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Risks of complaints and adverse disciplinary
findings against international medical
graduates in Victoria and Western Australia

ustralia has a shortage of doc-

tors, particularly in rural

areas.? Like many other
developed countries with this prob-
lem, its policy response has involved
heavy reliance on the immigration of
doctors whose primary medical quali-
fication is from another country.®?
Numbers of international medical
graduates (IMGs) have grown to
nearly 25% of doctors in Australia.’
The United States, United Kingdom,
Switzerland, New Zealand, Sweden,
Canada and Ireland have similar or
larger proportions of IMGs in their
medical workforces, and the preva-
lence of IMGs in Organisation for
Economic Cooperation and Develop-
ment countries has grown rapidly
over the past decade.’

The effects on quality of care are
unclear. Although some high-profile
cases featuring incompetent IMGs
have ignited public concerns,®’ the
evidence base is relatively thin and
somewhat confusing. Previous inter-
national studies have compared IMGs
to their domestically trained counter-
parts in relation to patient outcomes
of care®” and risks of complaints and
disciplinary action.®1” Results from
these studies run the gamut: most
have found no association,” ™ but
IMG status has also been found to be
associated with higher!® and lower!®
complaint-related risks. No research
of this kind has been conducted in
Australia.

Complaints to medical regulatory
authorities are a useful, albeit imper-
fect, marker of quality.’¥2° They cap-
ture both objective and subjective
dimensions of patients’ care experi-
ences and, unlike most outcome-
based quality measures, can generally
be examined at a “whole-of-popula-
tion” level. In the IMG context, com-
plaints to medical boards have the
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Obijective: To determine whether international medical graduates (IMGs) have
more complaints made against them to medical boards and experience more
adverse disciplinary findings than Australian-trained doctors.

Design and setting: Data on all complaints made against doctors to medical
boards in Victoria and Western Australia over 7.5 years and 5.25 years,
respectively, were extracted and linked with information on all doctors
registered in those states over the same time periods. The data pertained to
complaints resolved before February 2010 in Western Australia and June 2010 in
Victoria, the dates of the respective extractions. We tested for associations
between IMG status and the incidence of complaints using multivariable logistic
regression.

Main outcome measures: Incidences of complaints and adverse disciplinary
findings.

Results: Among 39155 doctors registered in Victoria and Western Australia in
the study period, 5323 complaints were made against 3191 doctors. Thirty-seven
per cent of registered doctors were IMGs. The odds of complaints were higher
against IMGs than non-IMGs (odds ratio [OR], 1.24; 95% CI,1.13-1.36; P< 0.001),
as were the odds of adverse disciplinary findings (OR, 1.41; 95% Cl, 1.07-1.85;
P=0.01). However, disaggregation of IMGs into their countries of qualification
showed wide variation: doctors who qualified in Nigeria (OR, 4.02; 95% Cl,
2.38-6.77), Egypt (OR, 2.32; 95% Cl, 1.77-3.03), Poland (OR, 2.28; 95% ClI, 1.43—
3.61), Russia (OR, 2.21; 95% Cl, 1.14—-4.26), Pakistan (OR, 1.80; 95% ClI, 1.09—-
2.98), the Philippines (OR, 1.80; 95% Cl, 1.08-3.00) and India (OR, 1.61; 95% Cl,
1.33-1.95) had higher odds of attracting complaints, but IMGs from the 13 other

countries examined had odds that were not significantly different from

Australian-trained doctors.

Conclusions: Overall, IMGs are more likely than Australian-trained doctors to
attract complaints to medical boards and adverse disciplinary findings, but the
risks differ markedly by country of training. Better understanding of such
heterogeneity could inform a more evidence-based approach to registration and

oversight rules.

added advantage of being connected
to the agencies that regulate doctors,
which means that any heightened
risks identified have immediate policy
relevance.

We analysed a large sample of com-
plaints lodged with medical boards in
Victoria and Western Australia. Col-
lectively, these two states account for
about 37% of the nation’s registered
doctors and 37% of IMGs.! Our twin
goals were to determine whether
IMGs were disproportionately likely
to attract complaints, and to analyse
the extent to which that risk varied
across countries of qualification. In
addition, recognising that a variety of
factors, including cultural misunder-

standings and racism, may drive
groundless complaints, we followed
the complaints through the discipli-
nary process to test whether rates of
adverse findings against IMGs and
Australian-trained doctors differed.

Setting

Data for this study came from the
Medical Practitioners Board of Victo-
ria and the Medical Board of Western
Australia before the incorporation of
these boards into the national practi-
tioner regulatory framework in mid-
2010. We selected these two states



because of their relatively high num-
bers of IMGs, the similarity of their
disciplinary processes, and their
diverse geographies and degrees of
urbanisation.

Data collection

The boards maintained separate data-

specialty was missing from the regis-
ters for 75% of registered doctors in
the sample.

Construction of study datasets

After cleaning and coding the Vic-
torian and Western Australian data,
we combined them in doctor-level
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1 Characteristics of doctors (n =39 155) and complaints

(n=5323) in the study sample*

Characteristic

Doctors, no. (%) Complaints, no. (%)

State
Victoria 27114 (69%)
Western Australia 12 041 (31%)

Doctors’ sex

4428 (83%)

895 (17%)

sets for complaints and registrations. and doctor-year level datasets. To ~ Male 25587 (65%) nr
From the complaints datasets, we construct the doctor-year database,  Female 13555 (35%) nr
extracted information on complaints we merged the doctor-level and com- Doctors’ years since qualification

resolved between 2001 and 2010. plaint-level information using a <10 14394 (37%) nr
Specifically, the sampling criteria were unique practitioner identification  10-20 11263 (29%) nr

based on lodgement date (all com-

number. A doctor registered continu-

21-30 6715 (17%) nr
plaints lodged between 1 July 2001 ously for 5 years of the study period,  3_4q 3919 (10%) nr
and 31 December 2008 in Victoria, for exan.1p1e,.would have had five 40 2826 (7%) r
and between 1 October 2003 and 31 observations in the dataset, one for Registration type
December 2008 in Western Australia).  each year of registration. In addition,

. . N General 27406 (70%) nr
The dates of the extractions were Feb- a new set of count variables in the
Non-general 11621 (30%) nr

ruary 2010 in Western Australia and
June 2010 in Victoria. Extracting the

dataset indicated the number of com-
plaints, investigations or hearings,

Area of need 2985 (8%)

nr

data in 2010 and fixing the end of the and adverse findings accrued by each Sl 273 (%) 0
lodgement period at the end of 2008  registered doctor in each year. Com- Other 5893 (15%) nr
allowed at least a year for the latest plaints missing practitioner identifica- Practice location

complaints to reach resolution (nearly tion numbers (<0.02%) were Urban 26778 (81%) nr
all complaints are resolved within 12—  dropped, as were doctor-years in Rural 6212 (19%) nr

18 months). From the registration
datasets, we extracted information on
all doctors registered to practise in the

- . ) L . United Kingdom/Ireland 5129 (13%) 394 (7%)
corresponding time periods. The Statistical analysis - 1871 (5%) 201 (5%)
Human Research Ethics Committee at e calculated counts and proportions New Zealand 1422 (4%) 86 (2%)
ey b e it v

SriLanka 689 (2%) 101 (2%)

. of complaints, we fitted three logistic o o
Varlables regression analyses using the doctor- Germany 211 (19) 9 (<1%)
The complaints data included infor- year level dataset. In the first model, e 222 (%) e )
mation on the complainant, com- the outcome variable was a binary @ 291(1%) 53 (1%)
plaint date, type of complaint and its  variable indicating whether one or  China 2518 (1, ZEIS D,
path through the disciphnary process.  more Complajnts occurred in the doc- Singapore 249 (1%) 32 (19%)
The registration data included infor-  tor-year; the predictor of interest was ~ Pakistan 228 (1%) 25 (<1%)
mation on registrants’ sex, medical a binary variable indicating whether  Malaysia 204 (1%) 8 (<1%)
specialty, registration type, practice the doctor was an IMG; and the  Bangladesh 184 (<1%) 12 (<1%)
location, and place and year of pri- covariates were doctor’s sex and years  Hong Kong 172 (< 1%) 1 (<1%)
mary medical qualification. since qualification, practice location, Philippines 148 (<1%) 18 (< 1%)

The variable “registration type” registration type, year of complaint  Netherlands 131 (<1%) 4 (<1%)
refers to the form of registration the and state. The model corrected for - 127 (<1%) 9 (<1%)
doctor held. We coded this variable standard errors for clustering at the Nigeria 124 (<19%) 21 (< 1%)
into four categories: general, specialist doctor level (ie, to account for Russia 120 (<1%) 38 (1%)
(registration to work for a limited time  repeated measures of the same doc-
in a specified specialty), area of need tors across registration years). Poland 95 (<1%) 28 (1%)
(registration to work in specified geo- The second model was identical o~ O"" 1619 (4%) A0S
graphical areas with acute workforce the first model, except for the out- Stage of process Doctors, no. (%)  Doctors, no. (%)

Complaint 3191 (8%) 5323 (100%)

shortages), and other (including pro-
visional registration and registration
granted for specific purposes, such as
training and supervision or research).

which the doctor had been registered
for fewer than 6 months (< 3%).

come variable, which was a binary
variable indicating whether one or
more adverse findings occurred in the
doctor-year. The third model was also

Country of qualification

Australia 24542 (63%)

3728 (70%)

Investigation/hearing 1171 (3%)

Adverse finding 308 (1%)

1606 (30%)

373 (7%)

nr = data not reported, as values are not easily interpretable at the

complaint level. * For doctor-level variables that may have changed for
some doctors over the study period (eg, registration type), we report
baseline values. t Percentages were calculated using the number of doctors
for whom the variable of interest was available as the denominator. Data
were missing for < 1% of all variables, except for practice location, which
had data missing for 6165 doctors (16%). +All countries of qualification
other than those specified. *

Two variables had to be excluded
from the analyses due to missing data.
There was insufficient information on
about three-quarters of complaints to
specify the type of complaint. Clinical

identical to the first model, except for
the predictor of interest. Instead of
specifying a single IMG variable, we
created categories specifying 20 dif-
ferent countries of qualification. The
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named countries were the ones with
the most registered doctors; the rest
— more than 100 countries, account-
ing for 1619 doctors — were collapsed
into an “other” category.

P <0.05 was considered statistically
significant.

Sensitivity analyses

We tested the sensitivity of results from
the three multivariable models that
formed our main analyses to an alter-
native specification of the outcome
variables. Instead of treating com-
plaints and adverse findings as binary
outcomes, we specified them as count
outcomes. The reanalyses were con-
ducted using negative binomial regres-
sion and run on both doctor-year level
and doctor-level datasets. In the doc-
tor-level analyses, time-varying covari-
ates (years since qualification,
registration type, practice location)
were set to baseline values.

Characteristics of doctors and
complaints

The study sample consisted of 196 646
doctor-years and 39155 unique doc-
tors, 69% of whom were registered in
Victoria and 31% of whom were regis-
tered in Western Australia (Box 1).
Thirty-seven per cent of doctors had
gained their primary medical qualifi-
cation outside Australia. These IMGs
graduated from institutions located in
more than 120 different countries.

The boards received 5323 com-
plaints against 3191 doctors during
the study period, an incidence of 27
complaints per 1000 doctor-years.
Boards investigated or conducted
hearings for 30% (1606/5323) of com-
plaints, and an adverse finding was
made against the doctor in 373 of
these cases.

Multivariable predictors of
complaints and adverse findings

IMGs had higher odds of complaints
(odds ratio [OR], 1.24; 95% CI, 1.13-
1.36; P<0.001) and adverse discipli-
nary findings (OR, 1.41; 95% CI, 1.07—
1.85; P=0.01) than Australian-
trained doctors.

Disaggregation of the IMG variable
into the specific countries of qualifica-
tion showed wide variation in the
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2 Multivariable odds of complaints being made against international medical
graduates, by country of training*

Adjusted annual

Odds ratio (95% Cl) P probability of complaint’
Australia (reference) 1.00 2.4%
Nigeria 4.02 (2.38-6.77) <0.001 8.6%
Egypt 2.32(1.77-3.03) <0.001 5.2%
Poland 2.28 (1.43-3.61) <0.001 5.1%
Russia 2.21(1.14—-4.26) 0.02 5.0%
Iran 1.85 (0.87-3.93) 0.0 4.2%
Pakistan 1.80 (1.09-2.98) 0.02 4.1%
Philippines 1.80 (1.08-3.00) 0.02 41%
India 1.61(1.33-1.95) <0.001 37%
Sri Lanka 133 (0.99-178) 0.06 31%
Iragq 115 (0.70-1.87) 0.59 2.7%
Singapore 1.05 (0.69-1.61) 0.82 2.5%
South Africa 1.06 (0.80-1.42) 0.68 2.5%
United Kingdom/ Ireland 1.00(0.86-1.17) 098 2.4%
Netherlands 0.97 (0.23-4.10) 0.96 23%
China 0.90 (0.53-1.50) 0.67 21%
New Zealand 0.83(0.59-1.16) 0.28 2.0%
Malaysia 0.67 (0.28-1.59) 0.36 1.6%
Germany 0.59 (0.26-1.30) 0.19 14%
Bangladesh 0.56 (0.24-1.28) 0.17 13%
Hong Kong 0.49 (0.18-1.30) 0.15 12%

*The model adjusted for doctor sex, doctor practice years, registration type, complaint year, practice
location, and state. Not shown is an “other country of training” category, which grouped doctors trained
in countries other than those specified (3.2% of all doctor-years). A full set of results for the model is

available in the Appendix. t These figures are derived from the multivariable model and indicate
doctors’ adjusted probabilities of complaints by country of training, within each doctor-year. *

odds of complaints against IMGs rel-
ative to Australian-trained doctors
(Box 2). Doctors who qualified in
Nigeria, Egypt, Poland, Russia, Paki-
stan, the Philippines and India had
higher odds of complaints than Aus-
tralian-trained doctors. Doctors
trained in Iran and Sri Lanka also had
higher odds of complaints; however,
the differences were close to being,
but were not actually, significant.
Although doctors trained in several
countries (Hong Kong, Bangladesh,
Germany, Malaysia, New Zealand)
appeared to have substantially lower
odds of complaints than Australian-
trained doctors, the differences were
not significant.

The odds ratios from the multivari-
able models corresponded to annual
risks of a complaint ranging from
1.2% among doctors trained in Hong
Kong to 8.6% among doctors trained
in Nigeria.

Sensitivity analyses

Reconstructing the multivariable
analyses as negative binomial models
of counts produced very similar

results to those reported in our main
models, with several minor excep-
tions. The doctor-level analyses that
focused on country of training
showed Sri Lanka and Iraq as addi-
tional countries associated with sig-
nificantly higher risk of complaints,
and the Philippines was not signifi-
cant in this model (an online Appen-
dix shows the full set of results from
these sensitivity analyses as well as
the main analyses, online at
mja.com.au).

Our study found that IMGs faced 24 %
higher odds of attracting complaints
than non-IMGs, and 41% higher
odds of adverse findings. Disaggrega-
tion into specific countries of training
showed that the overall tendency of
IMGs to attract complaints was driven
primarily by a significantly higher
incidence of complaints among doc-
tors trained in seven countries
(Nigeria, Egypt, Poland, Russia, Paki-
stan, the Philippines, India). IMGs
from the 13 other countries examined



were no more likely than Australian
doctors to attract complaints.

While previous research has con-
sistently shown that certain doctor
characteristics, such as male sex,?! are
positively associated with complaint
risk, the international evidence
regarding IMG status as a risk factor is
less clear. Two studies'®'! have found
no relationship between IMG status
and complaint frequency, although
one recent analysis from the UK
found that IMGs had disproportion-
ately high rates of referral to the
National Clinical Assessment Serv-
ce.”? Other studies have focused on
the relationship between IMG status
and the outcomes of complaints —
specifically, the incidence of adverse
findings — and the results from these
studies are mixed.'”>'” A recent
study'” comparing UK-trained doc-
tors with two groups of IMGs (those
who qualified elsewhere in the Euro-
pean Union and those who qualified
outside the European Union) found
that inquiries made to the General
Medical Council about both non-UK
groups were more likely to attract
“higher impact” decisions at each
stage of the complaints and discipli-
nary process.

In finding higher risks among IMGs
in Australia, our study extends previ-
ous analyses in two directions. First,
we profile complaint risk by country
of training. A noteworthy limitation of
the international research into com-
plaints against IMGs is that they con-
sider IMG status crudely, comparing
domestically trained doctors to IMGs
en masse or in broad groupings. By
this logic, Nigerian-trained and New
Zealand-trained doctors working in
Australia would both be classified as
IMGs. The wide spectrum in risk we
identified highlights the perils of con-
sidering IMG status in this unitary
manner. Similar or lower risks among
doctors trained in some foreign coun-
tries may attenuate or mask height-
ened risks among doctors trained in
others. It seems plausible that this
type of variation underlies the null
effect found in most previous studies.

Second, rather than simply focus-
ing on the beginning of the discipli-
nary process (the occurrence of a
complaint), we examined outcomes of
the process as well. We found that
IMGs also had higher risks of adverse

findings. This result is consistent with
findings from the analysis of adjudica-
tions at successive stages within the
UK’s General Medical Council.'” Tt
was not feasible in our study to exam-
ine risks of adverse findings by coun-
try of training because, with only 373
adverse findings across the study
sample as a whole, the analysis was
underpowered to reliably detect sig-
nificant differences.

Why is medical training in certain
countries associated with higher risks
of complaints? Unfortunately, our
findings provide no clear answer. The
“at risk” countries we identified share
some similar features: English is not
the primary language, and all have
medical education and health systems
that are quite different to Australia’s.
However, this explanation is incom-
plete because the same can be said of
several other countries (eg, Bangla-
desh, China) whose trainees did not
exhibit higher risks of attracting com-
plaints. Complainant factors may also
play a role, with higher risks of com-
plaints against doctors from some
countries possibly reflecting cultural
biases. More research is needed to
elucidate the reasons for the inter-
country differences.

Our study findings should be inter-
preted in light of the fact that multi-
variable models estimate the strength
and significance of the association
between IMG status and complaint
risk, not the contribution of IMGs to
the overall burden of complaints and
adverse findings. Despite dispropor-
tionately high complaint rates among
doctors trained in certain countries,
their contribution to total complaints
was small. For example, Nigerian-
trained doctors were responsible for
only 21 complaints and Polish-trained
doctors for only 28 complaints. Con-
sideration of total complaints spot-
lights India as especially important.
Indian-trained doctors had 60%
higher odds of attracting complaints
than Australian-trained doctors and
they accounted for 5% of total com-
plaints lodged during the study
period.

Our study had limitations. Com-
plaints to medical boards are merely
one marker of quality — they are a
kind of sentinel-event surveillance
system best suited to flagging prob-
lems with care that are both highly

visible to patients and which provoke
high levels of dissatisfaction.’¥!? In
addition, we did not have access to
information on doctor specialty, com-
plaint type and practice type (eg, sole
versus group versus hospital). Inclu-
sion of that information in future
research may help shed light on why
some IMGs are more complaint-
prone than others.

The recent move to a national reg-
istration framework should expand
opportunities for research in this area.
Registration and notification data
held by the Australian Health Practi-
tioner Regulation Agency (AHPRA)
include specialty and some informa-
tion on complaint types, cover all
states and territories, and capture
analogous information on nurses and
other types of health professionals.
However, because national boards
have been in operation for only 2
years, and state-level data from pre-
vious years is incomplete and diffi-
cult to merge, it will be several years
before AHPRA data are ripe for such
interrogation.

Findings from this study should
provoke and inform discussion about
more sophisticated approaches to
regulating IMGs. Australia currently
has a fast-track system of assessment
— the “competent authority path-
way” — for medical graduates from
five countries (UK, Canada, US, New
Zealand, Ireland) in which the quality
and similarity of training is regarded
as broadly equivalent to domestic
programs. (Reassuringly, in our
analysis New Zealand and the UK
and Ireland had complaint rates that
did not differ from those of Austral-
ian trainees.) Many other countries
operate similar fast- and slow-track
systems.

Which countries of training belong
in fast-track groups, and on what
basis? Should graduates from particu-
lar countries be singled out for espe-
cially rigorous registration and
oversight, including start-up assist-
ance with integration, and ongoing
support, mentoring and monitoring?
How many tracks are appropriate? By
probing the relationship between the
country of training and a quality
measure, our study casts the spotlight
on the logic of existing pathways and
highlights the potential value of
establishing new pathways. Any
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This commonsense guide to quality improvement and risk management is written
il by two clinicians who have created a quality and safety program from the ground
il up. Their experience at a regional hospital in Victoria has led to a pragmatic
framework that guides other health services through the relevant evidence and
theory, down to the finest details. Enhancing Patient Care will be of use to anyone
who wants to set up or improve a quality improvement and risk management
program, regardless of size and budget.
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¢ Explanations of clinical governance, quality improvement and risk management
* How to detect adverse events and risks to patient safety
* A practical framework to prevent adverse events and reduce risks
i{;rjig P 1 T & * How to develop a quality improvement and patient safety culture
nline Price $49.95
*Plus postage and handling $7.65 = A step-by-step guide to implementing a clinical risk management program in
your health service
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