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Further to my oral submission to the Senate Select Committee on Medicare (August 2003), I would like to respond to the invitation to provide a higher level of information related to Australia’s growing reliance on overseas-trained doctors (OTDs), as well as to comment on select aspects of the Committee’s report.
The late date of my submission is due to the fact that I was engaged in research on these issues at the time response was invited, and unable to reply due to international fieldwork commitments. (I am researching a new book which will compare growing western reliance on overseas qualified doctors and nurses in the UK, Europe, Canada and Australia, with two months contrastive research to undertaken in Canada in July/August 2004 for the Canadian government.)
Part 1 of the submission provides comment related to the Select Committee’s policy recommendations concerning OTDs, based on new data published in December 2003 in the following report commissioned by the Rural Workforce Agency, Victoria (RWAV):

· Hawthorne, L, Birrell, B, & Young, D (December 2003), Factors Influencing the Retention of Overseas Trained General Practitioners in Regional Victoria, Melbourne, 100 pp.
Part 2 of the submission contextualizes these comments through provision of an extract from Section One of the RWAV report, incorporating the latest and most comprehensive OTD data known to the authors (including all tables referred to in Part One of the submission). While the primary focus within this study is the role of OTDs in rural general practice, recent case studies related to Australia’s growing reliance on OTDs for the provision of public sector and/or rural surgical and psychiatry services are also cited, derived from the following additional published research: 

· Birrell, B, Hawthorne, L & Rapson, V (May 2003) The Outlook for Surgical Services in Australasia, Royal Australasian College of Surgeons, Australia, 45 pp.
· Barton, D, Hawthorne, L, Singh B & Little, J (March 2003), ‘Victoria’s Dependence on Overseas Trained Doctors in Psychiatry’, People & Place Vol 11 No 1.

Attachment four provides Hawthorne & Birrell’s overview of Australia’s growing reliance on OTDs, prior to completion of the above 2003 studies. The fifth attachment, for contrastive purposes, is a paper summarising key findings in relation to Australia’s growing reliance on overseas qualified nurses, including positive strategies for the provision of bridging programs incorporating competency-based assessment: 
· Hawthorne, L (2001), ‘The Globalisation of the Nursing Workforce: Barriers Confronting Overseas-Qualified Nurses in Australia’, Nursing Inquiry, Vol 8 Issue 4, Blackwell Science, UK
Attachment six provides an analysis of the way in which Australia’s skill migration program has recently been transformed to maximise labour market outcomes (including qualifications recognition and the employment ‘acceptability’ of overseas trained professionals) – a screening process from which OTD permanent migration applicants are currently excluded. As will be clear, I believe this exclusion to be inappropriate, and not in Australia’s interests. 
With thanks for your consideration of this submission. Please don’t hesitate to contact me if you would like a higher level of detail.

Lesleyanne Hawthorne

PhD, MA, BA (Hons), Grad Dip Migrant Stud, Dip Ed

Part One
Response to Policy Recommendations

I provide below information and comments of relevance to the three policy issues related to overseas trained doctors prioritised within the Senate report (p 201):

1. The problems that OTDs are having in accessing work in Australia;

2. Problems with the qualifications and supervision of OTDs; and

3. The extent to which Australia should rely on OTDs as a solution to current medical workforce shortages. 

1. The problems that OTDs are having in accessing work in Australia

As demonstrated by the analysis in Part Two of this submission, the primary barriers preventing OTDs from proceeding to medical work in Australia can be explained by doctors’:

· English language ability (see Tables 5 and 6); 
· Readiness to sit for and pass at least stage one of the ‘mandatory’ Australian Medical council pre-registration exams (the Multiple Choice Question test of medical knowledge) and ideally the Clinical examination (the latter testing medical knowledge as well as communicative competence (see Tables 7 and 8); and
· The perceived caliber of OTDs’ institutions of training (including whether or not WHO-recognised institutions, and located in ‘developed’ cf ‘developing’ medical nations).
In relation to the above it should be noted that:

· Medically qualified migrants are increasingly reaching Australia from regions of origin (South and Central Asia, Other Middle East and North Africa) characterized by relatively low pass rates in the above exams (see Table 2).
· Since the mid 1990s a 25 point negative weighting
 and select policy measures have disqualified medically qualified permanent residents from participation in Australia’s carefully scrutinized Independent and Australia-linked skill migration programs (see Attachment 6). 

· OTDs arriving as permanent residents have therefore been approved to come through Family and Refugee/Special Humanitarian Programs by non-profession related criteria, in immigration categories which do not screen in advance for English language ability or caliber of qualifications (see Table 3). 

· Further, the majority of recent permanent resident OTDs have arrived in Australia via New Zealand as ‘New Zealand’ migrants – despite a mere 29 per cent being New Zealand born. Most such doctors have been born and qualified in South Asia, a consequence being that many encounter significant labour market entry barriers.
· Due to demand-driven processes, substantial numbers of these OTDs have entered Australian practice prior to passing one or both of the AMC exams. The RWAV commissioned survey revealed that:
· ‘55 per cent of OTDs had sat for the Occupational English Test in Australia, the majority (63 per cent) passing the first time, but a high 37 per cent after only 2-3 attempts. These outcomes were typical for OTDs in Australia, with an analysis of all Occupational English test outcomes in Australia by Hawthorne and Toth showing 33 per cent failure rates to be normal
.

· 66 per cent of doctors had attempted the MCQ exam: 37 per cent once, 19 per cent twice, and 15 per cent on 3-5 occasions.

· 83 per cent of respondents who had attempted the MCQ had passed it by the time of the survey but 17 per cent still had not – 8 per cent of such doctors passing by 1993, 65 per cent between 1994-8, and the remaining 28 per cent between 1999-2002.

· 53 per cent of all respondents had attempted the Clinical exam: 20 per cent once, 16 per cent twice and 13 per cent on three occasions (acute frustration being associated with these years of attempts/failures, in addition to career gaps, income loss etc). 

· By the time of the survey 60 per cent of OTDs attempting the Clinical had passed it – of those who were ultimately successful 4 per cent passing by 1993, 46 per cent between 1994-1998 and 50 per cent in subsequent years.’
· Within this context, the RACGP Fellowship pathway represents an important alternative option for permanent resident doctors, as well as the standard long-term requirement for temporary entrant OTDs. Forty-eight per cent of all RWAV survey respondents were planning to sit for the RACGP exam: 36 per cent of these attempting it once to date but some reportedly already up to 3 times. A mere 37 per cent of survey respondents reported that they had satisfied the FRACGP requirement to date. The ultimate impact of FRACGP passes on rural retention (including for temporary doctors) is therefore unknown’.
Given the above I would like to propose:
a. That (in view of Australia’s current problems with medical undersupply and maldistribution) the 25 point negative weighting which currently bars OTDs from participation (and therefore pre-migration screening) within Australia’s skill migration program be lifted.

b. That this measure be accompanied by requirements for the screened and selected permanent resident OTDs to serve a defined period of time in ‘areas of need’, as is currently the case with temporary entrant doctors. (This would appear essential to their initial retention.)
c. That appropriate specialized bridging programs be provided to support the English language training and AMC/RACGP examination preparation process for permanent resident OTDs accepted via the other migration categories noted above (if necessary via the BOETPLS scheme).

d. That state-based bodies (such as RWAV and/or Divisions of General Practice) be subsidized to provide expert exam preparation support for permanent and temporary resident OTDs lacking vocational registration, but already employed in rural General Practice.

e. That the government create further opportunity for privately funded international students completing Australian medical degrees to stay on to practise medicine in Australia: the preferred option for large numbers, in line with Federal skill migration policy since 1999 for other professions, and creating the potential to draw on the more than 1200 international medical students currently enrolled in Australia (all characterized by vocational level English, substantial pre-existing rural and urban Australian clinical experience, and fully recognized qualifications)
. By definition, this would expand the ‘relaxation’ in numbers of medical graduates permitted to stay on since 2003.
2. Problems with the qualifications and supervision of OTDs
As noted above, OTDs have major problems with qualifications recognition in Australia – a problem exacerbated by the ongoing derivation of medical migration via the Family, Refugee/SHP and New Zealand categories noted above. Despite this, demand-driven processes are ensuring that OTDs with only conditional registration secure general practice medical employment. 
· Analysis of a wide range of individual permanent resident OTD files by L Hawthorne in the past two years has revealed the ubiquity of this trend, including that the requisite ‘medical supervision’ may be minimally or entirely unavailable, due to the underlying medical shortages that have led to their hiring. 
· The RWAV study provided multiple examples of this process. One East European doctor, for instance, described working for a decade across five locations in the Asia-Pacific region as well as in rural Australian towns (several states), in order to keep his medical skills alive. At the time of interview (May 2003) he had still not passed any of the AMC or the FRACGP exams.
· Through an historical anomaly, temporary resident OTDs are able to by-pass the Occupational English Test and AMC examination requirements at point of entry, proceeding immediately to medical practice. An African doctor commented on the absurdity of permanent entrant OTDs being required to sit for exams, when temporary entrants from identical countries could avoid them. ‘I mean it is unfair - being an Australian I didn’t have the chance, while those coming from overseas on a temporary visa, they can get a chance (to work in medicine) in less than three or four months… (A colleague who recently arrived from a comparable source country) worked here just when he arrived.  He didn’t have to do anything, even the OET.’ 
· To date, relatively small numbers of temporary resident OTDs appear to have satisfied RACGP Fellowship requirements. The assumption that they will do this easily may be wrong – the RWAV study suggesting that many temporary (like permanent resident OTDs) may require a significant level of assistance, as raised by the following interviewed South African doctor. If this assistance is not provided, such doctors will be very tempted to leave.
It’s just so easy to pass the Fellowship (in capital cities), when you’ve got all those supports around you there, you mix with those people.  I’ve written the Fellowship twice and I’ve failed it and I can see why, because I was not prepared for it.  I will not speak for all the South Africans, but the outlook there was a bit different from Australia. The first time I looked for help, but there was no help.  So I went to write it again and I made exactly the same mistakes.  But still they have this hammer over your head and say, “Pass or you can’t carry on with the five-year plan.”  I see myself very much as an Australian doctor but I think after such hardships it’s very difficult to go to exams, and I never, ever, ever failed an exam before.  I have three degrees - I went through them quite easily.  Now my colleagues said, if they don’t like the way that you do it, you might never get this exam. Someone at the College said to me, “Oh we’re confident you will eventually pass it.”  And the word ‘eventually’ is a terrible thing.  
Accreditation barriers are not the fault of overseas trained doctors, who are playing an essential role in the Australian medical workforce. They represent systemic and resource issues, with distance a compounding factor. Ironically, comprehensive and efficient competency-based bridging course programs have been established and administered since 1986 to assure the professional bridging (including qualifications recognition) process for nurses. (See Attachment 6. A more detailed 2002 paper by L Hawthorne is available on the recent evolution of competency-based courses if required.)
Within this context it seems essential to:

a. Publicly acknowledge Australia’s degree of reliance on temporary and permanent resident OTDs;
b. Create and appropriately resource the systems required to provide essential preliminary and concurrent training support (including supervision and exam preparation, as above); and
c. Provide such support without undue financial cost to OTDs, in a timely manner and in accessible modes.

I therefore strongly endorse Recommendation 12.4 in the Committee’s report, namely that ‘the Commonwealth Government urgently examine the employment of overseas trained doctors… and consider ways to address the current difficulties of training and support’. (Please note there are sections of the full December 2003 RWAV report that relate to training, including cost and mode.) 
The following extract from the Barton, Hawthorne, Singh & Little 2003 paper on overseas trained psychiatrists outlines the type of bridging program which could and should be provided for OTDs engaged in General Practice:
‘…Without doubt individual overseas trained psychiatrists (OTPs) will benefit from training designed to improve their skills, and assist them to remain permanently in the country once they have achieved Fellowship status. The community will also significantly benefit, by having access to senior and often skilled psychiatrists willing to provide services in areas of great need. In one rural service the OTPs currently employed include psychiatrists who have in their countries of origin been Deans of Medicine, Professors of Psychiatry, Members of World Health Expert Committees, Consultants to United Nations, British and United Sates Development/Overseas Aid Programmes, performed quality research for the World Health Organisation, CEO of a large private psychiatric hospital, established postgraduate psychiatry training programmes and a Vice Chancellor of a University, Psychiatrists of such calibre in one service alone contribute significantly to the quality of care available anywhere let alone in a rural area. They should be welcomed to our country and their acculturation, migration and path to Fellowship should be facilitated as much as possible. An interaction between psychiatrists of such broad experience with our trainees can provide a unique perspective and training opportunity especially for a multicultural nation such as Australia. Should OTPs be assisted in their professional transition, further benefits would include:

 More rapid understanding by OTPs of Australia’s mental health services, including principles of practice and ethics; 

 Better supported and less stressed individuals, with a capacity to provide higher quality care in already difficult environments;

 Enhanced loyalty and gratitude, from OTPs more likely to remain in both public sector and regional/rural employment; 

 Greater retention long-term of a higher proportion of these overseas trained fully accredited psychiatrists in Australia; and

 Consequent improved quality of care for Australians with mental health problems and their carers.

The provision of such training is currently dependent on the administration of each health service, with only some services actively embracing a comprehensive approach. A coordinated state-wide approach would not only achieve economies of scale but would ensure equitable access for OTPs in each state. Such a program could provide training and supervision through both face to face and video/teleconferencing modes, commencing as soon as an individual was employed. Each psychiatrist would undergo structured skills assessment, including analysis of prior level of training, and definition of professional strengths and weaknesses. A preliminary orientation program would be provided, designed to ensure OTPs understood the relevant Mental Health Act, drugs and prescription practices across Australia, appropriate interface with community services, the structure and funding of the medical and health insurance systems (etc). Sessions would combine elements of peer review, clinical supervision and examination preparation. Traditional didactic teaching would be provided by select experts in specialist fields, with one on one call support to allow for individual case mentoring. Candidates would be bridged into the broader education system across each state, including access to specialist psychiatrists with a capacity to visit and teach on exam-relevant topics (eg neurology). A capital city based mentor could visit OTPs’ actual locations of work, accompanying each on ward rounds, providing a second opinion on cases, strategies for working with multidisciplinary teams, and appropriate prescribing practices. 

Most importantly, a program such as this could be tailored to each OTPs professional and Fellowship preparation requirements. Its provision is viewed by two of the authors (Barton and Singh) as integral to providing equitable psychiatric care to all Australians. Graduates of the system, once they had achieved Fellowship and permanent residency, would in time take responsibility for peer mentoring subsequent groups. The structured support provided for OTPs preparing to sit the College exams would create a win-win strategy: maximising the number achieving permanent residency, and thus allowing them to contribute further to psychiatry in Australia. The cost of the program would be relatively modest: an estimated $5-7,000 per year, of which individual OTPs could contribute half
. The benefits to the quality of psychiatric service provision would be significant, an improvement certain to be quantifiable should any independent evaluation be undertaken.  

A common criticism of such programs is that once overseas trained psychiatrists have secured their Fellowship, residency and Medicare provider number they will flee to the city and private practice. A similar program to the model outlined above however has been operating in Warrnambool and Shepparton (Victoria) for the past 3 years. Of the 6 OTPs originally inducted into the program, 5 have achieved Fellowship and remain in full-time public sector employment, with 4 still in their original rural location. The fifth successful candidate has just moved to the city, 18 months after attaining the Fellowship. He is currently working in a public sector position full time. Even should successful candidates ultimately move, the quality of care they will have provided in the transitional period will have been substantially enhanced by their systematic training and mentoring…’

3. The extent to which Australia should rely on OTDs as a workforce solution 

There seems minimal likelihood that Australia can produce sufficient medical graduates in the next 10 years to reduce its dependence on overseas trained doctors. 

Within this context:

· Completing international medical students (see above) have the capacity to become a very important resource in the future: acculturated to Australia, fluent in English, trained to Australian medical requirements (with some exposure also to Indigenous medical issues), clinically experienced in rural as well as urban Australia, and in public sector as well as General Practice environments.

· The re-opening of Australia’s carefully screened skill migration programs to OTD applicants should be endorsed. Prospective migrants can already take the Occupational English Test overseas, while distant administration of the MCQ test can also be provided. Virtual strategies to assess the clinical communication skills and strategies of temporary resident OTDs now exist, and could be extended to the screening of prospective permanent resident OTD applicants. Permanent resident OTDs could be required (like temporary applicants) to serve for defined periods of time in ‘area of need’ positions, since the government and professional bodies remain so reluctant to constrain new Australian graduates to such service.

· Adequate resourcing of the professional transition of temporary as well as permanent resident OTDs remains an imperative, particularly in rural practice, with the development and widespread availability of appropriate (rather than piecemeal
 and/or inaccessible) preparatory and concurrent bridging programs essential.

It is encouraging that the Senate Committee has been reconvened, with the ongoing aim of assessing government strategies for recruiting and supporting overseas trained doctors. It should be noted that Australia will face increasing competition for OTDs in the future, as preliminary research in the EU and Canada makes clear
. For example:
· Britain currently employs c38,000 overseas trained doctors and nurses, primarily through the National Health System (a number likely to expand given contemporary skill migration policy developments).

· By 2011, it is estimated that 100% of net growth in all Canadian professions will depend on skill migration, with medicine, nursing and engineering seen as ‘the big three’.
· Since 2001 Norway has attempted to import and integrate 3,000 doctors and nurses from Poland and Hungary. 
The following table (Table 11 in the RWAV study) demonstrates what I term the ‘hypermobility’ of OTDs currently engaged in Australian rural practice – with 50% of the research sample having made multiple moves prior to entering Australia. In the above context, such doctors clearly have global choices. 
At the same time it is no exaggeration to say that overseas governments are dumbfounded to learn of the way in which Australia is currently utilizing OTDs, with full registration requirements by-passed wholly due to demand-driven pressures.
Geographical relocations reported by a random sample of OTDs in the interview research sample 

	Movement Trajectory



	East Europe( New Zealand( Melbourne( Central Victoria (regional city) ( Central Victoria (small town)

	East Europe( European Union( Melbourne(range of international locations( Tasmania (small town)( Melbourne( Northern Victoria (small town)

	Middle East( Perth( Melbourne( North-west Victoria (regional city)( Central NSW (regional city)( South Western Victoria (small town)

	Middle East( Gulf States( Melbourne( Western Australia( East Gippsland (regional city)

	South Asia( South Africa (3 rural and 1 urban location)( Queensland (x2 rural locations)( North Victoria

	South Asia ( UK( South East Asia (x 2 countries)( North America( New Zealand( Central Victoria (regional city)( Central Victoria (small towns x2)

	South-east Asia( India( Melbourne( Sydney( Central NSW (small town)( East Gippsland (small town)

	East Asia( New Zealand( Brisbane( North-west Victoria( Melbourne(East Gippsland (small town)( East Gippsland (additional small town)

	Africa( Middle East( Gulf States( Perth(North-west Victoria (regional city)( North-west Victoria (small town)

	Africa( UK( other African countries (x2)( South-east Asian countries (x3)(Sydney(South-east Asian country(Sydney(South-west Victoria (small town)


Part Two (Extract December 2003 RWAV Report)
Australia’s Growing Reliance on Overseas-Trained Doctors

Within the recent period Australia has been characterised by a dramatic growth in the ratio of general practitioners (GPs) to patients in metropolitan areas, but a diminishing proportion of locally-qualified GPs prepared to commit to regional work, despite the introduction of select incentive-based schemes
. The underlying reason for these shortages is that since the late 1980s there has been a significant slow down in the rate of growth of supply of doctors permitted to serve as GPs in private practice or in the hospital system. This slow down is largely a consequence of Commonwealth government policies which were directed towards this end, including:

a. A reduction in the number of medical school enrolments in Australia since the 1980s.

b. The introduction of measures designed to reduce the number of overseas trained doctors permitted to pass the Australian Medical Council (AMC) accreditation examinations.

c. A limitation on the number of entrants to the Royal Australian College of General Practitioners’ (RACGP) post-graduate training program for GPs to 400 per year from 1995. (Please note this was increased to 450 in 2001-2, with the requirement that 250 be trained in rural areas. In recognition of growing GP shortages, the government has also agreed that from 2004 the cap will be lifted to 600 nationally, with 260 in the rural stream. In Victoria there will be 155 trainee places with 66 in the rural stream.)

d. Restriction on access to Medicare provider numbers to those who pass the RACGP training program since the passage of Amendments to the Health Insurance Act in December 1996.

e. Restriction on the rights of New Zealand trained doctors to bill on Medicare since 1997. 

f. Restriction on the rights of recently arrived OTDs who are permanent residents of Australia and who pass the AMC accrediting exams to bill on Medicare until 10 years after registration since 1997.

g. Since the early 1990s various restrictions on the rights of OTDs to either migrate to Australia in the first place, or the circumstances in which they can practise if they enter with temporary medical appointments
.

By the late 1990s, as intended, these combined measures had succeeded in producing a slow down in the number of full-time equivalent GPs billing on Medicare, in contrast to the late 1980s and early 1990s when GP numbers had been increasing by 4-5 per cent per year. Growth reduced to 1.4 per cent in 1996-97 and 0.9 per cent in 1997-98, shifting to a 0.5 per cent decline by 1998-99. 

While this outcome may have been justified in the context of costs to the Commonwealth budget for health services at the time, the problem is that demand for medical services continued to grow. The Australian government failed to accompany these supply control measures with parallel measures to ensure that GPs permitted to bill on the Medicare system did so where they were needed rather than where they wished to serve, in a context where 29 per cent of the Australian population is rurally based, cf just 15.6 per cent of Australian doctors
. The Commonwealth Government’s inability to tie medical provider numbers to specific locations, in the face of strong opposition from the Australian Medical Association, is crucial to the current mismatch between supply and demand. As a consequence the government measures outlined above have generally exacerbated the already longstanding maldistribution of GPs in Australia
.

In response to these entrenched distribution problems, Australia is now increasingly dependent on temporary and permanent resident OTDs whose qualifications have not yet been fully accredited, to work in four under-supplied medical contexts, currently competing to secure their services
:

1. As general practitioners located in ‘areas of need’ or other rural locations (the subject of this report); 

2. At the level of interns required to fill the ranks of junior doctors and non-specialist Hospital Medical Officers in public hospitals;

3. In various public sector speciality programs, including in fields least attractive to Australian medical graduates (such as emergency medicine and psychiatry)
; and

4. As Occupational Trainees engaged in various specialist forms of practice in public hospitals.

A major problem exists however in terms of the stability of overseas trained doctors as a source of medical supply. While OTDs have indeed proven willing to shift to rural locations to provide primary health services, international studies have typically demonstrated only a brief length of stay, with replacement inflows regularly required. 

To meet the medical workforce shortages described above, increasing numbers of temporary entrant overseas trained doctors have been brought to Australia over the past 8 years under two major visa categories (with New Zealand doctors to be considered separately under permanent migration).

‘Area of Need’ Positions (Visa 422)

Between January 2000 and June 2003 5,304 temporary entrant OTDs were approved to come to Australia to fill ‘area of need’ positions, including 1,176 to Victoria, 2,049 to Queensland, 1,204 to Western Australia compared to just 204 to NSW. Total visas issued (Visa 422) rose from 664 in 1993-4 to 2,045 in 2001-2 and a further 1,197 for the six month January-June 2003 period. (See Table 1.) To date these temporary resident OTDs have been exempted from sitting for the Australian Medical Council (AMC) pre-accreditation examinations or the Occupational English Test, permitted to proceed directly into medical practice. By December 2002 a stock of 1,547 such doctors was resident in Australia, rising from 1,022 in June 2000 (a 51 per cent increase over a 30 month period).

Occupational Trainees (Visa 442)

A further 691 temporary resident medical practitioners reached Australia between 2001 and 2002 under the Occupational Trainee Scheme (Visa 442), a visa category originally intended to allow OTDs from third world countries to develop their skills in Australia, then return to make an enhanced contribution to health care in their home country. As demonstrated in a recent study by Birrell, Hawthorne & Rapson, by 2002 there were 306 such sponsorships for the field of surgery alone (almost all of which were accepted), with a further 151 approved for surgeons in the first five months of 2003
. Occupational Trainees were becoming a quasi-permanent feature of the Australian medical workforce.

Permanent Resident Medical Migration

Hundreds of OTDs also continue to arrive under the permanent migration program — mostly via the family reunion program as spouses. Further, significant numbers continue to arrive as spouses of persons selected as principal applicants under the various skilled migration categories (eg the Independent Skills stream). Many of these doctors have secured medical employment under conditional contracts, typically in contexts of under-supply. (See Table 3.) 

Another important component of these permanent resident doctors are those who hold New Zealand citizenship and thus have the right to move to Australia with most of the privileges of permanent residence. In recent years the great majority of these New Zealand citizens have been third-country migrants who originally immigrated to New Zealand holding medical qualifications usually gained in their country of origin. In the years 2000-01 and 2001-02, 843 medically qualified professionals arrived this way, with Victoria the second most popular destination after New South Wales (the choice of 25 per cent of arrivals cf 42 per cent). Interestingly, a mere 29 per cent of these ‘New Zealand’ doctors were in fact New Zealand-born – their primary birth countries (and probably country of qualification) being Bangladesh (15 per cent), India (8 per cent), Sri Lanka (7%), China and the UK/Ireland (6 per cent) and Iraq (5 per cent), out of a total of 47 countries listed in all. These doctors were not recruited by Australian medical employers. Their arrival via the ‘backdoor’ reflects the pull of possible medical employment in Australia. The 2000-01 year was atypical in this regard. The very high numbers in that year reflected the rush to enter Australia in order to secure Australian permanent residence before the tightened regulations regarding New Zealanders rights to permanent residence were introduced in late 2001
. 

Table 1: Temporary medical migration by state, 2000-2003 (category 442 visas issued)

	State
	2000-

2001
	2001-

2002
	1st Half 2002-2003
	Total

No.

	Queensland
	897
	716
	436
	2049

	Western Australia
	456
	472
	276
	1204

	Victoria
	406
	508
	262
	1176

	Tasmania
	94
	82
	38
	214

	Northern Territory
	84
	98
	55
	237

	New South Wales
	58
	89
	57
	204

	South Australia
	60
	68
	48
	176

	ACT
	7
	12
	25
	44

	Total
	2062
	2045
	1197
	5304

	Actual visa grants by principal applicant
	1777
	1923
	TBC 
	


Source: Department of Immigration Multicultural and Indigenous Affairs arrivals data 2000-1 to June 2003 (unpublished, provided August 2003).
Changing Source Countries and Languages of Permanent Resident OTDs

As a result of the continued flow of overseas doctors, described above, Australia has a substantial pool of permanent resident medical migrants yet to complete their Australian accreditation and thus with a strong incentive to take up conditional medical employment pending the achievement of full vocational registration (VR). By 1991 40 per cent of all medical professionals in Australia were overseas-born, rising to 44 per cent by 1996 and 47 per cent in 2001 (22,706 out of the total 48,323 medical workforce). This growth had occurred despite the introduction throughout the 1990s of a range of measures designed to curb the scale of permanent medical migration. 

Though the UK/Ireland once dominated these medical migration flows, by 2001 the major source regions for overseas-born doctors based in Australia were as follows (see Table 2): 

1. East and South-East Asia (6,568)

2. UK/Ireland (4,709)

3. Europe (2,716)

4. South/Central Asia (1,757)

5. The Middle East (1,453)

6. New Zealand (1,093)

7. North America (673)

8. Africa (1,561) 

In the period 1996-2001 the majority of medically-qualified migrant arrivals were derived from the UK/Ireland (857), Southern and Central Asia (516, excluding India), China (489), India (430) and South Africa (363), with very substantial additional numbers arriving from Central and Western Europe (206), Eastern Europe (170) and Iraq (160). 

Table 2: Persons aged 15-64 with degree in medical studies, by country of birth (2001)

	 
	Year of Arrival in Australia
	 
	 
	 

	Birthplace
	Pre 

1991
	1991-1996
	1996-

2001
	Not 

Stated
	Not Applicable
	Total

	Australia
	
	
	
	
	25,617
	25,617

	UK and Ireland
	3,242
	418
	857
	192
	
	4,709

	New Zealand
	575
	180
	286
	52
	
	1,093

	Other Ocean/Antarctica
	218
	29
	68
	7
	
	322

	South Eastern Europe
	295
	90
	155
	16
	
	556

	Eastern Europe
	674
	167
	170
	21
	
	1,032

	Other Europe
	836
	53
	206
	33
	
	1,128

	Lebanon
	79
	3
	10
	3
	
	95

	Iraq
	18
	50
	160
	12
	
	240

	Other M-East, Nth Africa
	645
	190
	241
	42
	
	1,118

	India
	949
	224
	430
	37
	
	1,640

	Other S & Central Asia
	639
	267
	516
	34
	
	1,456

	Philippines
	161
	41
	81
	18
	
	301

	Vietnam
	580
	30
	25
	18
	
	653

	China (excl. Taiwan)
	814
	304
	489
	49
	
	1,656

	Taiwan
	109
	28
	21
	3
	
	161

	Malaysia, HK & Singap
	2,605
	299
	140
	56
	
	3,100

	Indonesia
	122
	24
	44
	6
	
	196

	Other Nth and SE Asia
	304
	70
	102
	25
	
	501

	USA & Canada
	281
	54
	104
	20
	
	459

	Other Americas
	149
	15
	35
	15
	
	214

	South Africa
	544
	93
	363
	40
	
	1,040

	Other Africa
	310
	57
	129
	25
	
	521

	Not stated
	72
	49
	46
	3
	345
	515

	Total
	14,221
	2,735
	4,678
	727
	25,962
	48,323

	Non Aust born total
	14,221
	2,735
	4,678
	727
	345
	22,706

	Overseas-born total
	14,149
	2,686
	4,632
	724
	 
	22,191


Source: Australian Bureau of Statistics (ABS) 2001 Census, customised matrix, Centre for Population and Urban Research

Differential Employment Outcomes for Overseas Trained Doctors 

The Impact of Occupational English Test and Australian Medical Council Examinations

As can be seen from Table 4 (based on 2001 Census data), very substantial numbers of recently arrived medically-qualified permanent residents have struggled to find work in Australia – particularly those from non-English speaking backgrounds or less highly developed source countries. While 80 per cent or more of doctors qualified in New Zealand, the UK/Ireland and South Africa had found medical employment within 5 years of arrival, only a third of those from Middle Eastern, Eastern European or non-Commonwealth Asian countries had achieved professional integration, while medical migrants from Vietnam, China and Lebanon faced virtual exclusion from practice
. 

Table 3: Permanent and temporary medical migration to Australia by visa class, including net gains (2001-2002)

	Medical Practitioners
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	2001
	
	
	
	
	
	
	
	2002
	
	
	
	
	
	
	

	
	
	Movement
	
	
	
	
	
	
	Movement
	
	
	
	
	
	

	
	
	Arrivals
	
	
	
	Departures
	
	
	Arrivals
	
	
	
	Departures
	
	

	
	
	Residential status
	Tot
	
	
	Tot
	
	Residential status
	Tot
	
	
	Tot
	

	Visa class
	Settl
	Resid
	Visit
	Arriv
	Resid
	Visit
	Dep
	Net
	Settl
	Resid
	Visit
	Arriv
	Resid
	Visit
	Dep
	Net

	
	
	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Australian Citizens
	3
	579
	15
	597
	885
	51
	936
	-339
	1
	559
	14
	574
	948
	36
	984
	-410

	151-9
	Other Perm. Residents
	
	66
	
	66
	62
	12
	74
	-8
	2
	105
	1
	108
	54
	2
	56
	52

	
	Australians


	3
	645
	15
	663
	947
	63
	1,010
	-347
	3
	664
	15
	682
	1,002
	38
	1,040
	-358

	
	Spouse*


	154
	9
	13
	176
	15
	43
	58
	118
	175
	11
	9
	195
	14
	59
	73
	122

	
	Other Family

	42
	17
	
	59
	6
	
	6
	53
	33
	13
	
	46
	11
	
	11
	35

	
	Independ

Skill
	74
	6
	1
	81
	7
	
	7
	74
	70
	6
	1
	77
	5
	1
	6
	71

	
	Other 

Skilled
	36
	2
	
	38
	3
	
	3
	35
	33
	6
	1
	40
	2
	
	2
	38

	
	Humanit+


	6
	
	
	6
	
	
	
	6
	14
	
	
	14
	1
	
	1
	13

	422
	Medical Practition.
	
	
	501
	501
	
	231
	231
	270
	
	
	552
	552
	
	291
	291
	261

	442
	Occupat. Trainee
	
	
	384
	384
	
	183
	183
	201
	
	
	307
	307
	
	207
	207
	100

	444
	NZ 

Citizens
	489
	11
	100
	600
	56
	28
	84
	516
	131
	15
	102
	248
	57
	21
	78
	170

	457
	Business (Long Stay)
	
	
	111
	111
	
	17
	17
	94
	
	
	94
	94
	
	24
	24
	70

	560
	Student


	
	
	216
	216
	
	60
	60
	156
	
	
	97
	97
	
	61
	61
	36

	
	Other 


	
	1
	203
	204
	6
	127
	133
	71
	
	3
	459
	462
	8
	183
	191
	271

	
	Total 

Overseas
	801
	46
	1,529
	2,376
	93
	689
	782
	1,594
	456
	54
	1,622
	2,132
	98
	847
	945
	1,187

	
	TOTAL
	804
	691
	1,544
	3,039
	1,040
	752
	1,792
	1,247
	459
	718
	1,637
	2,814
	1,100
	885
	1,985
	829


Source: Department of Immigration Multicultural and Indigenous Affairs arrivals data (provided August 2003). Spouse etc* includes prospective marriage; + almost all of these doctors would have arrived as dependants (usually spouses) of Principal Applicants with occupations other than medicine.

In large part the barriers these doctors faced were related to their difficulty passing the mandatory Occupational English Test (OET) and/or the Australian Medical Council (AMC) pre-registration examinations
. In 1996, for example, the Occupational English Test was shown by Hawthorne & Toth to have prevented or significantly delayed 43 per cent of all medical candidates from proceeding to the second stage of the qualifications assessment process, with 22 per cent of OTDs failing over repeated attempts, and candidates from select Middle Eastern, East and South East Asian countries particularly disadvantaged. (See Tables 5 and 6.)  

As demonstrated in Table 7, over a 25 year period select country of origin doctors experienced even greater difficulty passing the Australian Medical Council Multiple Choice Question (MCQ) and Clinical examinations. Just 35 per cent of all candidates passed the MCQ on their first attempt between 1978 and 1993, with an additional 39 per cent passing on successive tries. Sixty-seven per cent of East European doctors failed the first time, compared to 79 per cent of candidates from select non-Commonwealth Asian groups and 39 per cent of doctors qualified in English speaking source countries. Similar patterns were evident in relation to the Clinical examination, with a high 81 per cent of Vietnamese, 79 per cent of Yugoslav, 75 per cent of Filipino, 64 of Polish, 50 per cent of Iraqi and 48 per cent of German candidates initially failing. 

Table 4: Employment outcomes for medical migrants arriving 1996-2001 as of August 2001, by select country of birth (2001)

	Country of Origin
	 Medic 

%
	 Oth Prof%
	Adm/

Man%
	SubProf/

Cler%
	Unem

%
	 NILF

%

	New Zealand (286)
	84
	5
	1
	3
	2
	5

	UK/Ireland (857)
	83
	7
	2
	1
	1
	5

	S Africa (363)
	81
	3
	2
	5
	1
	8

	India (430)
	66
	5
	1
	2
	10
	13

	HK, Mal, Sing (140)
	59
	4
	0
	6
	2
	29

	Other S & C Asia (516)
	39
	2
	0
	12
	11
	32

	Iraq (160)
	37
	4
	0
	4
	24
	31

	Other Mid-E/ N Africa (241)
	36
	7
	5
	10
	12
	27

	SE Europe (155)
	35
	6
	0
	15
	12
	32

	Philippines (81)
	33
	7
	9
	20
	7
	38

	E Europe (170)
	24
	5
	0
	13
	12
	41

	Vietnam (25)
	12
	0
	0
	12
	0
	76

	Lebanon (10)
	0
	0
	0
	0
	60
	40

	China (489)
	5
	19
	2
	19
	8
	39

	Total Overseas born arrivals (4,632)
	53
	7
	1
	7
	7
	22


Source: 2001 Census (Australia)

The most recent AMC data (2002) reveals more encouraging trends, with Iraqi, Sri Lankan and Bangladeshi candidates achieving MCQ pass rates of 80 per cent or more on their first or subsequent tries (exceeding the rates for UK candidates). Disappointingly however, outcomes remained typically low for many first or subsequent candidates attempting the Clinical exam. Further, Indian and Chinese (PRC) candidates (numerically dominant groups in medical migration) continued to fare poorly – achieving MCQ pass rates of 47 per cent and 51 per cent respectively, and Clinical pass rates of 63 per cent and 57 per cent. (See Table 8.) 

The consequence of high OET and AMC failure rates by the late 1990s was the development of a large pool of work-hungry permanent resident OTDs, characterised by forced career gaps and with access to only conditional Australian medical registration. In order to work in medicine, such OTDs were obliged to secure positions in areas of undersupply (most typically rural general practice or public hospital House Medical Officer or registrar positions), where employment on conditional terms is possible. By contrast the growing numbers of temporary resident doctors entering Australia by the late 1990s have been able to by-pass the Occupational English Test and AMC exams, despite a significant minority being derived from identical source countries to permanent resident OTDs (eg India), often similarly associated with high AMC failure rates.

The latest data indicate that waiting lists for the AMC exams are growing again rather than diminishing: 884 candidates sitting for the MCQ in 2001/2 cf 669 four years earlier, and 319 sitting for the Clinical exam cf 220. In 2001/2 522 candidates attempted the MCQ for the first time, compared to just 301 in 1998/9. This Australian Medical Council hurdle remains daunting for many overseas trained doctors, rendering alternative pre-registration pathways of continued professional interest. Many of those engaged in Victorian rural general practice have endured years of skills atrophy, frustration and poverty associated with this situation - disadvantages compounded by their age. As indicated in Table 9, around half of all OTDs in Australia are aged 45 years and over – a pattern replicated by this study’s participants. 

Table 5: Occupational English Test medical candidates, 1991-1995: number of attempts
	No. of Attempts
	Pass (% of Candidates)
	Fail (% of Candidates)
	No. Total Candidates

	1
	57.4
	16.2
	1532

	2
	16.6
	3.5
	419

	3
	2.6
	1.3
	82

	4
	1.4
	0.3
	36

	5 or more
	0.2
	0.2
	10

	Total
	78.3
	21.6
	2079


Source: Hawthorne, L & Toth, J (1996), ‘The Impact of Language Testing on the Registration of Overseas Trained Doctors’, People and Place, Vol 4 No 3

Table 6: Occupational English Test medical candidates, 1991-1995: pass rates by select country/region of origin

	Region of Origin


	% of All Candidates
	% Pass Rate

	Not known
	22.5
	87

	Oceania
	  1.2
	96

	South & West Europe
	  3.5
	81

	Former Yugoslavia
	  3.5
	82

	North Europe
	  0.4
	88

	East Europe
	  5.4
	79

	Former USSR
	  6.4
	77

	M East & N Africa
	14.1
	77

	Africa (ex N Africa)
	  1.2
	71

	North East Asia
	13.0
	63

	South East Asia
	  9.0
	70

	South Asia
	17.6
	83

	Central America & Caribbean
	  0.6
	69

	South America
	  1.3
	71

	Total (no)
	              2,079
	78


Source: Adapted from unpublished analysis of Occupational English Test results 1991-1995 for overseas qualified nurses, J Toth (1996)
Table 7: Australian Medical Council examination outcomes by select origin (1978-1993) 

	Country of

Candidate
	% Passing MCQ (1stAttempt)
	Total No 1st Cand.
	% Passing MCQ 

(Repeats)
	% Passing Clinical 

(1stAttempt)
	Total No 1st Cand.
	% Passing 

Clinical 

(Repeats)

	Hong Kong
	74%
	205
	68%
	58%
	121
	64%

	UK
	71%
	56
	50%
	79%
	28
	100%

	South Africa
	63%
	228
	58%
	72%
	165
	60%

	Sri Lanka
	49%
	303
	50%
	38%
	183
	49%

	India
	34%
	581
	45%
	38%
	327
	45%

	Germany
	29%
	93
	52%
	52%
	52
	43%

	Egypt
	28%
	406
	36%
	26%
	225
	38%

	Iraq
	23%
	34
	44%
	50%
	6
	50%

	Poland
	23%
	128
	40%
	36%
	24
	48%

	Bangladesh
	17%
	48
	37%
	17%
	18
	67%

	Yugoslavia
	17%
	69
	24%
	21%
	28
	55%

	Philippines
	11%
	171
	22%
	25%
	43
	19%

	France
	6%
	16
	26%
	60%
	5
	50%

	China
	0%
	36
	44%
	75%
	4
	0%


Source: Derived from Australian Medical Council Incorporated; Canberra, 1993; Australian Medical Council Incorporated. Annual Report, 1993-94. Australian Medical Council Incorporated, Canberra, 1994.

Table 8: Australian Medical Council examination outcomes by select origin (2002)

	Country of

Candidate
	Candidate

Numbers
	% Passing MCQ 

(1st or Repeat Try)
	Candidate

Numbers
	% Passing Clinical 

(1st or Repeat Try)

	South Africa
	17
	 88%
	23
	91%

	Iraq
	54
	87%
	65
	66%

	Sri Lanka
	34
	82%
	34
	65%

	Bangladesh
	81
	80%
	63
	48%

	Pakistan
	36
	75%
	19
	53%

	Egypt
	48
	46%
	30
	73%

	UK
	38
	74%
	34
	88%

	China
	69
	51%
	35
	57%

	India
	133
	47%
	49
	63%

	Poland
	4
	50%
	3
	33%

	Fmr. Yugoslavia
	17
	47%
	17
	47%

	Philippines
	33
	33%
	23
	39%

	Total candidates
	871
	56%
	559
	62%


Source: Derived from Australian Medical Council Incorporated. Annual Report, 2002. Australian Medical Council Incorporated, Canberra, 2003.
It is Australia’s level of medical maldistribution that is currently transforming overseas trained doctors’ options - exacerbated (the authors would argue) by the underlying inadequacy of medical labour market supply. The historical significance of this shift should not be underestimated. There is now unprecedented ease of access to medical employment in Australia for OTDs who have either wholly by-passed the ‘mandatory’ pre-accreditation examinations, or only partially satisfied their requirements. This trend is regarded as extraordinary in select other immigrant-receiving nations, eg within the European Union, Canada and New Zealand
. It is likely to ensure Australia remains a destination of continuing interest to migrant doctors for the foreseeable future.

Further, in 1996 (as we have seen) Federal legislation was passed to ensure that even once permanent resident OTDs gained AMC registration, they had to wait 10 years before being able to bill on Medicare. This measure is currently being exploited by Federal and state governments, with doctors willing to serve in areas of need for a minimum of 5 years eligible to bill on Medicare once they have passed the AMC or RACGP exams, and (in the case of temporary residents) to convert to permanent status. This creates strong incentive for temporary as well as permanent resident doctors to enter rural general practice, but none to remain there following completion of 5 years service.

General Medical Employment: Public Hospitals and Rural General Practice

Before proceeding to the empirical research which is the focus of this report (an analysis of temporary cf permanent resident OTDs in Victorian rural general practice), it is important to contextualise Australia’s growing reliance on OTDs by reference to comparable developments in three additional medical sectors. 

By 2001 283 permanent resident OTDs were employed as junior doctors in the Victorian public hospital system, prior to passing their Australian Medical Council clinical examinations, with India and Iraq the primary source countries. A further 114 permanent resident OTDs were employed as junior doctors in the Tasmanian public hospital system
. 

In select specialty fields such as surgery and psychiatry, where public work is poorly remunerated and characterised by unfavourable practice conditions, dependence on conditionally registered permanent and temporary resident OTDs has also been rising markedly. This process has been sustained by growing medical specialist migration (see Table 9). The following case studies exemplify this process, extracted
 from recent reports by Birrell and Hawthorne co-authored with select others - the trends being markedly similar to those creating reliance on OTDs in rural general practice medicine.

Case Study 1: ‘The Outlook for Surgical Services in Australasia’
B. Birrell, L. Hawthorne and V. Rapson (2003)

Access to surgical services in non-metropolitan Australia is highly problematic - the key reason being a shortage of surgeons willing to practise in the public sector and/or in regional areas. According to senior Royal Australasian College of Surgeons (RACS) informants, while there is reasonable access to surgeons in regional Victoria, the situation can be described as ‘acute’ in New South Wales, pockets of South Australia and Western Australia, and ‘disastrous’ in regional Queensland. A range of towns in New South Wales wholly lack surgeons, or have surgeons unable to function due to unfilled related positions (eg anaesthetists). Dubbo, for instance, is reliant for surgical services on Royal North Shore Hospital. Virtually no ENT surgeons are available west of the Blue Mountains, and there is only one Advanced Surgical Trainee position west of the Great Divide. Tamworth has no urologist but is about to get one ‘who will be the sole urologist in that vast area up to the north’. Queensland from Mackay to Gladstone is described as ‘a black hole’ in terms of surgery. The scale of these problems cannot be rectified by the RACS locum service. 

Within this context Australia has become increasingly reliant on OTDs for the provision of surgical practice in three contexts. First (as previously noted) a substantial stream of overseas-trained surgeons enters Australia each year under the Occupational Trainee category. According to one senior informant, 

Virtually all surgical units are dependent on having some overseas-trained surgeons there to help with the surgical workforce. At (major urban hospital) there are at any one time in the Department of Neurosurgery five to six overseas-trained surgeons… These people are all very helpful to us, because they provide a major workforce. We pay them very little. The ones from Japan and China are paid nothing.  There are two from South Africa who retrained with us and stayed on to work as neurosurgeons, great successes!… Selection methods vary, some coming through institutional links, others through response to direct applications (of which) I get at least one a day.

A second category of surgical employment characterised by growing reliance on overseas-trained surgeons is ‘area of need’ positions in rural or regional Australia. Three streams of overseas-trained surgeons currently fill these positions: surgeons recruited from the United Kingdom, the European Union and select Commonwealth nations, of whom minimal professional adjustment is perceived to be required; South African surgeons, attracted by the prospect of securing permanent resident status in Australia; and permanent resident OTDs already in Australia, who have not been trained in Commonwealth countries and have failed to secure full Australian accreditation. Problems related to the skills variability of the latter group, including serious limits to the availability of medical supervision, were highlighted by a number of study informants. 

The scale of these ‘area of need’ appointments in surgery is now substantial. While short term contracts were the norm until the late 1990s, overseas-trained surgeons are currently able to work in ‘area of need’ positions in NSW for up to ten years. According to a number of informants this can represent a potentially appealing option, particularly for overseas-trained surgeons required but finding it difficult to access highly competitive Advanced Surgical Training positions. 
Table 9: General medical practitioners and specialist medical practitioners by birthplace, age and period of arrival (2001)

	2001 Census 
	
	
	Total Medical Practitioners
	General Medical Practitioners
	Specialist  Practitioners

	Birthplace
	 
	 
	Census Yr
	 
	Census Yr
	 
	Census Yr
	 

	 
	 
	 
	1991
	1996
	2001
	1991
	1996
	2001
	1991
	1996
	2001

	Australia


	Age
	<35
	8,915
	7,502
	6,429
	6,826
	5,459
	4,715
	2,089
	2,043
	1,714

	
	
	35-44
	7,481
	8,608
	7,943
	4,452
	5,578
	4,948
	3,029
	3,030
	2,995

	
	
	45-54
	4,011
	5,356
	6,996
	1,897
	3,106
	4,576
	2,114
	2,250
	2,420

	
	
	55-64
	2,504
	2,565
	3,407
	1,364
	1,418
	1,823
	1,140
	1,147
	1,584

	
	
	65+
	1,416
	1,772
	1,676
	890
	1,208
	1,074
	526
	564
	602

	
	Total
	 
	24,327
	25,803
	26,451
	15,429
	16,769
	17,136
	8,898
	9,034
	9,315

	New 

Zealand
	Age
	<35
	239
	337
	340
	176
	236
	240
	63
	101
	100

	
	
	35-44
	194
	288
	322
	87
	134
	171
	107
	154
	151

	
	
	45-54
	98
	153
	214
	27
	66
	102
	71
	87
	112

	
	
	55-64
	93
	104
	104
	36
	43
	46
	57
	61
	58

	
	
	65+
	31
	56
	62
	15
	35
	29
	16
	21
	33

	
	Total
	 
	655
	938
	1,042
	341
	514
	588
	314
	424
	454

	Mainly 

ESB (MESB)
	Age
	<35
	1,691
	1,484
	1,436
	1,348
	1,055
	1,041
	343
	429
	395

	
	
	35-44
	1,564
	1,624
	1,902
	881
	1,011
	1,181
	683
	613
	721

	
	
	45-54
	1,018
	1,394
	1,615
	543
	805
	967
	475
	589
	648

	
	
	55-64
	765
	778
	829
	495
	490
	470
	270
	288
	359

	
	
	65+
	382
	481
	488
	254
	347
	312
	128
	134
	176

	
	Total
	 
	5,420
	5,761
	6,270
	3,521
	3,708
	3,971
	1,899
	2,053
	2,299

	Other Countries
	Age
	<35
	2,106
	2,930
	3,549
	1,793
	2,402
	2,991
	313
	528
	558

	
	
	35-44
	2,447
	2,676
	3,631
	1,755
	2,021
	2,759
	692
	655
	872

	
	
	45-54
	2,156
	2,880
	2,900
	1,474
	2,128
	2,256
	682
	752
	644

	
	
	55-64
	901
	1,377
	2,002
	607
	972
	1,451
	294
	405
	551

	
	
	65+
	389
	580
	778
	299
	456
	585
	90
	124
	193

	
	Total
	 
	7,999
	10,443
	12,860
	5,928
	7,979
	10,042
	2,071
	2,464
	2,818

	Not 

Stated
	Age
	<35
	23
	52
	84
	20
	37
	72
	3
	15
	12

	
	
	35-44
	16
	33
	86
	10
	24
	50
	6
	9
	36

	
	
	45-54
	13
	23
	81
	13
	17
	66
	0
	6
	15

	
	
	55-64
	12
	21
	55
	6
	12
	38
	6
	9
	17

	
	
	65+
	3
	12
	30
	3
	9
	21
	0
	3
	9

	
	Total
	 
	67
	141
	336
	52
	99
	247
	15
	42
	89

	TOTAL


	Age
	<35
	12,974
	12,305
	11,838
	10,163
	9,189
	9,059
	2,811
	3,116
	2,779

	
	
	35-44
	11,702
	13,229
	13,884
	7,185
	8,768
	9,109
	4,517
	4,461
	4,775

	
	
	45-54
	7,296
	9,806
	11,806
	3,954
	6,122
	7,967
	3,342
	3,684
	3,839

	
	
	55-64
	4,275
	4,845
	6,397
	2,508
	2,935
	3,828
	1,767
	1,910
	2,569

	
	
	65+
	2,221
	2,901
	3,034
	1,461
	2,055
	2,021
	760
	846
	1,013

	
	Total
	 
	38,468
	43,086
	46,959
	25,271
	29,069
	31,984
	13,197
	14,017
	14,975


Source: 2001 Census (Australia) 

At the same time the risk of exploitation for non-accredited OTDs can be serious in such sites:

I have to say – and it’s a generalization – that there are a lot of employers (and area of health boards) out there who are using these overseas trained practitioners as cannon fodder, because they cannot or will not make their environment a safe and appropriate one, and they can get these practitioners to come and work with them under these conditions, because these poor people want to have a job… The overseas practitioner becomes a captive – they sit there for 10 years, they can’t move anywhere else because they’re not registered to do so, but the location is screwing them to the ground, paying them less, making them work in an unsafe environment, while they provide surgical services. You might say ‘well at least they’ve got a job’, but that’s not in the public (or the surgeon’s) interests. 

In addition to the first two categories, there is a substantial pool of overseas-trained doctors also employed as ‘non-accredited surgical registrars’ – in theory for only a limited time (one to two years) but in practice once again for far more extended periods. These surgeons are drawn from the pool of overseas-trained doctors who have failed to achieve full accreditation to date, and are unable to competitively secure Advanced Surgical Training positions
. While in the past a few lateral entry places were reserved annually to facilitate the entry of overseas-trained surgeons, this pathway has since been abolished. In consequence there is now a substantial pool of ‘non-accredited surgical registrars’ in existence, working on a demand-driven basis in positions offering similar pay to that of accredited Australian trainees, and performing a comparable range of surgical procedures (there being no formal definition of those which can or can’t be undertaken by non-accredited surgeons). According to informants, public sector patients may have no knowledge of whether they are being seen by accredited or non-accredited surgeons. This can be problematic, as indicated by the following quotation:

Some people see benefits to the current system: Basic Surgical Trainee and other non-accredited surgeons getting experience (not being wasted), the workforce being fairly elastic, the potential to attract people to unfilled locum positions etc. Many ex-BST trainees become ‘career medical officers’, contributing to a ratio of around 50:50 accredited compared with non-accredited surgical registrars. Non-accredited surgeons get all the jobs accredited surgeons don’t want to do (eg night duty, locum duty, rural/regional public sector employment). The College has no real idea how many overseas-trained surgeons are filling these surgical positions… Australia probably often uses overseas-trained surgeons – people unlikely to secure AST positions.

Case Study 2: ‘Victoria’s Dependence on Overseas Trained Doctors in Psychiatry’ 

D. Barton, L. Hawthorne, B. Singh & J. Little (2003)

Virtually identical trends to those described above prevail in the field of psychiatry, as documented by the recent Barton, Hawthorne, Singh & Little study. Prestigious city hospitals remain characterised by strong training programs, a high degree of registrar loyalty, world-class research and a tradition of collegiality. By contrast mental health services in outer Australian cities as well as in regional and rural locations are increasingly characterised by a gross shortage of psychiatrists. According to Sir David Goldberg (a prominent UK psychiatrist) the ‘exodus of Fellows’ from public sector psychiatry in Victoria has resulted in the recruitment of psychiatrists from overseas who frequently ‘do not possess the benchmark qualification for Australian psychiatrists’. A recent AMWAC survey of 52 of these overseas trained psychiatrists (OTPs) noted that ‘no fewer than 45 per cent were employed in the state of Victoria’. Such OTPs are overwhelmingly concentrated in rural areas: 43 per cent of those surveyed, compared to just nine per cent of RANZCP Fellows across Australia. 

In addressing such public psychiatry shortages, mental health authorities recruit from a number of source countries, including the UK, South Africa, Canada, the US, select Commonwealth nations, and a group of medically under-resourced nations. There are serious ethical issues here, including the appropriateness of wealthy western nations recruiting from countries in desperate need of their services. The global context however is one of sustained migration from south to north, from east to west, and from developing to developed nations. This movement shows no sign of abating. Once offered psychiatric employment, OTPs are registered in Australia by the relevant state Medical Board to practise for a year or more in a defined public health setting. Given the intensity of demand for mental health services, most have been expected to ‘hit the ground running’. No period is provided for acclimatisation, training, or induction into the particular local skills required for practice of psychiatry in Australia. 

While recognition protocols differ from state to state, OTPs are nominally required to complete the College’s requirements within a period of four years, though this timeframe is increasingly lenient because of chronic undersupply. At their point of arrival most OTPs will have been deemed ‘suitable for practice’, but little more of their skills may be known. Within days the majority will find themselves consumed by the demands of public sector practice. In some instances they may be appointed Acting Director of Mental Health Services, before being even apprised of the relevant Mental Health Act, let alone trained in local pharmacology practices or treatment norms. Some may become the only professional psychiatrist in the public sector service, on call 24 hours a day seven days per week, across a vast geographical area. This reliance, as we have seen, is potentially exploitive of overseas trained doctors. To date attempts to secure Victorian government funding for provision of transitional training and examination preparation support have been unsuccessful. 
In addition to this, it should be noted that large numbers of MBBS-qualified OTDs secure their first Australian medical positions in junior public sector psychiatry positions, regardless of their lack of specialist qualifications. Many such OTDs will be ‘sojourners’, moving on to more desirable positions as soon as these become available. In the interim they will be required to assess patients entering hospital in emergency situations, included attempted suicides and people who are acutely psychotic. Their lack of preparatory training for this work is inappropriate.

The Impact of Medical Under-Supply on Rural General Practice

As should be clear from the discussion above, Australia’s growing problem with medical labourforce distribution has created unprecedented opportunity over the past decade for overseas trained doctors to practise prior to securing unconditional registration – a pattern replicated in select specialist fields. Following decades of labour market marginalisation, substantial numbers are currently accepting ‘area of need’ or other GP position/s. Further, a welcome alternative pre-registration pathway for many has opened up: the potential to combine full-time medical employment with satisfying Royal Australasian College of General Practitioner (RACGP) Fellowship requirements within a specified period (variably stated by OTDs to be two or five years), by examination or practice-based assessment. 

It should be acknowledged however that rural service is a fundamentally ‘coerced’ employment option for both permanent and temporary resident OTD populations. Moreover overseas trained doctors currently combine onerous clinical workloads with addressing these new medical registration requirements. For those uncertain of securing positive outcomes, particularly in regional or remote sites where training may be minimally available, return to city hospital-based work and the AMC track may ultimately prove more attractive. Public hospital employment in Victoria and different states provides access to training programs with a potential to assist OTDs pass the AMC exams, and thus secure unconditional medical registration. Recent research by Hawthorne and Barton demonstrates bridging programs can play a critical role in securing positive outcomes for overseas-trained medical, nursing and other professionals
. Despite the best efforts however of groups such as the Rural Workforce Agency of Victoria and the Divisions of General Practice, preparatory programs are frequently limited and costly in regional/rural Victoria, where many OTDs struggle to meet RACGP Fellowship or AMC requirements. Little is known at this stage of the proportion likely to pass them. 

Socio-cultural factors may also prove significant in terms of GP retention. As noted in relation to ‘mainstream’ GPs, the needs of spouses and children can be central to decisions concerning long-term location, including access to family and friends, educational and employment opportunities for children and spouses, it is important to note that OTDs placed in Victorian GP employment are currently derived from an extremely diverse range of source countries, potentially necessitating significant linguistic and cultural adjustment (not merely within employment but within social life). In 2001 the top 10 source countries for the 283 provisionally registered OTDs working in Victorian hospitals were India, Iraq, China, Sri Lanka, Egypt, Bangladesh, South Africa, Russia, Yugoslavia and Pakistan. Recent analysis of Medical Board of Victoria records by Hawthorne demonstrates OTDs engaged in rural or regional GP work to be equally diverse: catering to patient populations in contexts where they and their families may experience significant cultural and/or religious isolation. This issue is therefore addressed by the present study. 

To summarise, despite the clear initial acceptability of rural GP work to substantial numbers of permanent and temporary resident OTDs, major problems have emerged in terms of long term retention after they gain full medical registration (in line with those reported in the international literature). OTDs and their families, while willing to move to country Victoria, remain characterised by a high degree of geographical and employment mobility.  In terms of Victoria’s Rural Locum Relief Scheme (RLRP), for instance, of 276 permanent resident doctors recruited to work in Victorian rural general practice from 1998/9 to 2001/2, just 88 remained in place by 2002 (a 68 per cent attrition rate). Even for permanent resident doctors who have not gained vocational registration there is currently the potential for: 

· Movement between medical sectors (eg between rural general practice and urban/regional public hospital employment);

· Response to demand in different states (eg move from Victoria( Tasmania( Western Australia); and 

· Opportunities for further international movement (eg relocation from India( Victoria( South Africa or the Gulf States).

Additional opportunities exist for doctors arriving in Australia since 1996 who have gained AMC accreditation, but in principle cannot bill on the Medicare system until ten years have elapsed. These doctors have the right to move freely within the public hospital sector across Australia, as well as to GP posts offering conditional registration in areas of need nationwide. Long term choices are unknown to date for temporary resident doctors. 
The situation to be faced in the immediate future is that: 

· There is no possibility that the underlying shortage of Australian trained GPs will be alleviated. It will take several years before the supply of fully accredited local doctors increases. Nor has the government shown any inclination (other than by marginal measures such as tying some medical training scholarships to regional location) to implement measures to oblige doctors to serve in areas of need. 

· The resulting political crisis means that the Commonwealth and state governments will continue to have to deal with this shortage problem by facilitating the recruitment of OTDs. 

· Our analysis shows this to be a ‘viable’ solution, in that there is a substantial pool of OTDs in Australia anxious to work as doctors, this pool is increasing by several hundred each year, and (Australian states) may provide a relatively attractive employment option. Because such doctors lack full vocational registration they can be tied to ‘areas of need’ while they gain accreditation and serve out the mandatory five or ten years required before they are free to bill on the Medicare system wherever they wish to practise. 

The problem for state-based bodies such as the Rural Workforce Agency, Victoria is that most of this pool of OTDs come from Asian and Middle Eastern countries associated with concerns about variability of medical training, including the relevance of past training to Australian expectations (as mirrored by relatively low Australian Medical Council pass rates for select country of origin groups). In addition, such doctors and particularly their families may have difficulty adjusting to rural social environments where they are at risk of being regarded as culturally alien. Past studies have shown that the great majority of doctors from NESB backgrounds who have gained full registration ultimately relocate in Australian capital cities. At the outset of this study it was expected that the OTDs currently appointed by RWAV would move from regional locations once they had completed their accreditation process, as has indeed been the case in recent years. The current shortages of GPs, even in metropolitan areas, mean that there are no medical employment constraints for RLRP doctors inhibiting such a move.

� Please note it is a 25 point negative weighting, not a 10 point negative weighting as reported by Mr Gregory on p 202 of the Senate Report.


� If required L Hawthorne’s submission to the combined Deans of Medicine on this issue on behalf of the University of Melbourne (2002) can be provided in relation to this. The University of Melbourne trains around 30% of all international students studying medicine in Australia. My staff and I have surveyed completing medical students regarding their future internship intentions/work preferences for the past 5 years.


� There are some current promising initiatives in this area, for instance in Victoria, however little evidence to date of adequate and comprehensive programs planned at the state or national levels.


� Information provided to L Hawthorne in the course of Home Office (UK) meetings, December 2003; Citizenship and Immigration Canada (equivalent to DIMIA), Human Resources Development Canada (equivalent to DEST) and select academic researchers in the course of an Ottawa policy dialogue on skill migration, October 2003, and meetings with Ministry of Labour and Government Administration Norway and the Directorate of Immigration.





� See Hawthorne, L & Toth, J (1996), ‘The Impact of Language Testing on the Registration of Overseas Trained Doctors’, People and Place, Vol 4 No 3.


� This would be equivalent to the costs paid by Australian psychiatric registrars, who contribute roughly $3,000 of their training fees per annum, with the remainder paid for by select mental health services.


� See AMWAC (2002), The General Practice Workforce in Australia. Supply and Requirements 1999-2010, AMWAC Report 2000-2, August, Canberra; Birrell, B & Hawthorne, L (2001), ‘Doctor Dilemmas: How GP Medicine is Practised in Australia’, People & Place, Vol 9 No 3.


� See Hawthorne, L & Birrell, B (2002), Doctor Shortages and Their Impact on the Quality of Medical Care in Australia’, People & Place, Vol 10 No 3.


� Australian Institute of Health and Welfare (2000), Medical Labour Force, Canberra.


� Australian Medical Workforce Advisory Committee (AMWAC) (2000), Draft: The General Practice Workforce in Australia: Supply and Requirements 1999-2010, AMWAC Report 2000.2, August; Australian Medical Workforce Advisory Committee (AMWAC) (1999), Temporary Resident Doctors in Australia, June; Australian Medical Workforce Advisory Committee (AMWAC) (1998), Medical Workforce Supply and Demand in  Australia - A Discussion Paper, AMWAC Report 1998.8, October, Canberra.


Australian Medical Workforce Advisory Committee (AMWAC) (1996), Australian Medical Workforce Benchmarks, January


� Hawthorne, L & Birrell, B (2002), Doctor Shortages and Their Impact on the Quality of Medical Care in Australia’, People & Place, Vol 10 No 3.


� See eg Birrell, B, Hawthorne, L & Rapson, V (2003) ‘The Outlook for Surgical Services in Australasia’, Royal Australasian College of Surgeons, Australia; Barton, D, Hawthorne, L, Singh B & Little, J (2003), ‘Victoria’s Dependence on Overseas Trained Doctors in Psychiatry’, People & Place Vol 11 No 1.


� Birrell, B. Hawthorne, L. and Rapson, V. (2003), The Outlook for Surgical Services in Australasia, Royal Australasian College of Surgeons, Melbourne.


� B. Birrell & V. Rapson, ‘New Zealanders in Australia: the end of an era’, People and Place, vol. 9, no. 1, 2001, pp. 61-74


� Birrell B & Hawthorne L (1999), ‘Australia’s Skilled Migration Program Outcomes as of 1996’, commissioned research for the Review of the Independent and Skilled-Australian Linked Categories, Department of Immigration and Multicultural Affairs, Canberra; Birrell B & Hawthorne L (1997), Immigrants and the Professions in Australia, Monash University, Melbourne


� Hawthorne, L & Toth, J (1996), ‘The Impact of Language Testing on the Registration of Overseas Trained Doctors’, People and Place, Vol 4 No 3


� When one of the authors, L Hawthorne, presented a paper on this issue at the premier world conference on migration issues (the Sixth Annual Metropolis Conference: Oslo September 2002), researchers and policy makers from a range of these nations could not credit the ease of employment access being described. Two weeks later the author was contacted by the OECD headquarters in Paris, seeking to affirm whether this was indeed the case. Data from the current study showed the major reason for OTDs relocating from New Zealand to Australia was to access medical employment, from which they had been barred in New Zealand prior to meeting pre-registration requirements.


� Postgraduate Medical Council of Victoria (PMCV) (2002), ‘AMC Candidates in the Victorian Public Hospital System’, PMCV, Melbourne; Birrell, B. & Hourigan, C. (2002), ‘The Postgraduate Medical Council of Victoria Survey of AMC Candidates in the Victorian Hospital System’, Centre for Population & Urban Research, Monash University, 26 February.


� The extracts represent abbreviated sections from the following published reports: Birrell, B, Hawthorne, L & Rapson, V (2003) ‘The Outlook for Surgical Services in Australasia’, Royal Australasian College of Surgeons, Australia, pp 15-23; and Barton, D, Hawthorne, L, Singh B & Little, J (2003), ‘Victoria’s Dependence on Overseas Trained Doctors in Psychiatry’, People & Place Vol 11 No 1, pp 56-58.


� Surgical training in many countries of origin may differ significantly to that prevailing in Australasia. As a result, RACS may exempt overseas trained surgeons from Basic Surgical Training, but require them to compete with local applicants for Advanced Surgical Training places. The necessity to do so presents permanent resident surgeons with a serious challenge. While many can secure a short-term supernumerary position, typically in locations characterised by surgical shortages, according to a range of informants it is virtually impossible for overseas-trained surgeons to compete for AST places.


� For discussion re the potential importance of bridging courses for overseas qualified professionals in Australia see Hawthorne, L (2001), ‘The Globalisation of the Nursing Workforce: Barriers Confronting Overseas-Qualified Nurses in Australia’, Nursing Inquiry, Vol 8 Issue 4, Blackwell Science; Hawthorne, L (2002), ‘Qualifications Recognition Reform for Skilled Migrants in Australia: Applying Competency-Based Assessment to Overseas-Qualified Nurses’, International Migration Review, 40 (6), Geneva; Barton, D, Hawthorne, L, Singh B & Little, J (2003), ‘Victoria’s Dependence on Overseas Trained Doctors in Psychiatry’, People & Place Vol 11 No 1, pp 56-58; Hawthorne, L (1994), Labour Market Barriers for Immigrant Engineers in Australia, Australian Government Publishing Service, Canberra.
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