 1992, pp. 1-2).
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In contrast, since the 1930s, OTDs have been principally assessed on their
primary qualifications, that is the regiopally based institution from which they have
altained their basic medical degree, Bachelor of Medicine and Bachelor of Surgery
(MBBS) (Iredale 1987, p.121). In other words, neither experience nor post-
graduate qualifications whether in the United Kingdom, United States or any other
country are taken into account. For example, in Australia, specialists become
accredited when they become a Fellow of the particular specialist College from
which they graduate, while general practitioners are now officially recognised by
the government as more highly qualified when they become a Fellow of the Royal
Australian College of General Praclitioners (FRACGP).  However, Kidd and
Braun (1992, p. 10) state that even those OTDs who had undertaken a course of
specialisation in an Australtan medical college and graduated by becoming Fellows
of the Royal Australian College of Surgeons and Ophthalmologist have been
forced Lo st or the AMC exams, because their primary qualifications are not from
British-based wsifesein =~

State Medical Boards are able to register OTDs without temporary resident
visas or without residence qualification. However since 1985 only those persons
with permanent resident status are eligivle to sit the AMC exams (Committee of
Inquiry 1988, p. 422).  State Medical Boards of Queensland, South Australia,
and Western Australia have legislation for registration of specialists, which
enables them to scrutinise experience and qualifications (Committee of Inquiry
1988, p. 344, Commonwealth Department of Health 1987, p.38).

It can be seen that the discretionary powers of the State Medica! Boards
allow them to regisier some OTDs to practise in Australia where the need arises.
while others are forced to wail until they pass the AMC exams.  Although
experience of Australian doctors is recognised, there is litle or o

acknowledeement of experience or specialist qualifications. The fact that an
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OTD’s primary degree has been accepled by a Specialist College in order to gain
specialist accreditation and then rejected by the National Specialist Qualification
Advisory Commiltee (NSQGAC) is one of the many anomalies that arise.

NSQAC is a national body set up to meet requirements under health
insurance legislation.  All states work under the crileria established by the
NSQAC for accreditation of specialist qualifications. NSQAC recommend which
fields should be registered as specialties and which posigraduate gqualifications
should be recognised. A recognised specialist (i) is able to cleim a higher rate of
scheduled fee under Medicare, (i) may satisfy cerlain fegal requiremests under
State legislation; (iii) is able to gain accessibilily to various facilities (Commitiee of
Inquiry 1988, pp. 292-293, Commonwealth Department of Health 1987, p. 38).

However, as with State Medical Boards, no nationally uniform system is in
existence for accreditation of specialties. The Doheriy Committee (Commiltee of
Inquiry 1988, p. 344), Recommendation 9 (i), recommended :

that NSQAC, AMC and Stale Medical Boards consuli o
develop a national policy on accreditation and collection

of statistics, about specialties, specialty qualifications and
specialists.

Nevertheless, unless OTD qualifications are acceptable to NSQAC,
specialists must sit the AMC exams (ibid, p. 447). The National Council of Health
Organizations (NCHO), i its submission to the Doherty Committee, was critical of
NSQAC. The NCHO stated that the membership of NSQAC reflected the
"incetrial and economic power it wields” (ciled in Committee of Inquiry 1988, p.
330). it recommended that the membership be broadened (o reflect the public
inferest and bring specialist accreditation more in accord with community needs.
It was: of‘\llhe' opinion that there were deficiencies in services in public health fields,
such as epidemiology (non-FRAGP), accident and emergency medicine,

geriatrics, palliative care and infectious diseases. It asked the Inquiry to reflect why



“very specialised” experlise was not considered such as in the areas of
occupetional health, community health, women's health (holistic) and ethnic health
(including Aboriginal health) (ibid, pp. 340-342).

In short, although NSW has established special conditions for registration of
specialists (Human Rights Commission 1991, p. 46, Iredale 1987, p. 125.), in the
main specialist praclilioners whos2 primary qualdications are not recognized by the
National Specialist Qualification Advisory Committee (NSQAC) are unable to gain
automatic registration and are requirc to sit the Australian Medical Council (AMC)
exams. However, as from 1 January 1993, legislation is 1o be ameaded (o allow
specialists whose primary qualifications are not recogn’sed to be assessed by the
relevant Specialist Medical Colleges, in order to gain registration (0 practise only in
the specialty trained. The exact details of this are at present being finalised
(Australian Medical Council 1992, p.6). Itis assumed thal there may be practical
difficulties because of the limited range of specialties at present acknowledged.

[t was mentioned in chapler three that the Council for Professional
Qualifications (COPQ) was established in 1969 in response lo & need to investigate
accreditation procedures for overseas professional and trade qualifications. The
inconsistencies which existed in procedures for medical registration and
accreditation caused COPQ to firstly direct its attention to medicine. In 1974, a
COPQ Expert Panel in Medicine was established to consider :

the compilation of a uniform list of qualifications considered
suitable for immediate registration; ihe introduction

of exam procedures for holders of other qualifications;
methods for accepting eminent medical practitioners

from overseas without further examination, and

methods for considering practitioners from the United
States who did not possess the Educational Commission
for Foreign Medical Graduates (ECFMG) certificate
(Iredale 1987, pp. 125-126).
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In 1977, a Conference of Presidents of Medical Boards agreed to the
establishment of the Australian Medical Examining Council (AMEC) which came
into being in June 1978.  Legislation in Queensland, the ACT and Western
Australia was not amended until 1980 to acknowledge recognition of the AMEC
cerlificate (ibid, p. 126). In 1985, AMEC became the Australian Medical Council
(AMC). The AMC is independent of State and Commonwealth Governments. It
is now the national standards and examining authority for basic medical education
in Australis. The AMC's membership consisis of representatives of State and
Territory Medical Boards, the Australian (University) Vice-Chancellors Committee
and the National Office of Overseas Skills Recogailion (NOOSR) which replaced
COPQ (Australian Medical Council 19916, pp. 1-2).

The AMC examination conlains two components : (a) a multiple-choice
question (MCQ) wrillen examination, and (b) a clinical examination. Before silling
the AMC exam, candidates must have passed the Occupational English test
administered by the Nalional Languages Institute of Australia, unless exempted.
Before proceeding to the clinical component of the AMC exam, candidates must
pass the MCQ component. It is possible o sit for the MCQ overseas, but the
clinicals must be undertaken in Australia (ibid, p. 2).

Since 1989, to qualify 1o sil for the AMC exam, an OTD must (I) be an
Australian resident, or in the case of overseas applicants they must possess proof
of impending status, (ii) have completed a basic medical degree of 5-6 years
duration with one year internship amd (iii) have successfully completed ihe
Occupational English Test conducted by the Natiopal Languages Institute, As
from July 1989, documenlary:'r:élquirements of intern training is no longer required
by the AMC. However, the AMC now states that the State Medical Boards require
this proof and "may require evidence of current registration or good character

before granting registration to candidates” after passing the AMC exam (Australian
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Medical Council 1991b, p. 2). This latter factor is not stipulated in the
compendium of Professional amd Techmical Skills Recognition in Australia
published by the National Office of Overseas Skills Recognition (NOOSR)
(Department of Employment 1990 (p. 62). The AMC also has the function of
determining and recommending which qualifications could be acceptable without
exams. The Medical Act has not been amended to acknowledge this (Carter 1987,
p. 66).  These anomalies only add to confusion for, when crileria are not clear-
cut, there is room for various interpretations.

The Fry Commiltee in 1983 was critical of the AMEC mainly for the
following reasons. Thatil:

* ignores competency based on specialist {raining, and
language and cultura skills; |

[ ]

ignores responsibility for problems encountered

by overseas doctors in gaining clinical practice before

exams;

defines own terms of reference as its only responsibility

being for examinations:

* ignores associale organization's recommendetions for

review of basic educational criteria by which standards

are gauged;

ignores and does not itseif monilor changes in overseas

educational systems (Report of Commiliee 1983, pp. 137-141).
The Deans of the Medical Schools at that time had endeavoured to assist

refugee doctors to gain clinrcal cxperieggk. or access to postgraduate activities,

libraries and museums. A joint evaluation submitted to the Fry Commitiee in 1980

found results disappointing because of the following barriers :
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Inadequate preparation in English;

Lack of participant training in clinical refresher courses;

Inadequate financial support to allow full-time commitmeant;

Lack of recognition by the AMEC of social circumstances
and difficulties of overseas-trained doctors (ibid, pp. 142-143),

The main criticism of AMEC during its initial establishment was that it had
been effective in setling itself up as a licensing body without being responsive to
government policy.  As stated above, the AMC still retains this independence.
The original body was made up of representatives of the eight state and territory
Medical Boards are members of the Executive Council of the AMC, as well as two
educational representatives [rom COPQ (now NOOSR), and a representative from
the Australian Medicel Association (AMA). In 1992, the AMC - although largely
retaining the composilion of its Executive Council - has a much larger
representation of membership because of its increased function in overseeing
accreditation processes for Australian graduates, as well as that of OTDs
(Australian Medical Council 1991a, Report of Committee 1983).

COPQ was severely restricled in its terms of reference because of
ministerial direction that its services be directed to overseas professional and
skilled migrants rather than to assisting the resident population (Report of
Committee 1983, pp. 18-19). There are claims that the AMEC was effectively able
to set itself up autonomously, taking over a funclion which COPQ should have
been given in the first place.  Stutchbury (1988, p. 14), a journalist for the
Australian Financial Review, stales:

While the English language test for migrant doctors is now
being reformed, the medical profession still guards againsl
overseas competition. When the Wran Government
threatened 10 import doctors to fill NSW hospital positions
in 1983, specialist leader, Dr Bruce Shepherd, warned that
only "the dregs” would come.A key factor here is how
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professional bodies such as those for doctors have managed
to caplure the Federal Government’s Couacil on Overseas
Professional Qualifications. The capture has been largely by
default, due to COPQ’s deficieacy of resources, insufficient
Commonwealth authority and a rigorous lack of intellectual

purpose.

Iredale (1988, p. 16) also stales thai when criticisms were raised that
the AMC exam processes were not equitable, the AMC consented to a
review being conducled.  However, a medical academic, instead of an
independent  ageacy, was commissioned o conduct the review.

The initial procedures for examining OTDs had an English test as an initial
component of the AMEC exams, besides the MCQ and the clipicals. Originally,
failure in any section of the exams would require the candidate (o re-sit (he whole
exam (Report of Committee 1983, pp, 128-135).  Since its inception, rules have
been changed from time to time and so has the cost of the exams.® In 1983,
English language was separated from the MCQs. It is now tested by NOOSR
(formerly COPQ) ard costs $120 per attempt. The cost of the MCQ component
and the clinical exams are $591 each per allempt, with a limit of three atlempls
(Human Rights Commission 1991, pp. 70-71).

Until 1988, passmarks were adjusted periodically ai the discretion of the
AMC Board. Marks of 67% have al times been considered a fail mark (ibid,
p.22 ). This has been the subject of much dissatisfaction from OTDs until in 1988
an official pass-mark of 50%, was set with computerised resulls being mailed to
examinees (Australian Medical Council 1990). The expense of repealing exams
which, since 1985, have been at the minimum of $500 an attempt has resulled not
only in lost lime and increased financial burdea, but also a loss of self-esteem and
sometimes severe personal stress (Iredale 1987, p. 133-137, Kidd and Braun (992,
pp. 30-31). This has been compounded by the facl thal until recently AMC exams
were only conducted in Sydney and Melbourne (Iredale 1987, p. 134-135).7
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As announced in July this year by the Australian Medical Council, from
! January 1993, the examination criteria will change. The MCQ exams will consist
of five parts. Although the passmark remains at 50% a candidate is required to
achieve a minimum of 40% in each section before a pass-mark of 50% or over will
be recognised. There will be no limitations placed on the number of attempts for
the MCQs, but after three attempts, the candidate will receive counselling. At the
same time, a quota of 200 places a year will be set on access to the clinical
component. The limit to the clinicals will remain at three attempts, but special
counselling will be 'provided after iwo altempts. Reciprocal arrangements will
cease except for New Zealand. Those OTDs proceeding o the clinicals will be
taken from the MCQ candidates, based on merit of performance (Australian
Medical Council 1992, pp. 1-6). In effect this will mean that only the high-range
of achievers will be able to compete?®.

Candidates for the MCQ since 1988 were only required to have an overall
pass mark of 50%. Since the main criticism of the exam is that the time factor
disadvantages those from a NESB background in completing the MCQs, ¢ will be
very probable that those persons of ESB background will be more likely to
achieve a higher pass-rate.

~ The Human Rights Commission (1991, p. 19), Recommendation No. 11
stated:

The AMC should have its examinations independently evaluated
to ensure that the format of the examinations, and the wording of
the questions, does not unduly disadvantage those overseas
trained doctors from non-English speaking backgrounds.

An independent assessment has already been undertaken in
respect to the appropriateness of the multiple-choice format,

but that does not appear to have been specifically directed

al the difficulties the questions may pose for those of a
non-English speaking background.
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The fact that the examinations might be positively skewed towards ESB
migrants was realised at a Medical Workforce Daia Review Committee (MWDRC)
(1992) which was established at the recommendation of the Doherty Committee to
monitor and evaluate national medical workforce needs. The discussion revolved
around introducing a selection system to "maich” ethnic doclors to ethnic
communities of similar origin in geed of their services (MWDRC 1992, pp. 1-14).
This suggestion was not eveniually adopted by the Health Ministers, as the
practicalities of trying to institute such a system would render it unfeasible.
However, as will be shown the issue of "matching” did not disappear. In
addition, aithough Australian students and OTDs will be restricted by quota, there
has been no restriction on numbers of New Zealand doctors entering the couatry.
The only winners are hopefully the OTD specialists, who will no longer have to sit
AMC exams. However, il is envisaged that probably those praclising in
specialties in short supply will be the most successful in achre ving recognstion.

In contrast, the National Accreditation Council for Skills Recognilion
(NACSR) (1991), a federal body established to oversee the Migrant Skills Reform
Strategy, announced that a Special Premier's Conference in 1990 recognised the
geed to establish a framework for mutually recogaising professional, para-
prefessional and trade skills throughout Australia. The goals are to increase
labour mobility, progress towards creating a national markel for the professions
and trades involved, increase competiliveness and result in meaningful benefits for
the community. Nursing is the first profession to adopt national competency-
based standards which will be applicable across Australia for all new registrations
of qualified nurses - whether their education has beea in Australia or overseas.
Nine other professions are following suil.  These are architecture, dietetics,
engineering, occupational therapy, optometry, physiotherapy, psychology, social
welfare and velerinary science (NACSR 1991, pp. 8-9).
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NACSR has been monitoring prbgress of the review of the AMC in relation
to ils examination procedures towards competency-based standards in light of the
Human Rights Commission Report (1991) (ibid. p. 9).

Dawkins (1990 cited in NACSR, p. 9) stated :

To compele successfully in the global marketplace of trade in
professional services, Ausiralia must follow this course of action
[using a person'’s abilily to perform tasks and duties as the main
mode of skills recognition], already taken by the European
community. For many professionals, it is now easier to move
between countries in Europe than belween Stales in Australia,

In summary, it appears that the medical profession over time has moved
towards increasing regulation and restrictions for OTDs to praclise medicine in
Ausiralia.  The Fry Committee (1989) and the Human Rights Commission (1991)
both called for an increase to discretionary powers of State and Territory Boards,
increased access to bridging courses. The Human Rights Commission (1991, p.
13), Recommendalion 3, also recommended that :

if appropriate steps to amend these statutes are not taken by
the various Stale Governments, then the Federal Government
should consider introducing Federal legislation in respect

of the accreditation and recognition of the qualifications,
training, experience and skills of overseas trained doctors,
and their registration o practise medicine in Australia.

However, although there have been reviews for competency-based
assessment crileria by the AMC, the quota arrangements have been stale-
sanctioned and based on recommendations made by the medical profession
themselves, without any outside consultation. The remaining section of this
chapler demonstrates that medical migration accounts for an insignificant portion of

those entering Australia under long-term migration programmes compared to other

categories. The effects of medical migration must take into account three factors :
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* Impact of numbers of OTDs who obtain permanent

resident status through family migration, independent
and concessional categories, Employer nomination
scheme, and Trans-Tasman agreements;

* Resultanl net gain based on arrivals and departures of
medical practitioners aiready registered.

*  Impact of OTDs who enter under temporary-resident
calegories on short-term visas (Douglas, Dickinson,
Rosenman and Milne 1992, p. 15).

The focus of medical migration has been predominantly on those seeking
permanent resident status through the AMC exams (AMA 1992, Committze of
Enquiry 1988, Kidd & Braun 1992, New South Wales Committee 1989, Report of
Committee 1983), The Overseas Doctors Association , the Commonwealth
Commitlee of Inquiry into Nog-Recogaition of Overseas Qualifications (Fry
Commitlee, 1983) and the New South Wales Commitiee of Inquiry inio Non-
Recogaition of Overseas Qualifications (Fry Committee, 1989) have argued that
1) entry through the AMC exames has resulted in very insignificant numbers of
OTDs becoming registered snd 2) the low-success rates plus reciprocal
arrangements were discriminatory. Douglas et al. (1992, p. 20) estimate that for
the 11 -year period 1978-88, a total of 627 persons bave passed the AMC exams
and cubsequenily have sought registration. This means an average of
approximately 54 per annum gained accreditaion. My owan summation of
performance is based on the AMC resuits for 1978 to 1991 as outlined in Table 5
below,
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Table 5
Australian Medical Council: S of Results of Examinations
conducted for Overseas Trained Doctlors
for Finagcial Years 1977/78 - 1990/91
YEAR MCQ CLINICAL

Number Number Number Number Number Number
Candidates Silling Passing Candidates Silting Completing

Newly  Fer Newly Per All

Presenting Session Presenting Session Sections
7819 174 198 17 96 103 35
79/80 125 170 104 73 100 28
80/81 93 13§ 91 51 86 26
81/82 90 146 75 47 78 30
82/83 118 191 76 59 107 55
83/84 111 {91 74 73 150 68
84/85 122 219 85 82 149 75
85/86 143 264 111 111 214 79
86/87 253 447 69 65 190 83
87/88 193 424 88 64 137 64
88/89 282 501 122 93 168 85
89/90 394 635 326 187 281 131
90/91 537 915 455 278 391 194
TOTAL 2635 4476 1793 1279 2154 933

(Australian Medical Council 19914, p.12)

It can be seen that for the above thirteen-year period, from a total of 4,476
attlempting the Multiple Choice Question (MCQ) exams, 953 have eveniually
passed the second component of the exam which is the Clinicals and therefore have
been able 1o gain registration to practise in Australia. That is, less than 20% of
those originally attempting ihe exams have evenlually passed. The average annual
contribution of OTDs according to these figures is approximately 73 persons per
yedr.

The increase in the number sitting may be due to an accumulation of

repeated allempts rather than increased migration. For example, for the years
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1986/87 1o [988/89 more than 75% failed the MCQ component of the exams. In
contrast, the clinicals have remained virtually the same in outcome, showing a
consistency of an average pass rale of 45% (except for the years 1978/81 and
1985/86 when there was a 33% pass rate). The problem has been trying (o pass
the MCQ component in the first place. Although there has been an increase in pass
rales of those sitting for the MCQ component of the exams for the period 1989-91
to approximately 45%, the pass rate of the clinical component has remained
constant, despite the fact that during this period Qverseas Qualifications Units have
been set up ia most states and increased access to bridging courses have become
available. In addition, the AMC has also run additional examinations to try and
clear up the backlog. Douglas et al. (1992) point out the numbers sitting the AMC
exam cannot be solely attributed to increase<! migration.

Table 6 on page 77 shows migration intakes from 1986 (o 1990. These
figures include persons from the United Kingdom, New Zealand, and Ireland who
have not been required 1o sit the AMC exams. The Special eligibility category
and the Employer Nomination Scheme (ENS) also should not be taken into
account as these persons enter under special contractual arrangements,.  Those
sitting the AMC exams would be gererally in the Family, Independent and
Concessional and the Humanitarian categories. It is therefore difficult to match
AMC figures to medical migration figures because of the above factors. Also there
may be spouses of principal applicaats that are OTDs, bul would not show in the

migration figures.
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[CATEGORY 1984-85 1985-86 1986-87 1987-88 1988-89
Employer Nomination 34 66 66 73 82
Scheme (or equivalent)

Business Migration - 1 - 19 17
Program

Family Migration 93 89 42 69 66
Independent/Concess- - t 66 156 136
ional ('points system’)

Refugee & Special/ 8 10 10 10 10
Humanitarian (no

points required

Special Eligibility 1 1 6 3 3
('super specialists')

New Zealand citizens 36 43 20 25 27
Othker (not included in 3 I - - 1
above)

L1"0'1'1!\_[.5 175 212 232 3535 352

{Gordon 1990, p. 16)

The number of repeated attempts is particularly relevant and this is tabled in
Appendix (ii) and (iii} showing the MCQ component and the clinicals. With a
charge of over $500 per attempt per compogent since 1986, a 20% to 25% pass
rate until 1989/90 and a 45% pass rate since then in the MCQs and the clinicals, the
closure mechanisms in place are clearly discernible.  This clearly refutes the
Federal government's argument that 60% of OTDs would be expected to pass f a

quota was not set in place (S. Northcolt - personal communication - October 6,
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1992). At a cost now of $591 per attempt, the AMC must be showing a healthy
balance sheet.

Correspondingly, for the 7-year period 1979-1986, a total of 336 OTDs of
UK/Eire origin entered Australia for permanent residency status (Commonwealth
Depariment of Health 1987, p. 34). This means that on average, aboutl 47 per
annum were given automatic right to practice without any accreditation process.
Similarly, for the 5-year period 1984-1989, a total of 151 New Zealand medical
practitioners - an average of 30 per annum - also entered Australia and also were
entitled to automatic registration (ibid, p. 30).

Table 7 below shows net results of arrivals and departures for the
perioct 1987-1990. While there has been an increase in net isamigration of OTDs,
at the same time there has in effect been a net loss of Australian medical
practitioners for the past three years. Iredale (1987, p. 119) stales that permanent

departure nas historically been a constan! and significant factor in migration

pallerns.
[able 7
N ~
Australian resident doc and overseas (rained doct
Australian resident Overseas trained

Year Doctors Doctors
1984/5 122 46

1985/6 105 153

1986/7 46 128

1987/8 -34 252

1988/9 -78 340
1989/90 -83 360

{Department of Immigration, Local Government and Ethnic
Affairs, January 1992 ciled in Douglas et al. 1992, p. 18)
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Although the above figures show the permanent-long term gain from all
sources, they only give an indicalion of doctors entering Australia, not those which
have been registered to practise.

Finally, the third means of entry into Ausiralia of OTDs is through short-
term visas. Table 8 below shows the almost one-thousand fold increase belween
numbers entering if 1987/88 figures are compared to 1989/90 and 1990/91. The
figures of 1,255 and 1,226 for those respeclive periods each surpass the total
number of the annual local medical graduate oulput. A person entering under
temporary visas can be granted permanent resident status should they prove that
there is no local person adequately trained to fill therr position. However,
estimates of those entering through this meags are said to be relatively few
{Douglas et al. 1992, p. 19, National Health Issues 1992, p. 63).

Table 8
Q lical it { .

by length of st

6 months 6-12 months 12 months Total

1986-87 - 74 42 116
1987-88 - 66 56 122
1988-89 192 321 76 389
1989-90 752 434 69 1255
1990-91 447 669 110 1266

(Department of Immigration, Local Government and Ethnic
Affairs 1992, cited in Douglas et al. 1992, p. 19)°

Table 9 below shows the number of medical practitioners who were
allocated Medicare Stem provider aumbers for the period 1989/90 and 1990/91.
Of the total of 3,388 medical practitiogers, 1,944 were local graduates. Sixty-six
percent (953) of the OTDs were trained in UK/Eire out of a proportion of 42%



(1,444) of the total OTD component (Douglas et al. 1992, pp. 21-22). However,
although these figures may not necessarily reflect permanent additions to the
workforce, they do reflect that a significant number of visa-entry doctors are given
Medicare provider numbers to enable them to write prescriptions (National Health
1992, p. 63 ). The numbers of OTDs not from UK/Eire source couniries
adequately reflect the pass rates in the AMC exams. '

Coualry of initial Number of medical practitioners
medical qualification allocated a stem provider no.
New South Wales 621
Victoria 578
Queensland 355
South Australia 243
Wesiern Ausiralia 72
Tasmania 75
Australia (total) 1944
New Zealand & Pacific 29
United Kingdom/Ireland 953
Europe/USSR 47
Southeast Asia 60
Northeast Asia 30
South Asia 83
USA/Canada 2
South & Central America, Caribbean 11
Other Africa (not further defined) 8
'Total others 14_44
Total 3338

(Douglas et al. 1992, p. 22)
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The data presented in this chapter establishes the fact that most OTDS kave
come from ESB countries either through long-term migration or under temporary
visa arrangements.  However, those OTDs who have migrated 10 Australia and
have been accepted by the Federal government for professional and/or non-
economic reasons as Ausiralian residents face formidable barriers to gaining

recognition. The Human Rights Commission's Report concluded:

Many overseas trained doctors have been the unwilling and
undeserving viclims of Australia’s rigid medical registration
system. No doubt the system operates {o ensure the
maintenance of high medical standards in Australia but it
also deprives permanent Australian residents of proper
recognition of their hard-earned qualifications and
experience and it deprives the rest of the Australian
community of their skills and expertise. There can

be no doubt that it is in effect a restrictive trade practice

that preserves medical practice as a virtual ‘closed shop’
for local graduates. There is compelling evidence that it

is also discriminatory within the terms of 5.9 of the Federal
Racial Discrimination Act {975 and therefore unlawful
(Human Rights Commissioa 1991, p. 20).

The report received condemnation from the Australian Medical Association
and other medical practitioners who strongly denied that there was ever
discrimination based on race (Eather 1991, p. 4, Gerber 1992, pp. 502-504,

O'Brien 1991, pp. 2-3).  The nature and extent of these allegations of
discrimination will be explored in the following chapler.



! The Fry Committee in 1983 estimated a backlog of approximately 270 medical practitioners. The
AMC pgives estimates of there being over 2,000 resident in Australia at some stage of the accreditation
process in 1992. They also estimate that there arc an additional 2,000 overseas who are awaiting entry to
Australia (MWDRC 1992).

2 The Human Rights Commission (1991) ouilines details of staiutes and comparisons between states
{pp- 39 - 4l).

3 As shown in Table 4, under present reciprocal arrangements, N.S.W. only automaticaily accepts
Austrafian and New Zealand qualifications. All other states, excepting Tasmania, accept qualifications from
the United Kingdom/Eire and New Zcaland. In addition to these countrics, Tasmania accepts qualifications
trom Canada and South Alrica. However, from | January 1993, reciprocal arrangements wilf cease to exist for
all countries, except New Zealand.

4 However, both the Northem Territory and New South Wales have made amendments to their Acts to
allow registration to OTDs whose primary qualifications were accepted before 1974 and who have practised
continyously for five years in onc state (Human Rights Commission (991, p. 39).

3 For details, sec National Health Strategy [ssues Paper No. 3 (1992).

6 Sec Appendix [, This shows the changes in rules and fee structure for the period 1969 to 1990
{Human Rights Commission 1991, pp. 70-71).

7 Appendix 11 shows attempts made at MCQs and Clinicals for the period 1979 - 1990. (Human Rights
Commisaion 1991 , pp. 50-53). . It is interesting that since NSW has ceased accepting UK/Eire qualifications,
that not all from these countries have successfully been able to complete the AMC exams, Blacket (1990)
has also reproduced results of AMC exams by regional groupings for the period 1983-1989 and which shows

percentage pass rates averaged per group (pp. 140-152),



Appendix [1I shows the new regulations, as reproduced from the AMC mformation Jealfct sent to

OTDs (Australian Medical Council 1992).

9 This data may represent some movement of medical practitioners who have entered on multiple-entry

visas.
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There are significant differences in socic-economic status amongst various
seclions of the medical profession and between them and the broader population.
First of all this chapter will look at the most recent stated incomes of medical
practilioners.  Their currenl sociceconomic status will then be compared to
overseas lrained general practitioners and specialists who are permanent residenis
of Australia, but have as yet been unable to pass the AMC exams, nor gain a
temporary licence (o practise. This will be compared to other research of migrant
status and earnings. This chapter will then go on to show that neither lack of
English languege skills nor iack of medical competence are prime causes for
exclusionary practices. Exclusion is sanctioned by the ethnoceantric values and
attitudes of an elitist group that has litile regard for other cultures, nor concern for
the sociat and economic well-being of their OTD counterparts. It will be shown
that present policy is discriminatory, especially to NESB migrant and refugee
OTDs aot enlering under the points system. Finally, it will be shown that there has
been a convergence of forces dictating these moves which are contradiclory to
socially progressive reforms.

The education system has produced a medical elite of specialists who have
limited access o specialties through strict conirol of numbers, while general
practitioners have had no such limitations placed on their numbers. The pattern has
also been reproduced in controlling accreditation of OTDs, pushing specialist
O'TDs into the general practitioner workforce. The disparity between specialist and

general praclilioner incomes was sanctioned by the Gorton government's
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agreement with the AMA and subsequent decision to pay specialists more than
general praclitioners {or the same clinical procedure. It is evident that specialists
have more or less dictated their terms of employment. Medical incomes
are hard to assess for private practilioners as they contain (hree components: a)
surgery-based practice (paid by Medicare). b) private/public hospital practice
(sessional payments); and 3) teaching/administration (paid by the Medical
Colleges) (National Health Strategy 1992, p. 48). The following figures are only
based on Medicare and compare the rise in general practitioner and specialist
incomes between the periods 1984/85 and 1989/90 and relate these to (he rise in the
Consumer Price Index (CPI) and average weekly earnings for the geaeral
population :
* Incomes for general practitioners rose during that pertod
by 42% 10 $138,900 (Deeble 1991 cited in National Health
Strategy 1992, p. 49)
* For the same period, surgeons have had an increase of 60.9%
to $230,100 per annum and obstetiivian/gynaccologists
incomes rose by 57.1% 1o a figure of $259,900 (ibid.)
* In the corresponding period, the CPl rose by 47.4%,
while average weekly earnings increased by 39.9%
and award pay rates by 29.9% (ibid).

However, as medical incomes are not gross figures, some further
explanations need to be made. It is estimaled that approximately one-half of
general practitioner earnings go to practice costs.  Hospital access has been
increasingly restricted 1o specialists and it is rare that general practitioners are paid
by the colleges for their teaching contribution!. In contrast specialists are paid for
their teaching roles in hospitals and universities, where budgets ensure adequate

cover. At the same time procedural specialists are able to maintain lower
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overheads, that is the hospital pays for the running costs of their private medical
practice, such as equipment, reception, nursing staff and billing facilities. The
increase in their incomes has been atiribuied 1o their tendency 1o charge more than
the Medicare scheduled fee (ibid, Sax 1990, p. 72).  Specialists, therefore, earn
more, have some of their expenses subsidised, and have lower overheads.

The above profile indicates that although general practitioners and specialists
are highly paid, general practitioners’ incomes have not only been unable to keep
pace with the CPI, but also they have greater overheads which diminishes the
extenl of their real income. In contrast increase in specialists’ incomes not only
exceeded the CPI by a considerable margin, but also they do not outlay the same
overheads as general practitioners for practice costs.  This is one aspect of the
specialists’ conirol over the health industry.

In contrast to both of these categories, it is estimated that at least 1,000 and
maybe up to 2,000 medical practitioners ‘rained in overseas countries are either
unemployed or underemployed ( Human Rights Commission 1991, Kidd and
Braua 1992). It is also highly probable that the majority are from MESB
couniries.? Kidd and Braun (1992, p. 49) assert that many OTDs due to a
muititide of personal and financial reasons will be unabie lo pass the AMC exams
and thus become registered to practise. Many have given up being able to work
as medical praclitioners, moved to other employment or remained unemployed.
Social securily benefils for single unemployed persons currently pay a rate of
approximately $6,600 per annum, while award rates for non-skilled labour are in
the vicinity of around $19,000 to $25,000 per annum at the very maximum.
Comparison of Australian doctors' earnings to OTDs, therefore, is in line with
palterns indicated by labour market analyses and other research which show that
earnings and status of immigrants relative (o natives syslematically deteriorates as

years of education increases (Beggs and Chapman 1988, p. 21, McAllister and
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Kelley 1984, p. §3). Figure 2 on page 88 illusirates hourly rates of pay
between native, ESB, and NESB groups based on an average of 14 years of
schooling. This also shows that incomes remain at a peak between the ages of 44
to 54 after which they begin to decline. Age here is considered to be an added
dimension to closure against adult immigrant groups, especiaily when, as has been
previously been noted by Encel (1976, pp. 112-113), doctors' incomes start to
peak from over the age of 40.

The only method by which high incomes are retained is through limiting
entry 1o the profession. As already outlined, State Medical Boards and the
NSQAC each play a significant role in pushing OTDs into the AMC examination
process. Specialists preserve higher incomes by pushing OTD specialists into the
general practitioner sector by insisting that they pass the AMC exams. From a
neo-Marxist perspective, Collins (1988) would state that a reserve army of {abour
is maintained through those entering under the Employer Nomination Scheme or
the temporary-visa arrangements, therefore profecling the private-sector market.
However, although specialists have been successf' ~ _.uting numbers, general
practitioners have imposed no such limitations (National Health Strategy 1992, p.
57).

_ Having established the economic disparities between specialists, general
praciilioners and OTDs, this chapter will demonstrate that OTDs are not poor
performers through lack of skill, but are the victims of "collegiate control” which
operales when

the producer defines the needs of the consumer and

the fashion by which its needs are satisfied. Self-

regulation and surveillance are mechanisms by which

it controls itself (Johnson 1972 cited in Turner 1987, p. 136).)
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As Coilins (1988, p. 112) states, the most common reason put forward
for high rates of unemploymeat is lack of English skills. However, the Fry
Committee's (Report of Commitiee 1983, pp. 137-149) assessment of the AMEC
exams pointed to the inappropriateness of the English test, as well as:

* low pass rates;

¥ lack of any clear definition of goals of examination;

* widespread uncase about exams by candidates and also
by people of educational standiag within the profession;
* inappropriateness of the English test.

The Englisk test is now administered by the National Language Institute.
However, th» Multiple Choice Question (MCQ) component has the highest failure
rale, which also requires a particularly restrictive form of English competency
(ibid, p.127). Iredale (1987, p. 136} asserts that English competency, although
somelimes a2 major problem, was not as insurmountable as obtaining clinical
experience. She also identifies that in New South Wales there is a general paitern
of acceplance into the professions: (hose of Brilish tradition first, then European
second and thirdly more recent immigrant groups (ibid, p. 187), which indicates
simple possession of English language is not the delermining factor. Cooke &
Weslern (1987), who surveyed Queensland, came to similar conclusions. Kidd
and Braun (1992), whose study concentrated on Victoria, found that while lack of
English poses consideravle disadvantage, over 50% (113 out of 206) of their study
sample had a good command of English. In addition, 178 were able to pass the
Enghsh proficiency examination, but those without a very strong command of
Enghsh faced difficulties in passing the Multiple Choice Question (MCQ)
compenenl.  As Kidd and Braun (1992, p. 14) point oul, there are "degrees of
fluency”. They state that only 27 OTD respondents who had a good command of

English passed the AMC exams, while only five of the 84 who were not fluent on
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arrival were abl: to pass, even thoug!s some had undertakeq their primary medical
training in English. _

One of the main criticisms put forward about the MCQs is that there is
inadequate time in this component to make allowances for those sitting the exam
whose mother-tongue is not English. Kidd and Braun (1992, p. 14) state:

It seems that it is much more difficult for those
who do not speak English fluently on arrival in
Australia to pass the AMC examinations, at
least in the first five years after migration.

There can be a great difference in the written word when built into academic texts
and the written and spoker word used in every-day life and literature.

The AMC examinations limil acceptance of OTDs in ways other than the
control of language. While the Human Qights Commission (1991, p. 5) agrees that
examination procedures conducted by the AMC caused difficulties in particular for
those trained in third- world and NESB countries because of the MCQ component,
other criticisms were about the structure of examipations and that clinical
knowledge places particular emphasis on Austratian practice of medicine.
Difficulties experienced by OTDs, according o Kidd and Braun (1992), are
reproduced in Table 10 on page 91.

~ Itdoes not seem from the following that English language difficuliies are the
primary concern. The income and status differentials imposed by the AMC
examination barrier to OTDs are starkly illustrated by examining Kidd and Braun's
sample. Out of the 206 OTDs surveyed, only 57 entered under the genperal
immigration poinis system. This number included 14 women doctors, who had
entered Australia as dependent family members. Of the others, 61 were sponsored
by [amily members (either spouse, fiance, parent or sibling); 35 were refugees



Table 10
Difficulties experienced by OTDs ip pregaring for AMC
—
Fm_bkm Number of
Respondents

{Lack of suilable retraining positions or courses
Difficulty of the AMC examinations themselves
Lack of exposure to Australian-style medicine
Poor information about AMC examinations’
English language difficulties

Having to care fur young children

Having to relearn basic medicine

Having to work full-time

Cost of self-education

Lack of time to study properiy

Geiling motivated to study

Lack of adequate counselling service

DifTiculty in finding past multiple-choice questions
Lack of patient contact

Stress

Isolation from medical colleagues

Isolation from other family members or friends

— b o bl A OO = N R DD

(Kidd and Braun 1992, p. 20)

from 13 different countries; 28 had married an Australian; and the remaining 16
either entered originally under tourist visas, were overseas studeats, came in under
a humanitarian programme, business migration or became naturalised Australian
citizens, one having entered Australia originally as a research officer sponsored by
a Medical college (Kidd and Braun 1992, p. 12). Only 54% of the sample had
ever been employed in any form of work since arrival in Australia. While some
had worked as nursing aidés, medical researchers, hospital orderlies and other
medical related employment, others worked as (taxi drivers, gardeners, process

workers, journalists, mail sorters, mifk bar assistants, newspaper distributors,



baker's assistants, bank telers, cleaners, forklift drivers, singers, tram conductors
or wailers (ibid, p.13). It costs the Federal government $90,000 to $100,000 1o
train a medical graduate and this is therefore a considerable loss of human
resources.

From the above, another dimensior {0 closure must be added and thai ic
gender.  One cannot ignore the fact that closure is maintained to Australian
women in specialties that are considered a male domain, such as orthopaedics. A
submission prepared by the Centre for Multicultural Studies to the New South
Wales fry Commitiee (1989) stated

To the extent that non-recognition resulls in complete denial of paid
employment, the personal consequences are severe; loss of seif-
esteem, increased dependency and atrophy of skills amongst them.
For a woman of non-English speaking background there are
additional, equally damaging consequences. The most serious of
these is thal a woman denied employment outside the home tcads
to be denied the opportunity to develop English language skils,
with the cycle of dependency thus becoming self-reinforcing
(Castles, Milchell & Mortrissey 1989, p.23).

Despite the consequences of sometimes insurmountable barriers caused by
stipulations imposed on OTDs, the Humans Right Commission report was
strongly condemned by the Australian Medical Association (AMA). Dr Passmore,
Secretary-General of the Association states:

The Commission's report attempts to identii'y ways in which
complaints of racial discrimination can be sustained and is
unsuccessful in this attempt .... However, whether the
current system of accreditation, assessment and registration
is the best, most efficieal, most practical, or even the most
fair method of determining the qualificalions of overseas
trained doctors is an entire]ly separate, albeit important
important question (cited in O'Brien 1991, p. 3).

This s a belated recognition of ihé main criticism about the AMC exam
process (hat has been under debate for the past ten years. According to economic

theory, discrimination exists if "human capital”, thatis level of skills and education,
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are not accorded equal value. The discussion above demonstrates this is the case.
The AMA, however, distinguishes between process and outcome. O'Brien (1991,
p- 3). wriling a cover story in Ausiralian Medicine, maintains that a "process may
be reasonable, but lead to inequitable outcome

In this instance the disparity between income and status of the Australian
and the majority of NESB OTDs is so great, to say that the outcome is inequitable
would be under-stating the issue. Australian specialist incomes (minimum of
$250,000 per annum ) to that of & specialist OTD awaiting accreditation (range of
approximately $25,000 to $6,600 per annum) is incomparable. As one OTD
representing the committee of the Overseas Trained Doctors' Association states:

It is a death sentence coming to this country - we live in
limbo - on the peripheral. The irony is we came to
Australia to contribute - many of us are now social
security burdens” ( cited in Gordon 1990, p.16).

O'Brien (1991, p. 3) believes that

if a person earns an annual income of $250,000, it would
be admirable if a substantial dopation (my emphasis)
were made to aid Aboriginal health. However, failure
1o make such a donation would not be unreasonablie
even {hough it would perpetuate the maldistribution

of economic resources among the races.

Therefore, if the safeguarding of professional standards leads to inequitable
outcome, this does not point to racial discrimination (ibid). This depends on

whether the medical profession's right to a carte Hlanchk about who and how
many are (o be allowed (o practise medicine in Australia is upheld. Although

- standards should be maintained, these standards appear o fluctuate in defence of

what the medical profession believe is their individual right. Evidence points to
the fact that the safeguarding of professiogal standards are in effect the
safeguarding of financial and status rewards, rather than medical knowledge, a

point that has been made by other researchers (Kunz 1973, Iredale 1987).
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This is particularly evident in Kidd and Braun's (1992) study of restricting
entry to specialist occupations. While out of 206 of the OTD respondents, 103
(50%) had no posigraduale qualifications, 58 (28%) did have one, 13 (6%) had
two, six doctors had three and one doctor had four posigraduate degrees. Five
who were not registered to practise had previously obtained Australian
qualifications :

* Two were Fellows of the Royal Australian College of
Surgeons (Faculty of Anaesthesists).

* One was a Fellow of the Royal Australian College of
Ophthaimotogists.

* One had a Diploma in Reproductive Sciences; and

* One had a Diploma in Nutrition and Dietetics.

These doctors still have to pass the AMC exams, although their primary
qualifications were assessed and accredited by the Medical Colleges before being
allowed to undertake further medical fraining. It is this type of incongruity that
has caused much perplexity and animosity among OTDs in Australia (Kidd and
Braun 1992, p.7, p. 32). Out of others thal still have to pass the AMC exams,
five had postgraduale qualificalions obtained in the United Kingdom and three, in
France. The range of experience was between O - 30 years, with a mean of eight
yea;'s. Kidd and Braum (1992, p. 10) also point oul thal in spite of some
respondents having inadequate 'paper’ qualificaiions, there was a significant
number who seem to be well qualified (o become registered as specialists in
Australia, but who would be forced into general practice. It is also a paradox that
Australian Universities recognise overseas medical qualifications and in fact these
Universities employ OTDs in teaching positions as profesSoré or lecturers, whilst
at the same time these OTDs would be unable fo gain registralion {0 practise

medicine in Australia under the Medical Registralion Acts (Overseas Trained
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Doctors Association 1990 cited in Human Rights Commission 1991, p. 21).
Because of this and the information provided in the previous chapter, there is a
need to view proposed changes in accreditalion for specialists with some degree of
scepticism.

On the basis of figures supplied by the Australian Medical Council as at 20
May 1992, there are 2,434 OTDs resident in Australiz who are in various stages of
the examination process. In addition, there are 2,048 candidales resident overseas
also at vartous stages. The figures are reproduced in Table 11 on page 96.

As AMC resulls have usually been presented in an accumulative manper , it
is assumed that these numbers would be an accumuilation of candidates® over the
years since AMEC/AMC was incorporated.  This would come close lo the
estimate that there are at least 1,000 and maybe close (o 2,000 OTDs in Austratia
unable to  gain registration (Human Rights Commisston 1991, Kidd and SBraun
1992).  Should only tl;e OTDs resident in Australia choose to attempt the AMC
exams, it will take ten years for them to be absorbed , withoul additional
migration.

‘The overseas component of these figures is far above the yearly average
migration figures of OTDs presented in Chapter Five, where it was shown that
during the past three years long-term migration was in the vicinily of
approximately 250 to 350 per year, including those recruited under the Employer
Nomination Scheme. This adds more support to the assumption that the figures
have been presented in such a manger as to create perceptions of an impending
mass-migration of OTDs, It does seem that such maximum projections would give
more support for a case against medical migration. The fact that the Federal
government has {ranslated these numbers into a liability, rather than an asset, is but

one of the effects.



Table 11
Overseas Trained Doctors and AMC Candidates at each stage

A.  OTDs who have lodged applications but not yet

sat the MCQ examination - 2384

- Number already resident in Australia - 936

- Number resident overseas - 1,448
B. OTDs who have commenced the MCQ examination

but have not yet passed - 1248

- Number already resident in Australia - 860

- Number resident overseas - 388
{C.  OTDs who have passed the MCQ examination but who

have nol yet commenced the clinical examination - 23

- Number already resident in Australia - 142

- Number resident overseas - 89
D.  OTDs who have been listed for or have commenced

clinical examination but have not yet passed - 69

- Number already resident in Australia - 49

- Number resident overseas - 113
Notes: All data as at 20 May 1992, Figures include resulis of the Series A
(April)
MCQ examination and the clinical examinations conducted up to 20 May 1992.
All candidates who have passed the MCQ examination and have fodged
applications to sil the clinical examination have been listed as clinical candidates
under D.

(Medical Workforce Data Review Committee 1992, Appendix C)
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These summations are made because, while the most recent AMC Annual
Reports reflect considerations for microeconomic reform processes and
establishment of working parties to discuss implementation of more compelency-
based assessments (Australian Medical Council 1990, 1991a), an information
leaflet* to overseas candidates is worded in language clearly designed to deler
NESB OTDs. Itis clear grealer social benefit in an improved medical profession is
not {o be provided by increased numbers of immigrant doctors. It paints a picture
of dismal failures, lack of competency in medical training of candidates, lack of
financial suppori, and general neec for most to undertake further training, access to
which is severely limited. In addition, it states that success in the AMC exam does
not automatically confer the right to register in Australia as 2 medical practitioner
(Austratian Medical Council 1991b), even though all State and Territory boards
recognise that the successful completion of the theoretical and clinical componeats
salisfies requiremeals for registration (National Office of Overseas Skills
Recognition 1992 , p. 62).
The figures for outstanding AMC exam candidates were made the focus of
an AMA Executive Council Report. entilled "Since when are 4,472 doclors not a
flood” (Arnold 1992, p. 9) . The report stated that OTDs threatened the livelihood
of general practilioner private practice, their “"ethnicity” was not compatible with
ethnic origins of communities in Ausiralia; few Arabic-speaking doctors are
female and therefore would not care for Moslem women and in fact there were
adequate supplies of Austrelian female doctors; those specialists referred to
specialist colleges "aggravate intense competition for training posts for Australian
graduates™, and therefore most probably will eventually have to pass the AMC,
Also, il was a debatable point whether training of OTDs would adequately equip
them for rural medicine; and anyway Australia has enough local graduates
reflecting the ethnic backgrounds of the Australian population, therefore:
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Quite simply, the tap should be turned off now.

No new OTDs should be allowed to sit the

MCQ for the next five years. Those OTDs

who are resident in Australia and have passed

the MCQ should be allowed, at a controHed

annual rate, {0 altempl the AMC clinical exams (ibid).

These arguments entirely ignore the non-economic aspects of migration,
such as family reunion and humanilarian calegories. Stalements about "ethnicily”
are not valid as, although OTDs can make a valuable input in helping to service
the NESB population, they are [irsily Australian residents and professionals, nof al
all “ethnic® doctors for “ethnic’ communities.  The migranl communities in
Australia do have the right to services of medical practitioners who are more
socially and culturally attuned to their needs, but NESB OTDs should not be
assumed to limil their practice to these communities. Gender discrimination is also
apparent, as women enter as wives of professional immigrants or again, under
family reunion or humanitarian categories. It is obvious that the social
consequences of loss of skills, self-esteem and financial strain of such restrictions
placed on OTDs already here in Australia has not been a matter taken into
consideration.  Labour market considerations have become confused with the
rights of any immigrant to be fairly assessed and be given the chance to become
productive members of the Auslralian communily in their own profession.

Another indication that the AMC exams artificially restrict the supply of
doctors is stressed by Iredale (1988, p. 16} who states :

Dr I Buttfield of the South Australia Health Commission
altests that South East Asian doctors who have been
given up to five years training in the South Australian
hospital system and who are very competent cannot
pass the AMC clinical exams.

Also some who applied have not even been given the opportunity of

silting the exams, as they are not deemed to have a suitable undergraduate degree
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(ibid), yet they are compelent to provide medical treatment in a hospital. Iredale
(1988) does not stipulate how these doctors have entered the hospital system in the
first place. However, because "training” is mentioned, it is assumed that they have
entered as part of the Commonwealh Government's programme under the
Australian Postgraduate Federation in Medicine (APFM) scheme.  This is a
training programme which has operated since the early 1980s for placing aon-
resident overseas medical graduates in over 91 institutions throughout Australia,
mainly in public hospitals and public research ipstitutes. Also a few private
hospitals have cooperated. "Training programs have involved 67 specialties from
almost the complete specirum of medical practice” (Thompson, Thomson and
Andrew 1992, p. 437).

This is a case where neither arguments of ethnicily nor deficiencies in basic
medical training can be sustained. There have been 764 graduates from 61
countries who have entered Australia since 1985-86 and completed their programs
by 1990-1991. At present there are 866 undertaking their training.  Of these
medical graduates (a total of 1630), 39% come from the Western Pacific Region;
17% [rom South-East Asia and 29% from Euiope. Others come from the United
Kingdom (20%), China (17%); India (10%) and the United States (7%).
Applications for training posts have doubled in the past two years (ibid). Resuls
have been that these

foreign medical graduates have been accepted
socially and academically, and have often provided
a welcome 'pair of hands’. Competence in English
has proved a problem in a few cases (while)
progress and performance of 92% of the trainees
were rated as "excellent” or "satisfactory” (ibid).

It is clear when OTDs help o service a need and there is no threal to the
stalus quo, questions about English language skills, social and academic slatus,

ethnicity or couniry of origin are not considered.
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Although since 1982, the necessity for bridging courses for OTDs has
been stressed, limiled resources have ensured that places, especially in New South
Wales, have been insufficient in meeting demands.  The Overseas Doclors'
Association has even suggesied that a graduate tax could be imposed to cover
costs of bridging courses. The OTD committee state:

We need exams, we need assessment, we need orientation,
training courses, clinical exposure. We have deficiencies ,
but these are being magnified, while no tangible solutions
are sought. Too many do<tors are failing the MCQ too
many times ( cited in Gordon 1990, p. 16).

In Westlern Australia, the numbers are not large, and bridging courses
have been funded by DEET and conducted by Edith Cowan University. To date
there have been (wo bridging courses. A third is o start in the near future. [n an
interview [or this thesis the Course Coordinator stated that many of the OTDs are
considered highly skilled and are welcomed by the hospitals once they have
passed the AMC exams. However, diff' lties seem to occur in finding places at
hospitals for the clinical raining component, as OTDs’ needs sometimes clash with
that of local graduates. Criteria for selection of candidates by the Course
Coordinator appeared at times to be subjectively based. She appeared ambivalent
in her attiludes towards migrants and demonstrated a distinct lack of awareness
about interculiural issues. Doctors somelimes "wouldn't cooperate” in altending
lutorials, those whom she "knew” had funds were taking advantage of "taxpayer’s
money”. Whether she was too enthusiastically embracing the reversed role
sitvation of communily nurse to doctor could not be determined.  However, it
mav give an indication that power is not always maintained at the top level and of
any migrant's subordinate posilion in such situations, and the possibility of
bridging courses themselves being used as a secondary means of controlling

supply of OTDs.



-104 -

traditional hierarchy of society in terms of class, gender and ethnicity, This appears
evident in the following statement made by the Department of Health, Housing and
Community Services :

A failure to check the growth of OTDs would ultimately
mean reduced opportunities {or Australian studeats to study
medicine at a ime when medical schools acted voluntarily
to reduce their intakes. Health Ministers agreed that the
historical (my emphasis) ratio of Australian graduates to
O0TDs (1200:200 or 6:1) should be preserved and used as
the basis for any future changes to the inlake of OTDs...

(S. Northcott - personal communication - Oclober 6, 1992).

The problem has implications far wider than iis effect on a relalively small
number of OTDs. The nature and limits of modern democracy are demonstrated
when decision-making is highly influenced by the medical elite without adequale
representation from other individuals or groups. The consequences of these
actions will be felt by the community al large and this is a malter for concern.
According to Weber, bureaucratic administration is the main characteristic of ail
contemporary forms of social life. His fears were that bureaucratic rationalisation
could have the effect of (aking away power Irom sources ol democraiic auinoriiy
that were centred in the political process. Weber refers to the threat of
technocratic or plutocratic structures, where lengthy (raining may mean that
recruilment may be possibly afforded by a few. He was chiefly concerned that
bureaucracy encourages "excessive [ormalism”.  Decisions are made without
reflection and focus is ceatred cn the most pressing demands (Waters 1989, pp.
328-329).

Daniel (1990, p. 164) states :

Values of government at both a political and administrative level
were ulilitarian and pragmatic. The late 20th century renditions

of these philosophies resounds with calls for efficiency, economy,
efficacy and, ambivalenily, equity. The difficulty of adopling the
appropriate perspective for determining whose equity is to be
redressed is easily recogaised.
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An indication of the advance of the forces Weber was concerned about can
be found in the Commonwealth Department of Heaith's (1987) submission lo the
Doberty Committee. It “was apologetic about its failure on an earlier occasion to
adequately consult, not only with the States, but also with the AMA and other
professional medical associations. It was convinced there were too many doctors
and wanted (0 see medical practice "more effective, more efficient and more
productive” (Commonwealth [987, pp. 2-3, p. 59). It was not concerned
about reducing migration again as it had done in the 1970s. It indulged in
‘crystal-ball gazing' (o supporl the need for less doclors due to the march of
technology as, according to the Department of Health. it was inevitable that our
sociely was going lo become an "increasingly computer orienied public”. Private
homes, medical practices and clinics would have greater use of computer
information systems and the "public” will be

able to use these systems to diagnose their Lealth
problems, take correclive aclion, select appropriate
professional health care, make medical appoiniments
and even interact with medical practitioners in
giving their medical histories and paying for services
by electronic funds transfer { ibid, p.38).

It is necessary 1o question which “public” the Department was referring to.
Certainly not those on low-incomes and definitely not those who were
unemployed, were aged, were very young, were nol compuier-literate, or could
not speak English, These opinions reflect middle-class as well as bureaucratic
values and do not consider (he more disadvantaged sections of society.!!

The AMA has rejected the Human Rights Commission charge of racism,
while accepling there may be a deficiency in procedures. The discussion now
turns (o this ;.iluestion and demonstrates a continuing theme of racist or ethnocentric

attiludes, in the face of lhe evidence, over at least the previous few decades.

Attiludes reflected in the Doherty Committee report towards OTDs and
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submisstons made by professional associations against medical migration is
demonstrated in Appendix VI (Committee of Inquiry 1988, pp. 470-476).

Kunz (1975, p. 60) states that in the 1950's "lengthy bitter activity relied
largely on dogmatic repetition of certain statements and accusations over issues of
oversupply”. Some of these themes will be recognised from what has already been
mentioned, and some will become more evident in what will follow. They are :

* Australia’s absorplive capacity is streiched.

* Australia does not need specialists (nowadays,
genera! pracitioners are not needed).
* Medical qualifications of Non-British graduates
are low tn standard.
* Ethics of Noa-British doctors are different and
not proper.
* Acceptance of foreign graduates will lead to lowering of
standards in Australia which are the best in the world.
Australia’s registration practice is tn line with other
developed couatries.
* Poor standard of English and imperfect knowledge
makes them "dangerous”.
* OTDs congregate in cities and would not practise
in country areas.

This "dogmatic repetition” can be seen in many contemporary debates. For
example, Wilkins (1992) has reiteraled most of these arguments in Ausiralian
Medicine, re producilig a stalement endorsed by the AMA, The Commitlee of
Deans of Australian Medical Schools and the Committee of Presidents of Medical
Colleges (see Appendix V). It is interesting to compare contemporary

documents with Kunz's summary of arguments from the 1950s. The main
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arguments whick run through the Doherty Repori, the minutes of the MWDRC

meeting and are supported by the Health Ministers are summarised as follows :

* that excessive rale of growth of doctors resulted entirely
from immigration of overseas doctors.

* that there was a mismatch between major national groups and
the majority of medically qualified immigrants - national groups
meaning [talian, Greek and Yugoslav; medically qualified
immigrants were those who had high success rates in recent
AMC exams: South Africa!?, India, Egypt and Sri Lanka.

* the Australian community "will not tclerate” a reduction in
medical school numbers denying “our own children”
opportunities.

* High quality of Australian standards and "super-specialist”

units jeopardised "world class” service to community.

* Overseas doctors are unlikely to practise in rural areas
(stated as statistically significant - that is 23% want to
practise in urban and 20% prepared to work in rural).

* Overseas training is unsuilable - needs expensive
refraining.!3

* Differences tn cultural backgrounds and poor grasp of
cotloquial and professional English - makes it difficult
for overseas doctors adapt to norms of Australian clinical
practice.(Committee of Inquiry 1988, pp. 470-476,
MWDRC 1992, pp. 1-12, Wilkins 1992, pp 4 -3).
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Another example comes from Blacket (1990), formerly chairman of the
AMC accreditation committee who, in an article in the Medical Journal of
Australia. has gone to great lengths lo statistically demonstrate that OTDs who
graduated from medical schools in South Africa, Canada and the United states were
much more compelent than those graduating [rom other countries. He considered
that there were risks of "unsafe” practices of those not educated in the British
tradition. He questioned the ability of perscas over 35 1o be re-educated in
"middle age”. and he seemed lo have something personal against Egyptians - who
in his opinion are “less competent at the bedside than they were in writlen exams”
(p. 128) and at another stage, suggests comparative data from the Educational
Commission for Foreign Medical Graduates (ECFMG) in the United States show
that the Vietnamese did as well as Indians and much better than Egyptians!4. He
mentioned that most AMC examiners would agree thal many candidates required
extensive retraining and it was "safe” to say that only 5% had posigraduate
qualifications.  His clear intention at the outset was to argue against medical
migration from "developing” countries which he considered socially and culturaily
"backward"” (ibid, p. 130 ) At a later date he was much more specific when he
stated: “professional compelencies depend on the wealth of a nation - poorer
countries cannot afford teaching hospilals or post-graduate training” ( cited in
Eather 1991, p4). In coatrast, Kidd and Braun (1992), who are from (he
Department of Community Medicine at Monash University, found that overseas-
trained specialists well qualified to practise in Australia constituted fifty percent of
those surveyed. Yet, according to Blacket (cited in Eather 1991, p. 4), "they have a
disability which stems from their education and the poverty of the society that
spawned them".

This is clearly in cooflict with the evidence presented previously in this

chapter on the foreign medical graduate program where it has been demonstrated
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that (hese graduales from over 61 different countries have been highly successful in
programs undertaken in Australian hospitals and have been well-received.

As [ar as standards of teaching institutions are concerned, Australia can be
proud that the World Health Organization, in surveying primary health care
strategies around the world, has commended the work of the Royal South
Melbourne Hospital. Al the same time, it has also commended work by other
large teaching institutions, such as the Soroke Medical Centre al Beer Sheva, Israel;
the Aga Khan Medical College and Hospital in Karachi; the Nangina Hospital in
Kenya, the Lady Hardinge Medical College and associated hospitals in New Delhi;
the Wad Medani Civil Hospital in Medani, Sudan, the Ramathibodi Hospital in
Bangkok, Thailand, to name but a few of the institutions mentioned in various
"developing” countries. It is also stated that similar activities could be cited from
many other counlries. In addition it is slaled that recruiiment of medical graduates
in Israel is "refreshingly linked to the health - and human - peeds of people” (Paine
and Siem Tjam 1988, p. 85). A prime example of democratic participation in
processes is exemplified in that :

Fifty studenis are admitted annually to the first year class.
Before admission the student is inlerviewed by a committee
that includes ten physicians and tea laymen from the
community. Community orientation is looked for in
altitude, behaviour and experience of the applicant.
Empathy is valued along with the ability o communicate
with people from various social backgrounds. (Paine and
Siem Tjam 1988, pp. 80 -84).

This is in direct contrast to the approach taken in Australia and indicates
viable alternatives exist. In Australia closure strategies are on the increase. (One
of the patterns that cause this is when local graduate intakes start to become more
heterogeneous. The fear that the profession will be unable to maintain its class and

status struclure therefore leads to exclusion of outsiders. In this case OTDs {rom
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NESB countries are targeted, as il is envisaged that FSB countries will have a
higher passrate. Professor Richard Larkins, who represents the Federal Miaister
on the MWDRC, is also currently on the AMC Examining Committee.  Although
Professor Larkins did not believe it was "fair” to ask a specialist to sit the AMC
exams, he did believe, like Blacket, that there was reverse discrimination against
Australian children by allowing OTDs to euter Australia (Larkins 19927).
However, exclusionary practices in general are becoming more rigidly enforced
and OTDs from ESB countries (except for New Zealand) will ow be required to
sit the AMC exams. This satisfies the ethnic bias of the medical profession
previously noted in that those from ESB countries will not face many problems in
the AMC exams and al the same time will take up a significant part of the quota
allowed. However, with the exception of the New South Wales Department of
Health and the Australian Institute of Health, who both feit OTDs would be a
valuable addition to the public hospital sysiem and DEET who were against
instiluling a quota system, there appears an overwhelming consensus of opinion
that OTDs should not be part of the Australian scene and that they are of an
“inferior” quality.

It has been pointed out that historicaily there were sociological and
psychological aspects of discrimination towards minority groups. These concerns
have led to recent anti-closure measures. In the light of increased research into the
difficulties of OTDs, claims to inferior skills are becoming increasingly difficult to
defend. Therefore, a new argument has emerged of "matching" overseas doctors
to their own ethnic groups. It also appears that it is becoming increasingly difficult
for the AMC to continually resist outside forces - and that there will eventually be
a change in the AMC examination processes, though not in 1991 and 1992
(Australian Medical Council 1992, p.4). la addition, an appeals mechanism has
finally becn introduced (Australian Medical Council 1991), afactor which, like
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adequate pre-examination material, feedback and access to bridging courses, had
been part of criticisms by the Fry Report (1983) and repeated by the Human Rights
Commission (1991).  Also, the Trade Practices Commission is conducting an
enquiry into the profession this year, a matter which the AMA considers may take
up considerable resources (Australian Medical Association 1991, p. 3).

Il is argued here thet quola arrangements, once enforced, become a
permanent part of the structures. These actions ignore social aspects of migration,
the special difficulties of women and refugees. Rights of migrants, who become
Australian residents on arrival, 1o be promptly assessed for their competency are
being confused with labour markel considerations. This is not in keeping with
socially progressive reforms and igoores the difficulties faced by migrant and
refugee OTDs currently living in Australia, who have been forced into financial
and social disadvantage under the present structures.  In the Introduction it was
pointed out that actions should be judged on Rawls' (1978) principles of justice

and fairness :

* Each person is {0 have an equal right to the greatest liberty
compatible with a similar liberty lo others;

* Social and economic inequalities should be arranged so
that they are (i) reasonably expected to be to everyone's
advanlage and (ii) attached 1o positions and offices open
to all {cited in Sax 1990, pp. 146 -147).

Article 1 of the International T.abour Convention concerning Discrimination
in respect of Employment and Occupation which came into force in 1960 defines
“discrimination” as including:

any distinction, exclusion or preference made on the base
of race, colour, sex, religion, polilical opinion, nationai
extraction or social origin, which has the effect of
nullfying or impairing equality of opportunity or
treatment in employment or occupation (cited in
Victorian Task Force 1990, appeadix III).
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Both of these international standards are clearly breached in Australia. The
medical profession has been able to wield enormous power to politically influence
and dictate its own lerms abou{ migration policy. while at the same time allowing
others to be recruited as a reserve army of labour.  These actions are not in
keeping with principles of justice and fairness and they are exclusionary and
discriminatory. It is clearly not in the interests of a multicultural commupity to be
denied experieaced doctors with a mullicultural background. It is also clearly not
in the interests of the Australian community that the medical profession should
enjoy increased rewards and privileges, while services are not socially and
culturally attuned to the needs of the whole community.  While it is realised
standards should be maintained, there is overwhelming evidence thal these
standards are oot being abused by other foreign medical gradustes in Australia
under ‘temporary arrangements’.

Migrants will keep coming and ethnocentrism will become increasingly
more expensive. Governments will have to starl seriously thinking of distributing
health resources more equitably. It is irrational on the government's part to state
that gainful employment of OTDs in Australia will increase health costs, because of
the Medicare system. Structures are now in place that will protect an excessive
increase in the general practitioner population and introduce quality control and
accountability.  There should be no resistance to integrating OTDs into areas
where their experience can be most utilised. If the Federal government, under its
migration programme, is responsible for bringing migrant groups to Australia,
there should be no special privileges or considerations given {o any professional
group, medical or otherwise, that help to serve the profession's interests while
disadvantaging their OTD couaterparts living in Australia, regardless of any
pretext. The densal of social and economic rewards to OTDs resident in Australia is

the denial of eniry into a collegiate culture of elite medical professionals who are
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able to wield considerable influence and power in the political processes.
Justificalion for these practices is not based on knowledge but on ethnicity and is

state-sanctioned. This is social control in its most exploitative form.
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In 1990, the Royal Colleges have had 2,800 general practitioner preceptors (that is general
practitioners who act as role models by teaching medical students in their practices) who received little or no
remuneration or status recognition for their time and efforts in tutoring medical students. It is estimated that
the Colleges save $850,000 a year from this (National Heaith Strategy 1992, pp. 70-72),

2 None of the research indicates that ESB migrants have difficulties. Data [or 1983-1989, based on
AMC results lists the percentage of candidates by country passing the clinicals for the first time: 79% South
Africa, Canada, Amenica; 65% West Germany; 61% Chinese from Hong Kong, Singapore and Malaysia;
41% India & Sri Lanka; 34% Poland; 327% Viectnam; 26% Egypt (Blacket 1990, p.128).

3 At the time of submitting this thesis, no reply has been received to a letter written to the AMC

requesting a more detailed explanation of these figures.

4 This documnent an information leaflet produced by the Australian Medical Council - is attached as
Appendix [V.
35

Iredale (1987) found that the United States nor Canada do not have reciprocal arrangements, the
larter being seen to have a more equitable system.  The Medical Council of Canada’s exam for OTDs s an
cvaluative one and consists of 320 Multiple Choice Questions (MCQs). Examination results based on lour
cxams conducted between 1980 and 1981 showed a pass rate of 52.4%. The United States and the United
Kingdom both have such a preliminary exam for licence to practise in the public sector.  In Canada, there are
three prerequisites for registration. Two ase the adequate completion of exams consisting of MCQs and
Patient Management Problems (PMPs). These are computer-scored type exams. The third prerequisite is
uniform for both the overseas qualified and local graduate. After registration all doctors have to complete a
onc-year internship in a public hoapital (pp. 137-140).

6 See Health for All Australiana: Report of the Health Targets & I[mplementation (Heaith for All)
Committee to Australian Heaith Ministers (1988), New directions for heslth adniinistration place increased
cmphasis on primary health carc and the sctting of goals and targets to reduce inequalities in health, This

thests does not enter into a discusston on this subject.
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The history of the Vocational Guidance scheme goes back to 1989 when a Senate Select Commitiee
on Health Insurance approved new conditions of cemuneration for the original Vocational Guidance Repjster.
8 The National Health Issues Strategy Paper No. 3 (1992) gives a detalled explanation of implications
for general practitioners and governments (n coordinated policy implementation and planning for primary
health care. [t is important to note that the Community Medicine model is one based on a multi-disciplinary
team work approach. The model is based on the North Richmond Family Care Centre which has (i)
community nurses, (ii} ethnic health/wetfare workers; (iii) interpreters; (iv) social workers: (v) community
development workers (Committee of Inquiry 1988, p, 2d6).

9 New announcements include a packape of incentive to increase rewards to general practitioners,
enhancing, their role beyond individual patient care and creating divisions of general practice controlied and
administered by general practitioners.  Weightings which have not been finalised will be developed for
additional payments to be made to accredited practices depending on size and location which may include
isolate or rural practices because of their more difficult role (Howe 1992).

¥ Funding for general practitioners will cost $8 million in 1992-93 and $15 million thereafter to provide
incentives for urban GPs who are trained appropriately to rural practice standards to relocate in country areas,
However, the government is of the opinion that 3,600 OTDs who have applied to sit the AMC exams would
<93 the government an additional $300 million per annum in health expenditure.  The governmert defends its
stance that the quota is unavoidable because no other profession enjoys automatic access to open ended
guvci-nmcnt funded payment system {Medicare) upon registration (S. Northcott - personal communication -
October 6, 1992),

1 Caonnell (1987) has used the class distinction to highlight the unequal distribution of health resources.
where heafih services are gesigned to suit the more afftuent, with consequent inequality in heatth outcomes, a
state of affairs which has been well documented in other Australian and intemational literature. Particularly
evident in Australia is a sceming disregard (or the health of Aboniginal people by leaders of the medical

profession. The University of Newcastle is the only institution in Australia that has designed a course

structure to cater for the needs of Aborginal medical students.
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12 South Alrica was dropped from later repetitions of these statements by the government and figures of
success rates were inflated, for example, it was stated that 805 Sri Lankan's passed the AMC's (S. Northcott -
personal communication - October 6, 1992, This is impossible when until 1991 only 957 OTDs have passed
the AMC ¢xams over a 13-year period,
13 DEET in Western Australia has found that bridging courses for nurses and medical practitioners are cost-
cffective and save the government considerable funds (Western Australian 1990).
14 Differences in interpretations as to performance of OTDs can be demonstrated by referring to Fry
(Report of Committee, 1983) who describes pass rates between AMEC, Professional and Linguistic
Assessment Board (PLLAB) examination in the United Kingdom, and the EFCMG in the United States (pp. 146-
147}. The EFCMG figures for 1981 showed that 9.2% Vietnamese had passed, 9.08% Egyptians and 29.68%
Indians, At the same time South Africa and Sweden both had a pass rate of 94% while the United Kingdom
rated 81% and [reland 72% (ibid, pp. 147-148, [redalc 1987, pp. 16-18)., This comparison shows the
deficiencies in Blacket's interpretations, because here instead of having Vietnamese OTDs doing as well as
those from India, the Victnamese doctors are almost on a par with the pass rates of Fgyptian doctors. In
addition, those from countrics in the "British” tradition have varying percentages of pass rates and Sweden has

equalled South Africa and outperformed graduates from the United Kingdom and Irefand.

The results of Fry's companisons were that the pass rates [or the whole AMEC exam were lower than
for PLAB and EFCMG, but not a great deal [ower than the latter (Report of Committee 1983, p. 146).
Howévcr. he asseris that comparisons are "indicative only, since different candidates are involved in the three
sets of figures and no allowances can be made for factors such as differences in individual ability, vanations in
the quality of medical school represented by the candidates, the candidates’ experience, or the time lapse of

their graduation, their preparation for exams, and se forth (ibid, p. 146).
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C R SEVE

In this thesis [ have argued that NESB migrant OTDs experience siructures
of discrimination thal are not subject lo mitigaling legislation, since they are
structures of informality and cultural bias. [ have argued that these structures
reflect the cultural inheritance of those who currently dominate the system, that the
judgements they make are not objective, but are constrained by a range of
subjective factors, among which are the desire o maintain the ethnic orientation of
their own comprehensi®'> social reality, to maintain the social status of their elite,
and 1o maintain the h:;u levels of finaacial rewards achieved through the structure
of medical practice in Australia.

I have demonstrated that the AMC exams are an artificial structure designed
to limit or exclude OTDs from entry into the medical profession. I have refuted the
possibility that the low pass rates of the examinations reflect major deficiencies in
either training in OTDs country of origin or lack of command of English. T have
showa that the social and financial barriers created by this process of accreditation
are neither fair nor just and are discriminatory. [ have argued that the control the
medical elite has over structures of medical care in Ausiralia reflects an implicit
pattern of social closure that operates at ar informal, personalised and culturally
specific level. I have shown that entry to this elite is sanctioned by the
government and largely determined by this elite, maintaining prestige, status and
political power, and in (urn, high monetary rewards. It has been shown that

arguments made by the medical elite to try to discredit the competeacy of OTDs are
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not valid and are histerically repetitive. This, according to Parkin (1974), is social
countrol in 115 most exploitative form.

It has also been shown that this wealthy and prestigious medical elite are
able to wield enormous power in the political processes, affecting decisions on
migralion.  The methods used are seen to be anti-democratic and against
international conventions of fairness, justice and non-discrimination. This elite has
defined tts own social reality in anglophilic terms, refusing (o accept the fact that
Australia is a multicultural society and will become more so.

The implications are far wider than the effect on a relatively small aumber of
OTDs. The consequences of these actions will be felt by the community at large
and is a matter for concern. According to Weber, bureaucratic administration is
the main characteristic of all contemporary forms of social life. His fears were that
bureaucratic rationalisation could have the effect of taking away power from
sources of democratic authority that were centred in the political process. Weber
refers to the threat of technocratic or plutocratic structures, where lengihy training
may mean that recruilment may only be afforded by a few. He was chiefly
concerned about "excessive formalism”. Decistons are made without reflection
and focus is centred on the most pressing demands (Waters 1989, pp. 328-329).
The Foucaultian concept of "panopticism” is also relevant, emphasising the
development of a form of social surveillance by the "archetypal” professions, the
medical men and the police who replaced priesis as guardians of social reality.

While it has been shown that many other prolessions are moving towards
more egalilarian methods of assessing overseas compelency and skills, the medical
profession s alone in receiving legitimation from the state to increasingly become
more rigid and inflexible i ils attiudes towards OTDs who seek permanent
residence in Australia. It is evideat that the medical elite, the bureaucrats and the

politicians are inten! on maintaining wealth, prestige and status along traditional
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class, ethnic and gender liges and “aliens” are not to be entrusted to the sacred
realm of medicine, nor to the funds available through Medicare.
Turager (1987, pp. 210-211) says:

The technological and bureaucratic imperatives of modern
medicine have resulled in the search for a more effective
administration of health-care systems and a more rational
approach to the organization and rationing of health care.
These trends clearly point to a2 widening of medical control
and the medicalisation of deviance and disease under the
common bureaucratic policing of society. There is a
convergence on a new global pattern of population
regulation and management. This is the bio-politics of

the modern period of rational capitalism and state socialism.

This thesis has discussed in detail the mechanisms of this process, one which
must be resisted in the interests of the health and well-being of the wider

multicultural community.



-120 -

REFERENCES

Abercrombie, N., Hill, S. and Turner, B.S. (Eds.) (1984). The Penguin Dictionary
of Sociology. (2nd ed.). Ringwood: Penguin.

Ailbrook, M. (1985). A brief history of Australian immigration. [a Multicultural
and Ethnic Affairs Commission of Western Australia. Needs and Prioriies

of Etbnic Minorities in W.A., Vol. 2. (pp. 76-88). Perth: Multiculiural

and Ethnic Affairs Commission.

Allen, F. (1988). The expulsion of women from the BMA: the impact on women's

professional aspirations. In H. Gardner (Ed.), The Politics of Health: The
Australian Experience. (pp. 252-276). Melbourne: Churchill Livingstone.

Allsop, D.B. (1970, February). A pommy speaks up. The Medical Journal of
Australia. p. 284.

Arnold, P. (1992, August). When are 4,472 doctors not aflood? Australiap
Medicine. p. 9.

Aikinson, P. (1985). The reproduction of the professional community, In R.
Dingwall & P. Lewis (Eds.). The Sociology of the Professions: Lawyers,

Doclors and Others. (pp. 224-241). London: MacMillen.



- 121 -

Australian Institute of Health. (1990). Australia's Health 1990; the Secopd
Biennia] Report of the Australian Institute of Health, Cagberra:
Australian Government Publishing Service.

Australian Medical Association. (1991). Anaual Report. Canberra:
Australian Medical Association.

Australian Medical Council. (1990), Aanual Report 1989-1990. Caaberra:
Australian Medical Council.

Australian Medical Council. (1991a). Annual Repori 1990-199]. Canberra:
Australian Medical Council.

Australian Medical Council. (1991b). Recognition of medical qualifications in
Australia, (leaflet). (available from the Australian Medical Council).

Australian Medical Council. (1992). Important notice: changes in procedures
for the AMC examination, (leaflet). (available from the Australian
Medical Council).

Australian Population and Immigration Council. (1977). Immigration Policies

and_Australia's Population: A Green Paper. Canberra: Australian
Governmen! Publishing Service.

Baker, D.G. (1983). Rage, Fthnicity and Power: A Comparalive Study.
London: Routledge & Kegan Paul.



i S o U W N P

-122-

Bates, E. & Lapsley, H. (1987). The Heaith Machine. Ringwood: Penguin.

Bates, E. & Linder-Pelz, S. (1987). Health Care Issues, Sydney: Allen &

Unwin,

Beckett, J. (1988). The Past in the Present: the Present in the Past: Constructing
a National Aboriginality. Maryborough, Aboriginal Studies Press.

Beggs, J. J. & Chapman, B. J. (1988). Immigrant Wage and Unemployment
Experience in Australia. (Discusston Paper No. 200). Canberra: Centre

for Economic Policy Research, Australian National Universily.

Blacket, R. B. (1990). Foreign medical graduates: the experience of the
Australian Medical Examining Council and the Australian Medical
Council, 1978-1989; implications for medical immigration and the

medical workforce. The Medical Journal of Australia. 153, 125 -132.

Borrie, W. D. (1954). Italians and Germans in Aystralia; A Study of Assimilation.
Melbourne: Cheshire.

Bostock, W, (1984). Ethno-cultural control in Australia; the issue of ethnic

broadcasting. In J. Jupp (Ed.), Ethnic Politics in Australia, (pp. 97-113).
Sydoey: George Allen & Unwin.

Broome, R. (1982). A
1788 - 1980. Sydneyv: George Allen & Unwin.




- 123

Carter, M. (1987). Review of Registration {or Health Praciitiopers. (Iaterim

Report). Victoria: Health Department.

Castles, S., Mitchell, C., Morrissey, M. & Alcorso, C. (1989). The Non-
Recognition of Qverseas Trade Qualifications. Canberra: Australian

Government Publishing Service.

of Overseas Qualifications. (uapublished raw data). (available from

the Ceatre for Multicultural Studies, University of Wollongong.

Chapman, B.J. & Iredale, R.R. (1990). Immigrant Qualifications: Recognil
and Relative Wage Qutcomes, (Discussion Paper No. 240). Caaberra:

Centre for Economic Policy Research, Australian National University.

Collins, I, (1988). Migrant Hands in a Distant L.and: Australia’'s Post-War
Migration. Sydney: Allen & Unwin.

Committee of Inquiry into Medical Education and Medical Workforce,

Doherty Report (1988). Australian Medical Education and Workforce
into the 21st Century. Canberra: Australian Government Publishing

Service.



- 124 -

Committee of Review of Migrant and Multicultural Programs and Services
(ROMAMPAS), Jupp Report (1986). Don't Settle for Less: Report
fC ttee for State 1 of the Review of Mi { Multicultural
Programs and Services. Canberra: Australian Government
Publishicg Service.

Committee to Advise on Australia’s Immigration Policies (CAAIP),
Fitzgerald Report (1988). Immigration: A Commitment to Ausiralia.
{Vols, {, 2 apd 3). Canberra: Australian Government Publishing Service.

Commonwealth Depariment of Health. (1987). [nquiry into Medical Education
and Medical Workforce: Submission pregared by Commonwealth

Medical Workforce. (Part 1). (no publisher).

Connell, R.W. (1987). Class, health and justice, In D. Jagtenberg & P. D'Alton
(Eds.). Four Dimensional Social Space: Class, Gender, Ethnicity and

Nature: A Regder ip Australian Social Sciences, (pp. 318-319). Sydney:
Harper & Row.

Cooke, F. & Western, J. S. (1989). Immigrant Professionals: Australia's
Underutilised Resources. St. Lucia: Department of Anthropology
and Sociology, The Universily of Queensfand.

Crichton, A. (1990). Slowly taking Control? Australian Governments and
Health Care Provision, 1788-1988. North Sydney: Allen & Unwin.




-125 -

Curthoys, A. (1988). Australian society. In G. Kress (Ed.), Communication and
Cylture, (pp. 22-54). Kensington: New South Wales University Press.

Cuzzort, R. P. & King, E. W, (Eds.). (1980). 20th Century Social Thought.
(3rd ed.). New York: Holt, Rinehart & Winston.

Daniel, A. (1990). Medicine apd the Stale . North Sydney: Allen & Unwin.

Dawkins, J. S. (1989). Migrant Skills: improving Recognition Processes.
Canberra: Australian Government Publishing Service.

Department of Employment, Education and Training, National Office of Overseas
Skifls Recognition. (1990). Skifls Recognition in Australia: A Guide to

Professiopal agd Technjcal Occupations, (Vol. 1). Canberra: Australian
Governmen! Publishing Service.

Department of Local Government and Ethnic Affairs. {1987). The Economics of

Immigration: eedings of a Conference at iag National
University, 22 - 23 April, [987. Canberra: Australian Government
Publishing Service.

Dewdney, J.C.H. (1972). Australian Health Services. Sydney: John Wiley.

Dingwall, R. & Lewis, P. (1985). Foreward. In R. Dingwall & P. Lewis

(Eds.). The Sociology of the Professions: Lawyers, Doctors agd
Others. (pp. ! -19). f.ondon: Macmillan.




-126 -

Dickey, B. (1987). No Charity There . (2nd ed.). Sydney: Allen & Unwin.

Douglas, R.M., Dickinson, J., Roseaman, $., Milne, H. (1992). Too Many or
Too Few? Medical Workforce and General Practice in Australia.

(NCEPH Discussion Paper No. 5). Canberra: National Centre for
Epidemiology and Population Health.

Eagleton, T. (1983). Literary Theory: An Introduction. Oxford: Basil Blackwell.

Eather, J. (1991, June). Where's the discrimination? Australian Medicine. p. 4.

Encel, S. (1976). Equality and Authority: A Study of Class, Status and Power
in Ausiralia. (Rev. Ed.). Melbourne: Cheshire.

Encel, S. (Ed.). (1981). The Ethnic Dimension: Papers on Ethnjcity and
Plyralism by Jean Martin. Sydney: George Allen & Unwian.

Encel, S.(1984). Introduction. In S. Encet & L. Bryson (Eds.).

Australian Society. (4th Ed.). (pp.1 - t1). Melbourne: I.ongman
Cheshire,

Foster, L. & Stockley, D. (1988). Australian Multiculturalism: A
Documentary, History and Critique. Clevedon: Multicultural Matters,

Freidson, E. (1970). Profession of Medicine: A Study of the Sociology of
lied wledge. New York: Dodd, Mead.



- 197 -

Freidson, E. (1985). The theory of professions: state of the art. In R. Dingwall
and P. Lewis (Eds.). _The Sociglogy of the Professions: Lawyers,

Doctors and Others. (pp. 19-37). London: Macmillan.

Game, A. & Pringle, R. (1983). Gender at Work, Sydney: Allen & Unwin,

Gardner, H. (1989a). A pluralist democracy? Inlerest groups and the political

process. [n H. Gardoer (Ed.). The Politics of Health: the Australian
Experience. (pp. 178-203). Melbourne: Churchill Livingstone.

Gardner, H. (1989b). Political parties: ideology, structure and practice. In H.

Gardner (Ed.). Politics of Health: the Australian Experiegce.
{(pp. 140-177). Melbourne: Churchill Livingsione.

Gerber, P. (1991). Overseas medical practitioners and ‘racial discrimination’,

Medical Journal of Australia, 155, 509 - 512.

Giarellie, J. M. (1986). Qualitative inquiry in philosophy and education: aotes
on the pragmatic tradition. In R. R, Sherman & R. B. Webb. {Eds.).
Qualitative Research in Education: Focus and Methods. (pp. 22-27).

London; The Falmer Press.

Giddens, A. (1989).  Sociology. Cambridge: Polity Press.

Gordon, J. (1990, January). Migraat doctors - wailing and working for change,

Australian Medicine, pp.4-35, lé.



- 128 -

Health Targets and Implementation (Health for All) Committee (1988). Health

for All Australiaps: Report to the Australian Heaith Ministers Advisory
Council and (he Australian Healln Ministers Coplerence.  Canberra:

Australian Government Publishing Service.

Horobin, G. (1985). Professional mystery: the maintenance of charisma in

general medical practice. In R. Dingwall & P. Lewis (Eds.).

The Sociolagy of the Professions: Lawyers, Doctors and Others.

(pp- 84 - 105). London: MacMillan.

Howe, B. (1992). The Fulure of General Practice: A Strategy for the
Nineties and Beyond. (news release). Canberra: Deputy Prime

Minister and Minister for Health Housing and Community Services.

(unpublished raw data}.

Hugo, G. (1988). Outpuls and effects of immigration in Australia. In
Committee to Advise on Australia’s Immigration Policies (CAAIP).

Immigration, A Commitment to Australia; Consultants’ Reports.

- (Vol.2). (pp.1-66). Canberra: Australian Government Publishing

Service.

Hugo, G. (1990). Demographic and spatial aspects of migration. In M.
Wooden, R. Holton, G. Hugo & J. Sloane (Eds.). Auslraljan

[mmigration: A Survey of the Issues. (pp. 24- 97). Canberra:

Bureau of Immigration Research.



- 129 -

Human Rights and Equal Opportunity Commission. (1991). The Experience of
Overseas Medical Practitiogers in Australia: An Analysis in the Light of
the Racial Disctimination Act 1975, Sydney: The Human Rights and -

Equal Opportunity Commission.

Husband, C. (1988). Community relations in the 1990s: old challenges - aew
solutions: a west European perspective. Paper presented at the 3rd
Annual Ralph Pervan Memorial Lecture al the University of Bradford,
England. Perth: Multicultural and Ethnir. Affairs Commission.

Immigration Advisory Council Committee on Social Patterns. (1973). Inquiry

into the Departure of Seitlers from Ausiralia, Caaberra: Australian

Governmeni Publishing Service.

Iredale, R.R. (1987). Wasted Skills: Barriers to Migrant Entry to Occupations

in Australja. Sydney: Ethnic Affairs Commission of New South Wales.

[redale, R.R. (1988). The Recognition of Overseas Qualifications in Australia.
(Policy Option Paper), Canberra: Office of Multicultural Affairs.

Jayasuriya, L. (1989, February).
Current Trends. Paper for Conference on New Directions in Asian

Studies organised by Asian Studies Association of Australia and The
National University of Singapore (Centre for Advanced Studies),

Singapore.

Johnson, T. (1972). Professions and Power. London: Macmillan.



Y TR

-130 -

fones, F.L. (1987). Comments on international transferability of human capital:

immigrant [abour market outcomes in Australia. In Depariment of Local

Government & Ethnic Affairs. The Economics of Migration; Proceedings
[ a Conf e A liag National University. 22-23 April 1987,

{pp. 158-161). Canberra: Australian Government Publishing Service.

Jupp, J. (1984). Australian immugration 1788 - 1973. In F. Milne & P.Shergold

(Eds.). The Greal Immigration Debate. (pp. 2-13). Sydney: Federation

of Ethnic Communijties Councils of Australia,

Kidd, M. & Braun, F. (1992). Problems Encounter by Overseas-trained Doclors
Migrating {o Australia. Canberra: Australian Government Publishing

Service.

Kunz, E.F. (1975). The Intruders: Refugee Doctors in Australia. Canberra:

Australian National University Press.

Larkins, R.G. (1992?7). Medical immigration, the problems and some suggested
solutions. Unpublished manuscript. Universily of Melbourne,

Melbourne.

Larson, M. S.(1977). The Rise of Professionalism; A Sociologicat Analysis.

Berkeley: University of California Press.

Leach. R. (1988. Polifical Ideologies.  South Melbourne: MacMillan.




- 131 -

Le Comle, M.D. & Goeltz, J. P. (1984). Problems of reliability and validity in

in ethnographic research. Review of Educational Research, 52 (1).
pp. 31 - 60.

Lenski, G. (1966). Power and Privilege: A Theory of Social Stratification.
New York: McGraw-Hill,

Martin, I. (1978). The Migrant Presence: Australian Responses 1947-1977,
Sydney: George Allen & Unwin,

Maxwell, W. (1939, December). The refugee doctors. (Letter to Editor). The
Medical Journal of Ausiralia, p. 919.

McAliister, 1. & Kelley, J. (1984). Immigrants’ staius, earnings and politics.

In J. Jupp (Ed.) . Ethnic Politics in Australia, (pp. 53-68). North
Sydney: George Allen & Unwin.

McConnochie, K. (1988). Immigration and Racism. In K. McConnochie,

D. Hollinsworth & J. Pettman (Eds.). Race agd Racism in Australia,
{pp- 169-191). Sydney: Social Science Press.

McGaghie, W.C., Miller, G.E., Sajid, A'W. & T.V, Telder (1978), Competency-
Based Curriculum Deve ent in Medi u

(Public_Health Papers No. 68). Geneva: World Health Organization.



-135-
Medical Workforce Data Review Committee (MWDRC) (1992). Comment
on report of the Medical Work{orce Supply Working Party.
(unpublished raw data). (available from the Austratian Medical

Association, Canberra).

Miles, M.B. & Huberman. M. (1984). Drawing valid meaning from qualitative
data: towards a shared crafl. LEducatiopal Researcher. 13 (5), pp. 20 - 30.

Mitchell, C., Tait, D. & Castles, S. (1990). The Recognition of Overseas
Professional Qualifications, Canberra: Australian Government

Publishing Service.

National Advisory Commuttee on Skills Recognition (1991). Migrant Skills
Reform Strategy: Progress Report 1990-1991, Canberra: Australian

Government Publishing Service.

National Health Strategy Issues Paper No. 3 (1992). The Future of General
Praglice, Canberra: Department of Health, Housing and Community

Services.

New South Wales Committee of Inquiry into the Recognition of Overseas
Qualifications. (Fry Committee) (1989). Canberra: Department of
Immigration Local Government and Ethnic Affairs.

O'Brien, M. (1991, June). Racial discrimination charge without basis. Australian
Medicine, pp. 2-3.



e I L TP

-133.-

Office of Multicultural Affairs: Department of Prime Minister & Cabinet (1989).
Nati enda for a Multicultural Australia; Sharing our Future.

Canberra: Auslralian Government Publishing Service.

Paine, L.LHW. & Siem Tjam, F. (1988). Hospitals and the Health Care
Revolylion. Geneva: World Health Organization.

Parkin, F. (1971).  Class, Inequalily and Political Order, Hertz Paladin.

Parkin, F. (1974). Strategies of Social Closure and Class Formation. In
F. Parkin (Ed.). The Socia] Analysis of Class Structure. (pp.! - 18).

London: Tavistock.

Phi'tips, B. (1990, June). Outgoing president’s reflections. Australiag
Medicine, p. 4.

Report of Commiitee of Inquiry into Recognition of Overseas Qualifications. Fry

Report. (1983). The Recognition of Overseas Qualifications, Vols. |
agd 2. Canberra: Australian Government Publishing Service.

Roe, J. (1988). The end is where we start from: women and welfare since 1901.

InC. Baldock & B. Cass (Ed.). Women. Social Welfare and the State in
Australia, Sydney: Allen & Unwin,



-134.

Rueschemeyer, D. (1985). Professional Autonomy and the 5ocial Control of

Expertise. In R. Dingwall & P. Lewis (Eds.). The Sociology of the

Professions: Lawyers, Doctors and Qthers. (pp. 38 - 58). London:
MacMillan.

Salter, M. (1971). Prejudice in the professions. In F.S. Stevens (Ed.).

acism. the Australian Experience, Va Prejudice 2

Sydney: ANZ Eook Co.

Sax, S. (1990). Health Care Choice and the Public Purse. Sydney: Allen &
Unwin.

Shaw, A.G.L. (1972). The Story of Australia. (4thEd.). London; Faber &
Faber,

Shecrington, G. (1990). Australia's [mmigragts 1788-1988, (2nd ed.). Sydaney:
Allen & Unwin.

Statemeni on appropriate numbers of doctors and their sources required to meet
Australia’s future needs for medical care. (1992). (unpublished raw data).
{available from the Australian Medical Association, Canberra).

Stone, I. (1985). Racial Conflict in Contemporary Sociely, Loandon: Fontaga,

Stutchbury, M. (1988, June 27). Occupation regulation is a waste of migrants'
skills. _Australian Financial Review. p. 14.



-135 -

Summers, A. (1975). Damned Whores and God's Police: the Colonisation of
Women g;" Australia. Ringwood: Allen [anc.

Thompson, D.G.P., Thomson, N. & Andrew, R. (1992), Postgraduate training
for foreign medical graduates - the Australian program. (Letter to Editor).
edical Jo of Australia. 156, 437.

Turner, B.S. (1987). Medical Power and Social Knowledge. L.ondon: Sage.

Victorian Taskforce on Overseas Qualifications (1990). Challenge of Change:
Enriching Futures. (Unpublished draft report).

Wadsworth, Y. (1987). Do It Yourself Social Research.  Collingwood:
Victorian Council of Social Service Melbourne Family Care

Organisation in association with Allen & Uawin.

Waters, M. (1989). Sociology One; Principles of Sociological Analysis
Austratians. Melbourne: Longman-Cheshire,

Weber, Max (1922), The essentials of bureaucratic organization. In P. Worsley

(Ed.). (1978). Modem Sociology: Introductory Readings, (2nd ed.).
(pp. 367-371). Middlesex: Penguin.



- At e e = AL TR e bl e AL . e o

-136 -

Western Australian Overseas Qualifications Unit. (1990). Background on
activities. (unpublished raw data). ( available from the Department
of Education, Employment and Training, Overseas Qualifications

Unit, Perth.)

Wilkins, P.S. (1992, February). Historic agreement on remedy for oversupply
of doctors. Australiag Medicing, pp.4-5. 13

Willis, E. (1989), Medical Dominance: The Division of Labour in Ausiralian
Health Care. (Rev.ed.). Sydney: Allen & Uawin,

Yates, A. (1990, September). Migrant doctors - meeting Ausiralian standards?
Ausiralian Medicige. pp. 3-35.



-137 -

APPENDIX 1

Changes to Medical Assessment
between 1969 and June 1990

(Human Rights Commission 1991, pp. 70-71)



CHANGES TO MEDICAL ASSESSMENT BETWEEN 1969 AND JUNE 1990

Date

1959
1971
1973
1974
1977
1978

1980

1882

1983

1985

1586

1987

1988

‘1989

Activity

:Formation of COPQ

Working Party on Medicine
Joint Committee on Medicine
Expert Panel in Medicine
Agreement to Introduce AMEC
Forrnation of AMEC and
establishment of AMEC exam
NSW Section 21C repealed
allowing supervised hospital
experience

AMEC exam amended

AMEC exam amended as a

result of Fry Report

AMEC - fee structure amended

AMC took over administration
of exam

COPQ English test reviewed

Fee schedule
New fee structure level
Level of AMC exam set at

final year medical course

New English test administered

Change

State assessments, pravisional registration
continued '

Conditions of AMEC examination
Part!} 3 atternpts in all

Part il } |

$250 per attempt and $200 for certificate

Failure at Part I! did not require resitting
Part | - 3 attempts possible at each part
English separated from multiple choice
questions, unlimited attempts at English
Untimited attempts at Part ||

$250 for cestification

Fees amended per attempt to:

330 English paper

$300 multiple choice questions

$300 Clinicals

$400 Certification

Number of attempts per part, and new fee
structure

English (COPQ) no limit $30

Multiple choice questions 3 $500

Clinicals 3 $500

English may be attempted pre MCQ or post
MCQ paper, except candidates who fail MCQ
paper must pass English bafore attempting
MCQ paper again

$25 payable on application

$25 certificate fee

English $120 per altempt

$30 application fee to AMC

MCQ paper $591

Clinicals $591

Certificate fee $30 50% pass mark and

¥ e,




1890

by COPQ/NQOSR
Exermnptlions from NOOSR

- English test

Eligibility criteria changed

standardised scoring introduced Sy T
For candidates from English speaking countries
L Coert
Registratlon in another country no longer =~
required, one year internship not necessary
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APPENDIX 1]
Multiple Choice Queslions and Cligicals
b of atte : -1

(tluman Rights Commission 1991, pp. 50 - 33)



AMC EXAMINATION: FESULTS OF MULTIPLE CHOICE QUESTIONS

PAPER 1978-90 .
Table 1 : MCQ EXAMINATIONS 1378 - 1990
(By Country of Training)

huatralian Hedleal Council Incorporated

Report on number of'attempts for HCQ Exama for period : 70A to 90A {Llaclunive)
For all centres.

Aa at :; l0:06:19 2% HAY 1990 - Page 1
No. SITTIHG Ho. PASSING
Country of Tralning i 2 3 4+ Tot 1 ‘2 3 i+ Tot
AFGHAHISTMAN 9 4 2 4 19 1 1 0 1 ]
ARGENTINA 7 3 2 4 16 1 1 0 1 3
AUSTRALIA/PNG 1 G o 0 1 1 0 0 0 1
AUSTRIA 4 2 1 0 7 3 2 1 0 G 4
BANGLADESH 17 12 6 5 41 2 4 1 1 0
BELGIUM 9 4 2 1 16 b 1 1 0 5
BOLIVIA 1 c o 0 1 0 0 0 0 o
gRAZIL g 3 2 3 16 5 0 1 ! ;
DULCARIA 3 2 2 1 a Qg 1 2 1 B
U 24 10 2 1 17 1 5 2 l 11
CANHODIA 2 2 0 0 1 0 0 G o U
T CAHADA 21 s 2 o 20 17 2 1 n 70
CHILE 7 2 2 0 11 3 0 2 0 ',
CHIRA 4 1 0 0 5 0 ! 0 0 U
CILOHBIA 1 Q a ] 1 1 8} 4] 0 1
CLECHOSLOVAKRIA 38 18 13 3 72 10 6 9 1 26
- DEHMARK 3 4 ) 0 1o 1 1 0 c 1
DOMINICAN REPUSLIC z 2 C 0 4 0 | Q Q 1
Tcuacon 1 1 o, 0 2 0 1 0 o 1
ECYPT 215 122 60 42 4319 50 49 25 15 1319
EL SALVADOR 2 0 c 0 2 o 0 0 N 0
| ENGLAND 2 0 o] 0 2 1 ¥ 0 U 1
TIJI 18 7 J 9 37 1 2 0 2 B
FIJI/INDIA 1 0 0 0 1 g 0 0 0 0
EINLAND 1 0 0 0 1 1 o 0 0 1 .
| FRAMNCE 12 6 4 6 28 1 1 1 1 4
| GERMANY 68 27 14 1 110 17 10 9 0 g
GHMANA 1 1 0 Q 2 0 0 0 0 6 ,
. GREECE 20 9 4 2 3% 3 2 0 3 6
GUATEMALA 4 4 3 0 11 0 1 1 0 2 .
" ONG XONKG 85 18 3 0 106 54 10 k] 0 £
 HUNCARY 21 11 8 5 15 6 2 k! 2 11 :
" ICELAND/SWEDEH 1 0 0 v} 1 [+ 0 V] Q 0 .
IHDIA gz 1N 64 41 66! 129 94 17 12 72
. THDOHESIA 14 7 2 0 2) 1 | p 0 10 5
©IRAH 36 16 5 7 64 10 5 2 h| 20 ’
" IRAQ 8 3 C 0 11 2 0 o 0 2 4
IRELAND 1 0 0 ¢ 1 0 0 0 0 0 i
" ISRAEL & 2 2 3 L 0 0 0 1 1 :
¢ ITALY 3l 12 4 1 5 5 5 2 1 11 .
; JAMALCA 5 a 0 0 5 5 0 3] o 5
. JAPAN 1 0 0 0 1 1 0 0 o 1 A
| KOREA 1 0 o 0 1 0 0 0 0 0 :
L LEDANON 6 1 0 , o ? 2 '+ H | B+ T 3
i LIBYA ©2 1 1 0 4 1 0 10 2
© MALAYSIA . 35 ] 1 0 11 2 s R B!
' HALTA 1 1 0 0 2 0 1 o’ o 1
i HEXICO 8 3 1 0 12 2 2 o 0 4 .
¢ MEXICO/AUSTRALIA 1 0 0 a 1 1 o 0 i) 1
L 0 o 0 | ¢ 0 0 0 0

| HOZAMUIQUE
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Table 1: MCQ EXAMINATIONS 1978 - 1990 (Continued) . ... - . ...

Auptralian Medical Council Incorporated
Report on number of attempts for HOQ Exama for perflod @ 70A to 90A {inclualwn}
For all centres.. o o
AB at t 10:06:27 235 MAY 1990 - Page 2

No. SITTING . _ No. FASGING
Country of Training 1 2 3 4+ Tot 1 2 3 4+ Tot
NETHERLANDS 14 a8 6 0 28 '8 3 2 0 13
NICARAGUA 1 1 0 0 2 0 1 0 0 !
NIGERIA 2 0 0 0 2 0 0 0 aQ 0
NTH IRELAND — 1 0 0 0 1 0 0 0 0 0
PAKISTAN . 35 24 14 15 as 5 9 G 3 23
PERU 2 ) 0 0 2 1 a 0 o 1
PHILIPPINES 94 33 15 15 157 ° 7 [ 2 5 20
PHG 11 6 2 1 20 3 1 0 1 g
POLAND 82 43 14 & 145 18 21 7 2 48
POLAND /UK ) 1 1 1 5 1 0 0 0 1
PORTUGAL 4 2 1 0 7 2 2 1 0 5
ROMANIA 18 g 2 ‘o 25 k| 1 0 0 4
RUSSIA 2 0 0 0 2 0 a 0 o o)
SINGAPORE 37 g 1 o) 47 20 e 1 ) 27
SOUTH AFRICA 181 42 12 4 239 111 24 ? L R
SEAIH 9 7 4 3 23 2 2 2 0 G
SRI LANKA 176 58 23 6 263 88 a0 10 6 134
SUDAN é 1 Q 0 7 2 ) o o} z
SWEDEM 4 1 1 ) & 2 1 1 0 1
SHITZERLAND 10 k! 0 Q 13 [ 2 W) Q 3}
SYRIA 12 | 5 0 25 2 3 2 0 7
TAIWAM 6 o ) 0 6 0 0 0 o )
TANZANIA 1 0 0 0 1 1 0 0 0 1
THATLAND 7 2 0 0 9 2 1 0 0 3
TURKEY ' 23 14 6 6 49 4 & 2 4 15
UGAHDA 4 1 0 0 5 1 0 0 0 1
UK . 13 1 D o 14 7 1 0 0 4
UK (CONJOINT) 1 0 o} Q 1 1 4 o 0 1
URUGUAY 5 1 0 0 6 1 1 0 ol 2
USA . 29 5 1 0 35 19 4 0 1] 23
USSR . as 20 10 8 73 4 5 0 1 10
VIETHAH 67 is 15 21 144 17 25 5 5 52
WEST GERMANY 1 0 o 0 1 c 0 0 0 0
YUGOSLAVIA as 18 9 12 74 5 3 3 2 13
ZAMBIA 2 0 o ] 2 1 0 0 0 1
2 IMBABYE | 3 1 0 12 4 2 0 0 G
TOTALS 2085  B64 358 243 3560 721 381 157 77 1326
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CLINICAL EXAMINATIONS 1978 - 1990

Table 2:
(By Country of Training)

S -
i G e, i ] Al M i bir . |t x o (00 mER AT LYY Y S,

Auntrallan Madlical Council Incorporated

-.._.__..._____..___.._._.._._......._-—-—--..-.....—-——-._..___--—...—--——w--— A Y e ol il S ok T o e e e e B e

Report on number of’ uttemptu for Clinlcal Examn for perled :

For all centrea.

L

78A to 90C {incluglv

As at :'10:12:04 25 MAY 1990 - Page 1
No. SITTING HO. PASSING
Country of Training 1 2 3 4+ Tot 1 2 3 4+’ Tot
ARGENTINA 2 o o o 2 2 o] Q 0 2
AUSTRALIA/PNG 1 0 o 0 1 1 o 0 ] 1
MISTRIA 2 1 1 0 4 1 0 1 0 2
BANGLADES!| a 5 1 o 14 1 4 1 o &
BELGIUM 3 1 o 0 4 1 1 c 0 2
BRAZIL 4 2 1 1 8 1 i g o 2
OULGARIA 1 1 1 o k| v} 0 1 0 1
BURMA 6 4 2 0 12 2 2 1 0 5
CAHADA 16 1 o 4 17 11 0 0 0 i1
CHILE 2 1 0 0 3 1 1 o Q 2
COLOMBIA 3 1 1 o h! o 0 1 ¢ 1
CZECHOSLOVAKIA 18 11 5 2 16 7 5 4 0 18
DENMARK 4 1 o o s 3 1 ] v} 1
ESUADGR ] a 0 4] 1 Q 0 o} 0 0
EGYPT 86 62 a1 52 231 20 23 10 1n ig!
FIJI 5 2 1 v} 8 3 o} 0 g 3
FINLAND 1 Q 0 0 1 0 0 0 0 o
FRANCE 3 1 a 0 1 2 1 0 0 k|
GEHRHANY 29 10 b k| as 16 & 1 1 21
GREECE 5 3 1 1 10 1 1 0 0 2
cuiarf:mr.a 2 1 1 2 6 o] o 0 o] o]
HONG KONG 47 11 4 o} 62 22 G 4 0 32
ou'm:,mr 7 3 2 0 12 4 1 2 c 7
INDIA 209 100 45 43 97 16 16 22 16 160
IHDONESIA 7 4 2 1 14 3 2 1 1 7
IRlAN 12 4 1 0 17 1 3 1 o 5
1AAQ 2 ] 0 0 2 1 o o Q 1
IS|RAEL 1 0 o] 0 1 1 g a 0 1
ITALY 10 4 1 2 17 5 3 0 0 8
JAHAICA 5 1 0 0 ) 3 1 o 0 4
JAPAN 1 1 ] 0 2 0 1 o 0 1
LE|BANON 1 0 0 0 1 o o o 0 0
LIjBYA 2 1 ) o k! g’ 1 o o 1
HALAYSIA 23 8 o 0, 31 9 5 Q o] 14
HAILTA 1 L1 0 0 g 0 1 0 o] 1
HE[XTCO 3 ‘1 0 o q " 1 0 0 2
MEXICO/AUSTRALIA 1 -0 0 Q 1 1 o] o 0 1
NETHERLANDS 10 5 4 0 19 3 1 2 ¢ 6
PAKISTAN 16 5 o o] 21 6 4 0 0 10
PHIILIPPINES 14 a 5 17 44 1 3 0 1 5
PNG ' 4 1 0 o} s a 1 0 0 4
POILAND a0 24 11 9 84 16 11 G k| 36
POLAND /UK 1 o] o , O 1 0 o o 0 0
PORTUCAL 3 1 1 0 5 1 0. 1 0 2
AGMANTIA . 2 1 1 Q 4 G 0 1 o} 1
SINGAPORE 23 5 2 o] 30 16 J 2 e} 21
SOUTH AFRICA 126 26 6 h) 161 91 18 1 2 112
SPPIN 3 1 1 v} 5 o v} o Q Q
SAIL LANKA 111 49 14 15 189 37 jo 5 k| 75
SWEDEN 2 1 1 Q 4 0 0 o 0 0
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Table 2 : CLINICAL EXAMINATIONS 1978 - 1990 (Continued) = : .- 3iiss

hustralian Medical Council Incorporated

Repork on number of attempts for Clinical Exams for period : 70A to 90C (incluoive)
For all centres. ' : '
Ao at @ 10:12:10 25 MAY 1990 - Page -2

tio. SITTING ' Ho. PASSING
Country of Training 1 2 3 41+ Tot 1 2 3 4+ Tot
SWITZERLAND 5 2 1 0 - 8 3 1 0 0 4
SYRIA 7 3 1 0 11 2 2 1 0 5
TANZANIA 1 o 0 0 1 1 ) o} o 1
THAILAND 2 2 o} 0 1 Q 1 o] 0 1
TURKEY 9 2 0 o] 11 6 Z o} 0 a
UGANDA 1 0 o 0 1 1 0 0 ! 1
UK 5 c 0 0 5 4 0 ] 0 4
UK {CCHJOINT) 1 0 0 0 1 1 0 U 0 1
URUGUAY 1 1 1 0 3 0 0 1 0 1
USA 17 4 1 o 22 B 3 1 0 12
USSR 8 3 1 0 12 5 2 1 0 0
VIETHAM 36 25 11 21 93 B 14 2 4 28
YUGOSLAVIA 10 4 2 3 19 1 2 0 2 5
ZAMBIA 1 1 1 0 3 0 o} 1 n 1
ZIMBABWE 4 0 0 a] 4 3 0 0 0 3
TOTALS 995 421 169 175 1760 417 215 75 51 758
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APPENDIX 1T

Australian Medical Council: Changes in Procedures
for AMC Exams (from July 1992)

(Australian Medical Council 1992, pp. 1 - 6)



.
"
(3

f f
I fﬁi AUSTRALIAN MEDICAL COUNCIL
|

S IMPORTANT NOTICE: CHANGES IN THE
el | PROCEDURES FOR THE AMC EXAMINATION

COUNCIL |  [ISSUED JuLY 1992]

- AUSTRALIAN HEALTH MINISTERS’ DECISION ON QUOTAS

The 1992 Australian Health Ministers’ Conference announced a national strategy to address Australia's
medical workforce requirements. The initiatives adopted by the Health Ministers include:

- a reduction of the number of medical practitioners entering Australia on temporary visas to meet local
health sarvice needs;

- a review of migration procedures to adjust the points system for medical qualifications;
setting quota limits on the AMC examination in line with the entry quotas for Australian medical
schools.

e Health Ministers have now announced the details of the quota arrangements for the AMC examination.
~ommencing in July 1992 the following provisions will apply to AMC examinations:

A, Alimit of 200 places in any one year has been set on access to the AMC clinical examination. This
quota will be determined on merit order performance in the MCQ examination. The quota will be
subject to review by the Health Ministers.

B. . Those overseas trained doctors who bhave already passed the AMC MCQ examination or have

' commenced but not yet passed the clinicai examination will be permitted to continue with the clinical
examination outside the guota but subject to the normat requirements of the AMC examination.

**¢' WHAT WILL HAPPEN TO THE AMC EXAMINATIONS IN 1992 AND 1993?

In 1991 the AMC announced changes to the MCQ and clinical examinations which would be introduced in
1993. Because of the Health Ministers' decision to introduce quotas in the second half of 1992, the Council
has|decided not to change the format or content of the AMC examination for 1992/93. Both the MCQ and
clinical examinations conducted between July 1992 and June 1993 will follow the current format as set out
in the Examinations Specifications booklet.

PLEASE NOTE: ~As from 1 January 1993 all AMC candidates will be required to have passed the
Ocgupational English Test before they may sit the MCQ or clinical examination, unless granted an
exemplion.

The|OET is now administered by the National Languages and Literacy Institute of Australia (NLLIA}). The
NLLJA has advised that the OET will be conducted on the following dates in 1992 and 1993:

IN AUSTRALIAN CENTRES IN OVERSEAS CENTRES
. DATE OF CLOSING DATE DATE OF CLOSING DATE
OET [EXAM, FOR APPLICATIONS OET EXAM, FOR APPLICATIONS
24 COptober 1992 22 August 1992 24 October 1992 22 August 1992
13 Mareh 1993 30 January 1983 13 March 1993 30 January 1993
10 Jyly 1993 29 May 1993
© 13 November 1993 2 Octobar 1933 13 Novembar 1993 2 October 1933

Applications to sit the OET should be sent giregt to the NLLIA and not to the AMC. The contact address
~ for the NLLIA is:

The National Languages and Literacy Institute of Australia
. Level 3/112 Wellington Parade
el EAST MELBOURNE VIC 3002 Tel: 03 416 2422 Fax: 03 416 0231




. Exemptions from the OET will only be granted where a candidate:

o can provide satisfactory evidence of having passed a vocational test of English for medical
practitioners, such as the English test component of the ECFMG in the USA or the PLAB examination
_inthe UK, OR
td can provide documentary evidence of birth or formal primary and secondary education in a country
where English is the native language not merely an official lanquage.

Applications for exemption should be forwarded to the AMC.

o

*** HOW WILL THE QUOTA BE APPLIED TO THE MCQ EXAMINATIONS IN 1992/93?

The quota has been set at 200 for the year 1992/93. Since the AMC will be conducting two (2) MCQ
examinations in this period - one in October 1932 and one in April 1993 - the quota will be divided equally
“between the two MCQ papers. That is, the limit of 200 for 1992/93 will be made up of 100 selected from
the Qctober 1992 MCQ and 100 selected from the April 1933 MCQ.

*** HOW WILL THE QUOTA CUT-OFF WORK?

. The quota is the cut-off point above which candidates will be eligible to sit for the AMC clinical examination.
The criteria for selection within the quota is as follows:

A:  You must be within the group of the top 100 candidates in the examination who meet the minimum
performance requirements; AND

B. The minimum performance requirements are an overall score of 50% or better and not less than 40%
in any of the five component subjects examined,

The qucta wil operate as follows:
- When the resuits for an MCQ paper have -een processed all candidates will be listed in descending

merit order of their overalt score (% correci; for the examination.
Starting *  h the highest overall score obtained = .18 MCQ paper, the cut-off point moves down the

scores r * candidates until a total of 100 candidates is obtained, who;
* have 'l scores higher than S%%,; AND
* hav. . ..:d not less than 40% in any of the five component subjects examined.

The operation of the quota is illustrated in FIGURE 1. All candidates who have not yet passed the MCQ
examination zre advised to carefully study the quota procedures.

If less than 100 candidates qualify in the October 1992 MCQ examination the shortfall in quota places will
be added to the April 1993 MCQ examination. That is, if only 94 candidates qualify in the October 1992
MCQ paper, the cut-off for the April 1993 MCQ examination will be increased to 106, subject to the
minimum performance requirement of 50% overall and not less than 40% in any component subject.

*** DO | HAVE TO OBTAIN PASSES IN ALL COMPONENTS IN ORDER TO QUALIFY FOR A QUOTA
PLACE?

'NO. The quota cut-off is determined on the basis of the overall score. A candidate does not have 10

obtain a passing score (50% or better) in each of the five component subjects examined (eg. Medicine,

Paediatrics, Psychiatry, Surgery and Obstetrics/Gynaecology), but will have to scare 40% or better in each

‘of these subjects AS WELL AS passing the overall examination (50% or better) in order to qualify for a

-quota place.

w** |F | MISS OUT ON A QUOTA PLACE HOW MANY TIMES CAN [ SIT THE MCQ EXAMINATION
PAPER?

There will be no limit on the number of attempts that a candidate may have at the MCQ examination paper.
After three unsuccessful attempts at the MCQ examination a candidate’s performance will be reviewed and
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FIGURE 1l: OPERATION OF THE QUOTA ON THE AMC EXAMINATION

If a group of 367 candidates . sit the MCQ. paper with the highest gverall-
acore of 77% and the lowest score of 33% and the dxatribution of scores as
illuetrated below, the quota cutoff weuld coperate as follows:

OVERALL DISTRIBUTION CUMULATIVE QUOTA
SCORE (NUMBER CANDS. NUMBER OF MERLT
% CORRECT WITH THE SAME CANDIDATES ORDER -
OVERALL SCORE} C
7 X 1 17367 e
76 X 373673 e
X £3) 2/367 ) SHARED
X 4 2/387 )
75 X ] 57367 )
X 6 $7357 3 SHARED
A X 7 77367
73 X 87367 3 _
X B/367 )
X (5 8/367 ) SHARED
X 8/367 )
X 12 8/367 )
72 X 137367
% 131 13/367 ) SHARED
X 15 3/367 )
il X 16 16/367
7 X 77367 )
X 177367 3
X t4) 17/367 ) SHARED
X 177367 )
X 177387 )
X 22 17/387 )
57 X 92/367 > SHARED
) 3 - 1% (NOT ELIGIBLE FOR QUQTA}*
[ X 93 92/367 ) SHARED
5% X 947367 )
X (41 QL7347 ) SHARED
X 944367 )
X 4 QL7367 )
55 X G8/367 ) SHARED
[¢.9] 6 - 2™] (NOT ELIGIBLE FOR QUOTA*
() {HOT ELIGIBLE FOR CUOTA)*
X 99 98/367 ) SHARED
QuUOTA 94 X 100 ! Y00/367
CUTOFF
CANDIDATES WITH DVERALL SCORES ABOVE THE QUOTA CUTOFF WHO ARE NOT ELIGIBLE FOR THE
QUOTA AS THEY FA[L TO MEET THE MINIHUM PERFORMANCE CRITERIA - LESS THAN 40% IN ONE OR
MORE OF THE FIVE COMPONENT SUBJECTS EXAMINEC.
.57 00 101 1017367
> 55 3) 12 102/367 )
e X) 103 102/367 ) SHARED

CAMDIDATES WHQSE OVERALL SCORE 15 QUTSIDE THE QUQTA LIMIT

53 _ X 104 1047367
52 X 1057367
X 31 105/347 ) SKARED
X 107 1057387 )
51 X 108 1087367
50 X 109/367 )
X 3 1097367 ) SHARED
X 111 1097367 3
4y X 112/367 )
X {4} 1127367 )
X 1127367 } SHARED
~ .4 115 : 1127387 )
33 X 363 : 3563/367
34 X 364/357 )
X 3 3647367 ) SHARED
X 366 2644357 )
33 X 367 367/367

* NOTE: If & candidate scores above 50% overall but less than 40% in one or more of the five component
subjects examined he/she will not be eligible for a place within the guota,



the candidate wil be provided with advice and counseling. The computer-generated feedback to
candidates wilt also be amended to reflect the new cut-off mechanism.

#*» CAN | APPLY MY SCORE IN ONE MCQ EXAMINATION PAPER TO ANOTHER SERIES FOR THE
PURPOSES OF THE QUOTA?

NOQ. Each examination varies slightty In the question content and range of conditlons examined. it will not
be possible to apply the results from one MCQ series to the ranking for quota purposes in another MCQ
series. :

*#% |F | HAVE ALREADY PASSED THE MCQ EXAMINATION BUT HAVE NOT YET COMMENCED THE
CLINICAL EXAMINATION WILL THE NEW QUOTA LIMITS APPLY TO ME?

NO. The Health Ministers have agreed that as a !ransitignal arrangement, candidates who have already
passed the MCQ examination before July 1992 but have not yet commenced the clinical examination will
be allowed to proceed to the clinical examination. However, they will be subject to the same perdormance
requirements and examination pracedures which will apply to all ¢linical candidates.

***  WiLL THE TRANSITIONAL ARRANGEMENTS ALSQO APPLY TO CANDIDATES WHO HAVE
COMMENCED THE CLINICAL EXAMINATION BUT HAVE NOT YET PASSED?

YES. The transitional arrangements will also apply to these candidates and they will be subject to the
same performance standards and examination procedures which apply to alf clinical car.didates.

AMC CLINICAL EXAMINATION

***  WILL THERE ALSO BE A QUOTA ON THE RESULTS OF THE CLINICAL EXAMINATION ALONG
THE LINES OF THE QUOTA ON THE MCG EXAMINATION?

NO. The quota on the AMC examination will be an entry quota, which only has the effect of {imiting the
numbers of candidates who can present for the clinical examination based on performance at the MCQ
examinaticn, The outcome of the clinical examination will be determined only by the performance of the
individual candidates and will not be subject to any quota limit.

CHANGES IN PROCEDURES FOR THE AMC CLINICAL EXAMINATIONS IN 1992/93
There will be no change in the format and content of the AMC clinical examination in 1992 and 1993.

The programme of clinical examinations for the period July to December 1992 is fuly allocated to
“candidates who passed the MCQ examination before July 1992 and there is a large waiting list.

In line with the quota arrangements introduced by the Health Ministers, the following procedures will apply
to AMC ctinical examinations from the beginning of 1993.

The clinical examinations will be conducted in four {4) series during 1993 with specified ciosing dates for
applications.

PROPOSED CLINICAL EXAMINATION PROGRAMME FOR 1993

Note: This is a provisional programme only. The finai dates and centres for the 1993 clinical
examinations are still being finalised and will be notified to all clinical examination candidates as
soon as they are available,

* SERIES I 1993:
Examination Dates: March March/April
Examination Centres: Brisbane Adelaide

Applications Closing Date: 1 December 1992



* SERIES It 1993;

Examination Dates: | ~ Aprit/May May
v o Examination Centres: Melbourne Sydney
Applications Closing Date:; 1 February {993

*.SERIES Il 19383:
Examination Dates: August September
| Examinaticn Centres: Sydney Adelaide
o Applications Ciosing Date: 1 June 1893

* SERIES IV 1993:
Examination Dates; Cctober November

Examination Centres: Brisbane Melbourne
Applications Closing Date: 1 August 1993

(It is expected that ancillary clinical examinations will aiso be conducted in Sydney and Melbourne as part
~ of the 1993 clinical examinations programme.]

All applications for clinical examinations conducted in 1993 must be submitted on a new Application Form
- which is available on request from the AMC.

-In each serigs of examinations a set number of places will be held for candidates sitting the clinical
examination for the first lime together with a number of places for repeating candidates to ensure that all
candidates have an opportunity to complete the clinical examination as quickly as possible,

After the closing date, all candidates who have applied for a clinical examination will be tisted in merit order
‘of their performance n the MCQ examination and previcus clinical examinations, and scheduled for the
relevant examination.

if the number of candidates who have applied exceeds the number of places available for the paricufar
series, priority will be given to candidates in order of merit with a reserve list of stand-by candidates. The
following priority order will apply to the listing of clinical candidates:

* For clinical examinations scheduled for the remainder of 1992 (up to 31 December 1992) priority will
be given to candidates who have already been placed in an examination without reference to their
merit order performance in the MCQ examination.

* For clinical examinations conducted from 1 January 1993 the following pricrity order wil appiy':

- PRIORITY CRITERIA
CHDER
1. Candidates in mert order of performance in the MCQ examination who are
attempting the clinical examination for the first time.
2. Repeat candidates who have been granted an exemption in one or more

components of the clinical examination on the basis of their performance in
Damietis previous attempts,
SRS R Repeat candidates without exemptions, ranked in merit order of performance at the
" MCQ examination. :

__ Normal!y a maximum of three (3} attempts will be permitted at the clinical examination, After two (2)
: unsuccessful attempts the candidate will be offered special counseiling as appropriate.

K andldates who are unsuccessful after the permitted number of attempts at the cllnlcal examination will be
- required to resit the MCQ examination and compete for one of the quota places. .

a



#*¢. WHAT HAPPENS TO ME IF | HAVE ALREADY APPLIED TO SIT THE CLINICAL EXAMINATION
"I AND HAVE BEEN GIVEN A PLACE IN ONE OF THE EXAMINATIONS TO BE CONDUCTED
DURING 19927

Under the transitional provisions approved by the Health Ministers you will be permitted to continue with
youf current examination. However, if you withdraw from your current clinical examination place, you will
be re-scheduled in merit order as set out above~ Depending on your previous performanca at the MCQ
and| clinical examinations (if you have exemptions) you may be placed higher or lower in the clinical
exammination queue.

x| WHAT HAPPENS TO ME IF | HAVE APPLIED FOR THE CLINICAL EXAMINATIONS BUT HAVE
. NOT YET BEEN ALLOCATED A PLACE IN THE EXAMINATIONS BEING CONDUCTED IN 1992?

[
All ¢andidates who have not yet been alloccated a clinical examination place in 1992 will be placed in a
merjt order ranking based on their performance at the MCQ and previous clinical examination attempts
(where applicable). As vacancies occur, candidates will be allocated places in merit order priority.
Candidates who are not placed in a 1992 clinical examination (the final clinical examination in 1992 will be
conducted in November) will need to apply for placement in the 1993 series of clinlcal examinations under

the new atrangements.

NEW PROCEDURES FOR THE ASSESSMENT OF OVERSEAS TRAINED
SPECIALISTS

After 1 January 1993 overseas trained specialists who do not hold recognised primary qualifications will be
able to apply through the AMC to have their specialists skills assessed by the relevant Specialist Medical
Collage in Australia. The assessment procedures will follow the formal assessment programme of the
relevant College as applied to local trainees.

Overseas trained specialists who are assessed by the relevant College as comparable to the standard of an
Australian trained specialist will receive an AMC Centificate endorsed for the particutar field of specialty or
sub-specialty. This will enable the overseas trained specialist to apply for registration {(imited 1o the
designated field of speciaity).

The details of the assessment procedures are now being finalised and the AMC will issue a separate
information leaflet and application forms for specialists as soon as these are available.

CHANGES IN MIGRATION PROCEDURES
In nrder to be eligible to sit the AMC examination an appticant who is resident overseas MUST:

A. bhave been granted migrant entry to Australia (that is, issued with a resident status visa by the
Department of Irmmigration, Local Government and Ethnic Affairs); OR

B. have applied for migration to Australia and been advised in writing by the Australian Government
Office overseas to obtain assessment of qualifications.

In cases where an applicant resident overseas is appiying for migrant entry, the eligibility to sit the AMC
examination is provisional only and the AMC Centificate cannot be issued until permanent resident status
has been granted. If the application for migrant entry is rejected by the Department of Immigration, the
candidature for the AMC examination will cease.

The Australian Government has recently implemented changes to migration procedures which may have an
impact on overseas trained doctors who do not hold resident status in Australia and have applied to sit the
AMC examination.

*+% [f you are currently a candidate for the AMC examination or are intending to apply for the AMC
,‘examinallon you should contact the Australian Government Office that is processing your
'~ application and confirm the status of your migrant entry application.

e D
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APPENDIX IV

: fian Medical Council iuf on leall

Overscas rained doclors on recognitiog of
qualificalions in Australia

(Australian Miedical Council 1991b, pp. 1 - 4)



RECOGNITION OF MEDICAL
QUALIFICATIONS IN AUSTRALIA

[ISSUED MARCH 1991]

AN INFORMATION LEAFLET FOR ALL DOCTORS WHO HAVE BASIC
MEDICAL QUALIFICATIONS OBTAINED OUTSIDE AUSTRALIA WHO
WISH TO PRACTISE IN AUSTRALIA

if you are a resident overseas it is important that you study this Iocated within the United Kingdom, the Republic of lreiand
leaflet BEFORE leaving your country of origin. it gives and New Zealand.
important information about; * Please note that basic medical quaifications awarded by
2 the ernployment situation for doctors in Austraia; United Kingdom medical schools for courses of training
¢ the legal requirements for medical practice n Austraha. completed outside Ihe United Kingdom are not generally
recognised in Australia.
:'(F]%I?AEIE;%i\grl%?\j%TA%HESN\%#ORSEECth?\JgAELb IN ® As from 1 October 1987 New South Wales has only
: : recognised basic medical qualifications obtainea from
AUSTRALIA, THIS LEAFLET CONTAINS ESSENTIAL Australian and New Zealand medical schocls
INFORMATION ABOUT: '
s the eligility requirements for the Australian Mecdical DETAILS OF BASIC MEDICAL QUALIFICATIONS
. Council examination; WHICH ARE CLURRENTLY RECOGNISED FOR
* the prospects of overseas traned doctors entering medical PURPOSES OF REGISTRATION BY STATE AND
practice in Australia; TERRITORY BOARDS ARE SET OUT ON PAGES 3 & 4
» access lo medical fraining and supervised practice in OF THIS LEAFLET.
Australa. ¢ Registration for specialist praclice varies from State 1c Staiz
Many overseas trained doctors wishing to practise in in Australia but acceptable primary qualhications are
Australia bave arrived in Australa wthout being fufly informed normally required before registration will be granted. TS
abott these matters. In sorme cases the necessary means lhat persons wishing lo practise as a Speoa’|s' mu
prereguisites icr regislration have been mcomptete and be on the general medical regisier before their sprears!
access o further raimirg in Austraia has not teen available. qualfications can e recognised. Generaly. speciai-si
in such casges. the dectors concernad have been faced with guahfications cbtained in the United Kingdom are
the difficult choice of either returning to ther country cf origin recognised. However, if you have specialist guaifications n
‘0 comglete the recessary requirements, or seeking cther medicine s in your interests 1o obtain further irformaten
‘employrnent 1 Australia. on the recognition of specialist gualfications from
If YOQU are uncertan apout ihe reccgnition of your mecicat NATIONAL SPECIALIST QUALIFICATIONS
qualficdticns n Ausiralia, & is «n your own nterest to contact ADVISORY COMMITTEE (NSQAC)
the relevant Medical Beard or ihe Australian Megica! Counc PO BOX 100
as set cut :n !his feallet, and confirm the requirermenrts WODEN ACT 2606
QEFORE ¥Gu lgave ycur country of origin. ALUSTRALIA

WHAT QRE THE JOB OPPORTUNITIES FCR MEDlCAL
PRACTITIONERS IN AUSTRALIA? THE AMC EXAMINATION
s In 1%89 the Australian Health Ministers Conference WHAT IS THE AMC EXAMINATION?
estatpished a Natonal Committee to review Apstrez:a S * if your basic medical qualifications are not recognised n
mecifal workfcrce requirements, i light of claimg ihat. Ausiralia you may be eligible to sit the examinaton of e

Australia 1s cversupplied with dactors. Australian Medical Council (AMC). The AMC Certificate il
+ Whilg there are shortages of doctors in some rural areas confer eligiility to apply for registration in any State or

and within the public hospital system, health authorties Territory of Australia subject to the registration requirements
consjder that there 15 an over-supply of doctors in the major of each State ar Territory Medical Soard or Council. THIS

melrgpolitzn areas. . . MAY INCLUDE A PERIOD OF SUPERVISED MEDICAL

e The Commonweaith Government is currently conduciing a PRACTICE TO BE DETERMINED IN EACH CASE BY THE
majof review of the health care system in Austrafia and has RELEVANT MEDICAL BOARD OR CQUNCIL.
foreshadowed reductions in the intakes into Australan NOTE: THE AMC CERTIFICATE IS EVIDENCE OF A
Medital Schools and the medical workforce. MINIMUM STANDARD OF BASIC MEDICAL

WHAT ARE THE LEGAL REQUIREMENTS FOR (E)ELIJD%:“I;?EEN\_JI%gaiirggggg!ﬁ?glGHT

MEDICAL PRACTICE IN AUSTRALIA? -

e Each) State and Territory in Ausiralia has separate laws for REGISTER A MEDICAL PRACTITIONER F}rEﬁTS
the -’é’glstratfc}n of medical practitioners and these arg WITH THE MEDICAL BOARD INEACH S :}PE
admihisterd by separate Medical Boards and Councils, AND TERRITORY, SUCCESSFUL COMPLETION

¢ Belorle you can practise medicine in Australia you must be OF THE AMC EXAMINATION DOES NOT

registiered as a medical practitioner under the laws of the AUTOMATICALLY LEAD TO REGISTRATION IN
. State|or Territory in which you intend to reside and work, VARIOUS STATES WHICH HAVE SPECIFIC .
¢ Regidtration in one State or Territory will not give you the REGISTRATION REQUIREMENTS HELATJ:% k 0
. right o practise medicine in another State or Territory INTERNSHIPS, RESIDENCY AND LENGT
" unlesg you are also registered there, PRIMARY MEDICAL DEGREE. N |
.8 All Staite and Territory Medicat Boards, with the exception of e The AMC is the national standards and examining authonty
- New Pouth Wales, recognise Lhe basic medical in Australia for basic medical education and is independent

qualifications obtained from approved medical schocls of State and Commonwealth Governments. The
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membership of the AMC includes representatives of Slati:
and Terntory Medical Boards, the Australian {University)
Vice-Chancellors Committee and the National Office of
Cverseas Skills Recognition formerly the Coungil on
Overseas Professional Qualifications,

¢ The AMC examination consists of:
(a) a written examination comprising a multipie- chmce-

question (MCQ) paper; and

(b} a clincal examination.
Candidates must pass the MCQ paper before proceeding
1o the clinical examination. In addtion, all candidates must
pass the English Test admunistered by the NATIONAL
LANGUAGES INSTITUTE OF AUSTRALIA on behalf of the
AMC. unless granted an exemption.

e Fligible candidates may sit the MCQ paper at an Australian
Government Office overseas but the clinical section of the
examination must be taken in Auslralia.

ARf= YOU ELIGIBLE TO SIT THE AMC EXAMINATION?
« 13 be eligible to take the AMC examination you must:
(1) (A) If residing in Australig-—
be an Australian citizen or hold “permanent
resident status™ issued by the Commonwealth
Department of Immuigration, Local Government and
Ethnic Affairs.
(B} If residing overseas—
have appliad for migrant entry and completed the
preliminary migration procedures.
{2) hold a basic degree in medicine and surgery* issued
by a medical school listed in lhe WHO publication,
World Drrectory of Medical Schools, or other
nublications approved by the Council
*NOTE: Deagrees in tradilional Chinese medicine and
the degree of Doctor of Osteopathy {USA) are
not recegnised for the purposes of eligibility to
sit the AMC examination.

CHANGE IN ELIGIBILITY CRITERIA

NOTE A4S FROM 1 JULY 1989 THE AMC NO LONGER
REQUIRES CERTIFIED DOCUMENTARY EVIDENCE

| OF COMPLETION OF INTERN TRAINING.
© CURRENT REGISTRATION OR CERTIFIGATE OF
| GOOD STANDING AS ELIGIBITY REQUIREMENTS
| FOR ITS EXAMINATION, INDIVIDUAL MEDICAL
 BOARDS AND COUNCILS WILL REQUIRE PROOF
| OF INTERN TRAINING AND MAY REQUIRE
| EVIDENCE OF CURRENT REGISTRATION OR
| GOOD CHARACTER BEFORE GRANTING
| REGISTRATION TO CANDIDATES WHO HAVE
| PASSED THE AMC EXAMINATION.

WHAT ARE THE EDUCATIONAL
STANDARDS REQUIRED FOR
MEDICAL PRACTICE IN AUSTRALIA,
AND THE STANDARDS OF THE AMC
EXA’MINATION?

. Thé standard of the AMC examination is based on the level
of ¢linical proficiency and medical knowledge of a newly
qualfied graduate from an Australian medical school WHO
1S ABOUT TO COMMENCE A 12-MONTH ROTATING
INTERNSHIP

e The basic medical course at Australian universities is
- generally of 6 years duralion and is preceded by usually not
less than 6 years of pnmary school and a further 6 years of
sedondary school education,
.. Entrance standards for medical schools in Australia are
vary high with only 2-5% of the top secondary school
matriculants qualifying for entry.

¢ MEDICAL EDUCATION AND PRACTICE JAFIIES i
CONSIDERABLY FROM ONE COUNTRY TQ ANOTHER
DOCTORS TRAINED IN OTHER SYSTEMS OF MEDICAL
EDUCATION AND PRACTICE MAY EXPERIENCE
DIFFICULTY IN ADAPTING TO THE REQUIREMENTS
FOR PRACTICE IN THE HEALTH CARE SYSTEM
CURRENTLY OPERATING IN AUSTRALIA

WHAT ARE THE PROSPECTS OF
OVERSEAS TRAINED DOCTORS
SUCCESSFULLY COMPLETING THE
AMC EXAMINATION REQUIREMENTS
AND ENTERING MEDICAL PRACTICE
IN AUSTRALIA?

Since the establishment of the national qualifying
exarnination for ovarseas trained doctors in 1978 some 40%
of doctors attempting the examination have passed. In many
cases this required multiple attempts at the MCQ and climcal
examinations befare obtaining a final overall pass.

WHAT ARE THE FACTORS AFFECTING THE SUCCESS
OF AN OVERSEAS TRAINED DOCTOR SEEKING
REGISTRATION IN AUSTRALIA?

¢ While there have been many exceptions, over recent years

AMC examiners have found that many candidates

attempling the examinations were poorly prepared or

lacked experience in some areas of medicine examined.
» The following factors are believed 10 coninbute towards low
pass rates of overseas {rained doclors;

{a) Systemns of medical training and practice in mos!
countrtes are geared lo the health needs of the local
cammunity and the nature and extent of climcal training
facilities available, These differences in standards,
emphasis and experience in clinical practice are
belkeved to contribute o the difticulties experienceg by
overseas trained doctors attempting AMC examinaticr s,

{D) In some cases AMC examiners have tound tha! the
type and standard of internship (pre-registration
supervised praclice) receved did not inClude sach o
the disciphnes of medicine, surgery and cbstetrncs/
gynaecology or the general exposure of the candidate
to climeal practice was inadequate.

{c) Where Ihe first language is nol English. many
candidates experience difficulty witn the AMC
examination.

NOTE: (1) ltis essential for overseas lrained doctars
to have a good command of written and spckan
English. Auslralia is an English speaking country
and as a medical practitioner in the Australian
health care systemn, the overseas trained dogtor
will be expected to communicate with his/her
patients, other doctors and allied heaith
personnel as well as keeping up with changing
medical information.

(2) All overseas frained doctors whao sat for
and passed the AMC examination must alsa
have passed a formal English examination set
by the National Languages Institute of Austra'a
on behalf of the AMC (unless a formal
exemption has been granted), tefore they can
obtain their AMC certificate.

{d) Overseas trained doclors. who obtained therr basic
medical qualifications many years pricr 10 atemping
the AMC examinations, or who have been in special st
madical practice for some time, have alse experienced
difficulties with the AMC examination which is designed



to evaluate rasic mecdical xncwiedge and general
clinical proficiency.
» The mirimum Lime taken to complete the requirements for
the AMC examindkon for Cargidates resident in Australia is
8 months ard cardidaies resident overseas is 12 months,
{Candicates rave taken irem 3 to 6 years 1o complete all
the requirements.)
e Alimit of 3 attempls now apptes to each section of the

you wish lo praclise megicing .n anglher 3tam or
Territory which does not recogrise your
qualificalions.

QUALIFICATIONS NOT CURRENTLY RECOGNISED IN
AUSTRALIA (OR IN THE STATE OF INTENDING
RESIDENCE)

PERSCONS RESIDENT OVERSEAS

AMC examination.

WHAT PROVISIONS EXIST IN AUSTRALIA FOR
BRIDGING COURSES?

The resuits of the AMG examination indicate that a
percentage of overseas trained doctors will require further
training or bridging ecucation in order to meet registration
requirements in Australia,

At present there are only a limited number of bridging
programmes available in Australia.

Access 1o university medical schools is severely limited
and strict quotas are imposed on available places. Only a
very small number of overseas trained doctors have
succeeded i gaining entry to formal medical lraining in
Australia.

VHAT FINANCIAL SUPPORT IS AVAILABLE FOR
JVERSEAS TRAINED DOCTORS SEEKING
IEGISTRATION [N AUSTRALIA?

At present there are no special provisions for oversas
trained dociers 10 receive income supgpert Wwhile preparing
for the AMC examination,

Many docicrs rely on unemployment benefits for support.
However, the condiions of the tenefits may resirict
gpponunities or stucy and preparation.

NOTE: Doclors resident overseas are not eligible to sit the
AMG examination unless they have applied for
and completed the preliminary application
procedures for migrant entry to Austraiia.

If you are normaily resident overseas and have lodged an
application to migrate with an Australian Government Office
overseas, you will be notified 1n writing to obtain an
assessment of your qualifications.

You should complete the Preliminary Application Form

which is aftached 1o this leaflet and return ¢t direct 1o the

AMC together with:

— Acopy of lhe letter from the Australian Government
Office advising you to cbtain an assessmert of your
qualifications;

AND

— the assessment fee of SA30 which should be in
Australian currency and made payable 1o the AMC.

The AMC Secretariat will send you a copy of the

"INFORMATION BOOKLET FOR CANDIDATES", which

sets oul the application and examination procedures n

detall, together wilh the necessary application forms.,

You should completg the forms as shown in the

accompanying instructions and return themn 1o the AMC

Secretarial, If you are eligible to sit the AMC exarminatcn

vou will be notified in writing by the AMC Secretarat. The

AMC will also notify the Australian Government Office so

that your migration application can proceed.

NOTE: F YOUR MEDICAL QUALIFICATIONS ARE NOT
CURRENTLY RECOGNISED IN AUSTRALIA IT 8
IN YOUR OWN INTEREST NOT TO LEAVE YOUR
COUNTRY OF ORIGIN BEFORE YOUR
ELIGIBILITY TO SIT THE AMC EXAMINATION
HAS BEEN CONFIRMED.

PERSONS RESIDENT IN AUSTRALIA

* |f you are an Australian cilizen or you are living in Ausiraiia
ang have been granted "Permanent Resident Status ' vou
may apply direct to the AMC Secretarial in Canberra,

WHAT ARE THE PROCEDURES FOR
ASSESSING OVERSEAS MEDICAL
QUALIFICATIONS IN AUSTRALIA?

QUALIFICATIONS CURRENTLY RECCGNISED IN
AUSTRALIA [SEE PAGES 3 & 4]
* if your basic medical qualifications are currently recognised
" inthe State or Terntory of Australia where you wish 10
reside and practise you should wite directly to the Medical
Board or Council of that Stale or Territory to confirm your
eligibility for registration.
NOTE: Even ! your basic medical qualifications are
regisirable in one State or Territory, under current
legislanon you must pass the AMC examination i

T T T T T T T T T stRausn wenicaLcoune.
PRELIMINARY APPLICATION FORM FOR THE AMC EXAMINATION

OFFICE USE ONLY

PLEASE USE BLOCK LETTERS AND PRINT CAREFULLY FILE NUMBER

NAME (FAMILY NAME/SURNAME} .......o.vocovvveeosroeciesssesres oo ssessesesossessos tssssessomssessetosesssessessssnenssonereeeseessesens
GIVENNAMES oo ettt | DATE RECEIVED
ADDRESS FOR CORRESPONDENCE ...vvvvvvvessecssees e eresssssss s sossssssssssssasssssssssesseesesssossss s assssssssssseesns

STREET NUMBER AND NAME FEEHECE1PTNO ----------

TTggelRe T TOWN' COUNTRY POSTEODE
“DATE OF BIRTH vcvvovsFoveeons Foersn N ADSTAALIA oo BOOKLET/FORMS SENT
'HAVE YOU COMPLETED A 12 MONTH INTERNSHIP
'OR PERIOD OF COMPULSORY SUPERVISED TRAINING  YES/NO
PRIMARY MEDICAL QUALIFICATION = TITLE ooccovsssscosssssssssssssssssss st s
NAME OF SCHOOL OR COLLEGE .pctvsvvvsvssscssssssssmssssmssssssisss s s
. DATE OF ISSUE cvcv ool COUNTRY OF TRAINING .53 v

S,

_NOTE: THIS FORM SHOULD BE RETURNED DIRECTLY TO THE AMC TOGETHER WITH THE $A30
Y . ASSESSMENT FEE P L DAL
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APPENDIX V.

Statement o 1ale
Trained Doctors endorsed by the Australian Medical Association,

the Committee of Deans of Medical Schools and the Commiltee
of Presidents of the Medical Colleges

(available from the Australian Medical Association)
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Endorsed by the AMA, The Committee of Deans of Australian Medical Schools
and the Committee of Presidents of Medical Colleges.

In explaining its rationale for certain measures contained in the
1991/92 Federal Budget, the Australian Government stated its
belief that Australia now has an excessive number of doctors.
The medical profession of Australia has long held a similar view.

An oversupply of medical practitioners is not in the best
interests of the Australian community. Excessive numbers of
medical practitioners may have the following adverse effects:

alteration to the pattern of med:.cal BerVJ.CEu and

increased health care costs; : . , - o
reduced opportunities for medical practitigoners, many

of whose services are underutilised, to maintain their
technical skills and professional competence; and

social and economic waste arising from the provision
of long, expensive and highly specific training for
employment that a proportion of those trained will be
unable to obtain.

Australia‘'s supply of medical practitioners has grown at a rate
well above the overall population increase in recent years.

The Doherty Committee's 1988 report Australian Medical Fducation

and Workforce Into the 21st Century quantified this growth to
l9sge ',

TREND IN THE DOCTOR:POPULATION RATIO (DPR) IN AUSTRALIA

Year DPR Source
1929 1:1161 Med. J. of Australia 1929
1943 1:1178 - Cilento 1944
-1953 1:857 (Vic) Poate 1953
_ 1:863 (NSW) Poate 1953
1964 1:899 Last 1564
1967 1:823 Scotten 1967
1872 1:721 Karmel Report 1973
1879 1:574 Committee of Officials 1980
. 1986 1:476 1986 Census unadjusted
1586 1:438 DOH/AIH study 1987




The 1986 study recognised that further allowances for the impact
of increasing numbers of female medical graduates working part-
time for periods during their careers were needed., Even so it
concluded that the doctor-to-population ratio is 1likely to
decline only slowly over the next 30 years to levels comparable
to those of similar western countries‘?.” The increase in the
number of medical practitioners has been produced from two
sources, namely the output of Australian medical schools and the
influx of overseas trained graduates.

t

The existing and projected rate of increase in the number of

doctors practising In Australia cannot beé sustained without
unacceptable costs to Australian health care and to the broader
community. As indicated in the Government's Budget Statement,
the only practical restraints on future increase are curtailment
of one or both of the previously specified growth factors. For
reasons set out below, it must be new registrations of forelgn

graduates which is reduced, not the output of Australian medical
schocls.

Australian medical school entry is already highly competitive,
with fewer than 1 in 10 gqualified applicants gaining selection.
On the basis of their outstanding performance in competitive
examinations cenducted in other countries, Australian graduates
repeatedly demonstrate their high gquality as medical
practiticners. A high guality of medical service available to
the Australian community is guaranteed by the Australian medical
schools. ﬂThe_Anstrallnn_ggmmunitxJaill_nnt—tolerateﬁ_Hreductmon
in medical schoel numbers, thus denxlng our own children an

opportunity to practise medicine, while an undiminished flow of
foreign graduates continues.

Australian medical schools exist for purposes beyond the
production of the required numbers of medical graduates for
Australia. Despite the paucity of their funding, they have an
enviable tradition of world class pure and applied research.
.They constitute centres of clinical excellence in treatment and
in training which could not exist without the academic
environment of university medical schools. They permit the
creation and maintenance of multi-disciplinary "super specialist®
units at national level with a capacity to provide world-class
treatment for the Australian community. They provide the
‘essential research _on which advances in medical practice, cost
containment, efficiencies in diagndsis and greater effectiveness._
in_Realth Dromotlon, prevention of illness and the managenent of

disease depend. oOver the past five years, the medical schools
‘have reduced their output of graduates by 16%, Any further

‘reductions could jeopardise the continued existence of some
medical schoecls. Moreover, should the intake of students to
‘Australian medical schools be reduced in 1993, there will be no
.effect on the number of graduates entering the practice of
‘medicine with full registration until the year 2000.



As the Government acknowledged in Budget Related Paper No 9,
Australia has been almost exrmissive among English
speaking countries in the numbers of overseas trained doctorg

has pemit@l%ggnin local, unrestricted—regiat on’'. There
exists a considerable migmatch between the countries where most
overgeas trained doctors migrating to Australia gain their
,medical qualifications and the countries of origins of the bulk
‘of imnmigrants. In contrast, the intake of Australian high school
[students te Australian medical schools is now representative of

‘\the cultural backgrounds of all major community groups in the

country. N

]

Statistically, overseas trained doctors are rather less likely
jthan local graduates to practise long-term outside major
metropolitan areas; thus they contribute substantially to the
irelative oversupply of doctors in city areas, Furthermore, the
‘trainin ' by many overseas trained doctors  is
sufficiently different from that of Australian graduates to make
‘these overseas trained doctors unsuitible to ehter local medical
practice without / xpensive retraining.

} —

Numercus overseas trained doctors experience further difficulties
in adjusting to the norms of Australian clinical practice because
of their quite different cultural backgrounds and pcor grasp of
colloquial and professional English.

C p—

It appears entirely appropriate to insist that overseas trained
doctors entering Australia should be informed explicitly that
they should have no expectation of an automatic right to practise
medicine here. Rather, as is the czse for leocal aspirants to a
medical educaticn, a quota should bé applied. The recommendation
by thew—mﬁ be get at 10% of the
previous year's outpuft from Australian medical schoels for the
number of overseas trained doctors permitted to sit the clinical
section of the AMC examination) appears egquitable.

REFERENCES

1. Committee of Inquiry into Medical Education and Medical
Workforce. Australian Medical Education and Workforce Into
the 21st Century, AGPS Canberra 1988, p 372, Table 11.3.

2. Ibid pp 433-441.
3. Department of Health, Housing and Community Services. 1991-—

et 5 -
Directions for Reforms in the 1991-92 Budget, AGPS Canberra
1991, pp 16-17.



-142-

APPENDIX_VI
Extracts from Report of Commitiee of Inquiry into Medical

Education and Medical Workforce (Doherty Committee)
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(Commuitee of Inquiry 1988, pp. 470 - 474, 479 - 480)



The Ccémittee concerns itself in this section very largely
with the overseas trained doctors who wish to practise
madicine anrd who have the right to remain permanently in
Australia, It recognises that overseas trained doctors
come toc Australia to seek postgraduate training or work
experience ¢n a short term basis, and believes that this
role is relevant to Australia‘s position of leadership in
the field of medical education. It believes that the
training received should be appropriate to the health
needs of the country from which the trainees come, and
entry to Australia should involve a commitment to return
to the home country on cempletion of training.

Present ipmigration policies and metlods of migration by
overseds tralmed doctors

The saveral categories under which overseas trained
doctors may migrate to Australia, and the numbers
migrating in the past three years under the varlous
programs, are detailed in Table 11.50.

These categories are no different to the avenues available
to the general community, with the notable exception that
skilled labour and business migration of doctors,
primarily the Employer lomination Scheme, is only
permicsted under controlled circumstances of employer
sponsorship to specific employment situations where there
ar2 no suitable local applicaents for the position.

while present immigration policy could be regarded as
admirable in that doctors are viewed as well-educated
graduates with all the necessary intellectual skills to
adapt and cope in a new country, it falls to recognise the
vary important ceonsiderations of the medical workicrce.
For example, the majority of overseas trained doctors
adnmitted are elther general practitioners or specialists
who are forced into general practice, which is not seen as
an arsa of undersupply in Australia.

The present policy treats all graduates, regardless of
origin and training, as equally qualified. This is
adnirable as overtly aveiding any suggestion of racial
discrimination and is supported on those grounds, but
ovarleoks what are seen as very real differences in
educational standards of many overseas medical schoels.

The Committee was informed that many overseas trained
doctors were poorly advised or prepared to encounter
unfamiliar western patterns of disease or style of medical
practice generally conducted in Australia.

Furthermore, it was submitted to the Ingquiry that, on
arrival in Australia, the overseas doctor was, often for
the first time, made fully aware of the examinations which
must he passed and the standard at which they are
conducted. This experience was made worse by the advice
that high fees are payable to sit the examination and that
very few Opportunities are provided for tulitien and
preparation of the candidates.

- 470 -
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This relatively permissive immigration policy for overseas
trained doctors resulted, the Committee was told, in a ¥
chaotic situation in whlch the doctors themselves belxeved
that there were professional plots to exclude them from.
practice, and at the same time, professional assoc;atlons :
of Australian doctors condemned the immigration policy v
which was perceived to be a major factor responsible for
an oversupply of doctors in the Australian medical
workforce.

The Committee accepts that medical immigration policy and
procedures should be improved,

Issues reafsed in submissions concerning rfuture migratlon
policies for overseas trained doctors

A number of submissions (for example, from the Federal and
Western Australien branch of the AMA, the Royal Australian
College of Medical Administrators, and the Committee of
Deans of Australian Medical Schools), argued that medical
practice for owverseas trained doctors should not be
permitted at the expense of opportuhities for young
Australians who are excluded from entry to our own medical
schools by the guota system. For example, the Committee
of Deans submitted:

The large scale admission of overseas graduates has
been a major factor in the growing numbers of medical
practiticners in Australia. As presently handled, this
source of docters is an unmanaged and apparently
unmanageable factor in any work force eguation. We see
the application of strict guidelines to medical
immigration as an essential step; consideration of
alterations to medical school intakes should only take
place after the supply of owverseas graduates has been
tightly controlled.

Many of these submissions called for tight controls on the
entry of overseas trained doctors and on their ability to
practise in Australia., The form of this control was often
not specified, although several variations were
postulated. It was suggested, for example, that overseas
doctors should be able te take up only those positions
which demenstrably were unable to be satisfactorily £illed
by dotctors living in Australia. These positions would
generally be in speclalties with acute shortages and in
certain gecographical areas that lacked adequate numbers of
practiticners. A similar proposal would regquire licensing
(with conditions) of overseas trained dectors for a
specific purpose,

Other suggestions went further. For example the Health
Insurance Commission proposed that new registrations of
overseas trained doctors should be “restricted by
regulated availability of reguired preregistration
training positions" and that if such registraticn was

- 471 -




facilitated in order tc meat particular specialty,
university or hospital needs, the doctor should be
ineligible for at least five years to enter
preregistration training programs required for entering
the general medical workforce.

The mest stringent suggestion was that all positions
occupied by overseas trained doctors should be on a
contract basis only for a strictly defined periocd, after
which they should be compelled tec return averseas.

Other submissions took the middle ground. For example,
the NSW Department of Health perceived immigration by
overseas trained doctors without automatically registrable
qualifications @as a potential source of interns, resident
medical officers and doctors in under-serviced areas of
health care.

Organisations representing overseas trained docters in
Australia, such as the Owverseas Trained Doctors’
Association and the Cverseas Medical Graduates
Asscciation, did not take strong positions one way or the
other on the level of nlgration of overseas trained
doctors to Australla. The main concern they expressed was
for those overieas trainad doctors in Australia who are
trying to quallfy for practice by passing the AMC exam.
This is discussed Galcow.

Some sukmissicns argued that the various ethnic minorities
were well enough represented among doctors and medical
students already in Australia to make it unnecessary or
undesirable ro import doctors to service our multicultural
society.

Conversely, other organlsations, such as Statz and Federal
Ethnic Communities’ Councils, and State Ethnic Affairs
Commissions, adveocated that migration of overseas trained
doctors was desirable. The reason argued was that such
doctors, in addition te providing diversity and enrichment
to the Australian medical professieon, had greater cultural
awareness and language proficiency for their own
communities in Australia. They argued that thers was a
demonstrable need for doctors from those countries whose
communities resident in Australia lacked such doctors, on
the grounds that these doctors provided better overall
care. In consultations, the Federation of Ethnic
Communities’ Counclils of Australia argued that it was not
enough to say that there were too many overseas trained
docters coming into Australlia; some ethnic groups might
have inadequate services whereas other ethnic groups might
be generously provided with doctors from their own
communities.

Medicare statistics provided by the Department of
Community Services and Health indicated that migration of
overseas trained doctors in the past had not been matched

. with general migration from their countries. For example,

the number of active fee-for-service general practitioners

- in Australia whose basic medical qualifications were
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obtained in Italy, Greece or Yugoslavia totalled 57 in
1986. This was despite the fact that in the post-war
years a large part of Australia’s migration was from those
countries. The Committee notes that at least some of thea
needs of migrant communities are now being met more fully
by children of these migrants, graduating from Australijian
medical schools.

Conversely, the number of active fee-for-service general
practitioners whose basic medical gqualifications were
obtained, for example, in India and Sri Lanka numbered 805
in 1986, yet overall migration from these countries had
been relatively small.

Statistics provided by the AMC indicated that the number
of Egyptian doctors migrating to Avstralia, particularly
under the Family Reunion Program, was disproportionately
large compared to the Egyptian (and cther Arabic speaking)
poepulation resident in Australia.

Some submissions arqued the particular need to bring in
doctors in the very early years of a migration program
from the countries in guestion {e.g., toc care for refugees
from areas such as Indo-China, the Middle East and South
America). The South Australian Health Commission, for
example, indicated in its submission that:

whilst it is possible to train local graduates in
particular languages and cultures in order to develop
an affinity with those cultures, the necessarily long
lead time to adeguately train doctors in this manner
suggests that this is not a viable option, Further,
there is a view that it is impessible for non-ethnic
doctors toc help people within refugee communities and
the only way to do this is to provide appropriate
ethnic health care workers.

Similarly the Queen Elizabeth Hospital in Adelaide in its
submission called for special triaining programs for
Vietnamese and Cambedian dectors in order to increase the
number registered.

Several submissions also argued that there were several
areas of medical practice in which it was particularly
important to have practitioners attuned to the cultural
and language needs of neon-English speaking people.
Psychiatry, geriatrics (for an ageing migrant population),
paediatrics and obstetrics and gynaecology were
specialties commonly listed.

It should not be assumed that all cverseas trained doctors
would automatically provide care for people largely drawn
from their own particular ethnic group. While it was
accepted that many would, it was also put to the Inguiry
that a number did not. The Scuth Australian Health
Commission quoted its own cxperience with Australian
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graduates from non-English speaking backgrounds: "...it is .
not necessariiy the case that graduates from particular
ethnic communities will choose to practise in their
communitics.”

Some submissions argued that a distinction could be made
between overseas trained doctors who were refugeas and
those who entered Australia under other migration
praograms. Special consideration for refugees, namely tha
unrestricted right to practise in Australia subject to
demonstrating satisfactory standards, weas advocated on the
grounds that refugees had been forced to leave their
country for various paolitical and other reasons. Denial
of the right to such practice was seen by some as unfaix.

It ig assumed that doctors from the United Kingdom and
Iraland enter mainly under the Emplover Homination Scheme
and the Family Reunion Program. The Royal Flying BDoctor
Service in its submissicon and in consultations noted, for
example, that it had to recruit the majority of its
doctors from overseas (primarily the United Kingdoem and
New Zealandy.

It was {urther argued that some doctors whe entered under
the Tmployer Homination Scheme to £ill pesitions after
unsuccessful attempts to recruit Australian-trained
dectors, remained in those peositions for a relatively
short time. They then took up rositions in the medical
workforce for which zuitable Australian-trained doctors
were avallable,

A crucial issue was perce:'ned vi lie in the standards of
medical practice of oversest {r .ad decrorsg. The
submissieon by the Committes of Lz2ans of Australian Medical
Schoolis expressed concern shared by a number of
raspondents about the standards of practice of many
avarseas trained doctors:
L]
Cur concern relates te the registration of graduates
from medicel schools about which there is little or no
information, and whose nospitals and internship
programmas have nct for the most part been evaluated or
accredited by an appropriate authority... Most
~importantly, the training of these graduates has often
been graossly deficient in clinical aspects and bears
little relation to Australian conditions, diseases, ox
health care systems and standards...We view the future
of hustralia‘s medical and health care as lying much
mare soundly in the hands of lccal graduates...

A laxge number of submissions, particularly by ovaerseas
trajned doctors and organisations representing ethnic

comnunity interests, argued the importance of access to
"bridginq“ cours@s, 1l.e., retraining and re-orientation
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Options (f) and (g) are attractive in that they combine
the control of numbers with evaluation of standards. The
MMC has considered similar approaches, but a reguirement
for training, either before or after the AMC examination,
would reguire large numbers of training places and would
have cost implications.

Options (e} to (g) would allow priority for a quota place
‘to be given to specialists in undersupplied specialties,
to refugees or to doctors whose ethnic communities in
‘Australia need more doctors from their country. Doctors
frem New Zealand could, if need be, alsc be made part of
the quota, but be given priority for places. The quota
‘would desirably be set as a percentage (say ten per cent)
of the output of Australia’s medical schools. It would
also be desirable to ensure that the level of medical
-competence of those taking up quota places was such that
they had a reasonable chance of success in the AMC
examinations. This could be achieved by application of
the quota to those doctors who had successfully completed
the AMC Multiple Choice Question examination, but before
the clinical examination was attempted.

A number of submissions, from both foreign and Australian
trained dectors, recommended a pericd of supervised
practice in hospitals oy other szttings after passing the
AMC examination but befcre undertaking unsupervised
practice. Under present arrangements such practice would
seem a further safeguard to assure maintenance of medical
standards and to give the overseas trained doctor the
necessary self-confidence in his or her level of clinical
skills in the Australian context.

Conclusions gnd recommendstrons

The Committee endorses the following propositions
concarning the place of overseas trained doctors in the
-Australian medical workforce.

. Australia’s medical needs to a very large extent can be
met bast by locally trained graduates. These graduates
should, and do, include students from non-English
speakiny backgrounds and other cultures (Chapter 12});

", in areas where medical needs currently cannot ke met by
local graduates, »fforts should be made in the long
term to develop *t'e necessary skills and expertise
locally. In the .inoart term all cther means to meet
those needs localiy should be explored;

.. overseas trained doctors may have characteristics which
make them suitable te provide culturally and
linguistically appropriate care for certain segments of
the population;

‘. practice standards of overseas trained doctors should
: be equal to those of doctors trained in Australia, and
overseas trained doctors should be expected to attain
. the necessary standards for registration in Australia;
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overseas trained doctors have a place in the short term
in providing skills that currently may be lacking in
the Australian medical community, for example, in
particular specialties, geographi¢ or other service

‘areas, or in academic and research positions. Access

te these positions as a means of entry to the general

medical workfoerce should be prevented:

the number of newly arrived overseas tra!red doctors
eligible to seek te practise in the general medical
workforce in the future should be a defined proportion
of Australian graduate output.

The Committee proposes that the admission of overseas
trained doctors to unrestricted registration be controlled
and follow a process which will be responsive to workforce
considerations, resources available for examination, the
authority of State registration boards and the interests
of coverseas trained doctors themselves. The major
compeonents of this process would be:

a gquota imposed before admission to the A¥C clinical
examination;

availability of pre-examination bridging courses and,
where necessary, post-examination clinical experience
to all accepted into the gquota;

discretion to State registration authorities to admit
outside the quota, with registration usually restricted
to a particular post, place and period,.

The Committee recommends that:

LI xils Australian rmmigration policies for overseas
trained doctors be revised to provider

- comprehensive fnformation to intending
migrants about opportunfitlies In medical
practice In Australia;

- gavice about the exeminations which must
be passed before registration can be
obtalined;

- advice avout the cost of sitring the
. examinations and thelr freguency and the
venues at whAichA examinatrons are
conducted,s

- aavice about any fipnancial assristance
Likely to be gvarlable to intending -
agpplricants;

- gavice about bridging and other courses
avallable to intending applicants for
the Australian Medical Council
examinations, and about any necessery
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