
 
 

Professor Patricia Davidson: Overseas Trained Doctors  
Medico-Legal Society of NSW Inc  
Scientific Meeting – March 2006  

 Page 1 of 11 
 

Overseas Trained Doctors 

Professor Patricia Davidson, who has come down from Newcastle this evening, gained her 
medical degree from Glasgow University. She emigrated to Australia in 1985, working first at 
the Royal Children's Hospital in Melbourne. She gained her Fellowship of the Royal 
Australasian College of Surgeons and has been Censor-in-Chief since May 2003.  
She led the RACS education portfolio to gain successful authorisation by the ACCC for both the 
selection and training of surgeons and for the assessment of international medical graduates. 
Professor Davidson is now the area director of Kaleidoscope, the Hunter Children's Health 
Network and is a practising paediatric surgeon.  

What I am going to talk about, for the College of Surgeons, is quite a complicated package. It 
relates to a number of things that have happened to us, in trying to ensure that the standards we 
apply are maintained. International medical graduates (IMGs or OTDs) get lost when they try to 
navigate our system. The systems are difficult and cumbersome. The colleges, the AMC, the 
Department of Immigration and Multicultural Affairs, the hospital authorities and the medical 
registration boards have traditionally not been aligned.  
Getting it right with International Medical Graduates 
Twenty years ago I was nearly deported. As recently as last year, a similar incident occurred with 
a neonatologist, with significant consequences for a busy service. We have got a problem, as a 
nation, that we need to get right. This is part of the privilege of being involved in the ACCC 
event, even though it was painful. In true surgical fashion, we got on with it and said, "Let's see 
what can we do to make the professional side of things better, what is our scope and what is 
everybody else's scope?" So we are now a bit clearer about that.   
We also needed to be clear about the purpose of our role as a specialist college in determining 
what an assessment is, what are the processes and what are the assessment outcomes we are 
looking for. You have heard about some of that tonight in respect to Area-of-Need hospital 
doctors and GPs. We also know why we have had to do this and you have heard a number of 
those reasons. They relate to some of the issues around our own population, our own choices 
about how we work, and, in particular, to the distribution of surgeons, and that has a particular 
influence on the Areas-of-Need.  
Area-of-Need positions 
There are major issues in some of the advertised positions because Australian and New Zealand 
graduates do not want to take some of those positions. This relates to a number of issues: to the 
quality of the job, to the on-call commitments and to the lack of support with operating theatres.  
How can we support such a position? There has been a 40 per cent increase in surgical 
procedures in the public system over the last 10 years and none in the private system. We have 
several concurrent problems.  
Who are the players?  
This is a national system we are talking about, not just a New South Wales system. The 
Commonwealth has the Australian Medical Work Force Advisory Committee (AMWAC), who 
determine the numbers. Every time you read about us in the press, it is to do with an individual 
jurisdiction's (state or territory) perception of how many doctors we need and how many students 
to put into the system aligned with AMWAC's predictions. The surgeons say, "If you give me an 
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operating list next week, I'm sure I can halve the waiting list". Is this a productivity issue or a 
workforce issue? 
The Productivity Commission has recently got involved and you will be familiar with how that is 
going to change what we do; the federal and state governments are also involved. The Australia 
Health Workforce Officials Committee (AHWOC) is where the states get together. It is AHWOC 
which sits on RACS high level committees to advise us.  
We are all working less  

 
Are the data right? Yes. For those of us still working flat out, it seems inconceivable, but the 
facts are that it doesn't matter whose data you look at, we are all working less. That is probably a 
perfectly good thing because the previous output was really unacceptable and put surgeons' lives, 
marriages, health and their patients at risk. We have lost at least three of my colleagues in the 
Hunter, all on the roads and all tired. It is not acceptable. We need to work reasonable hours.  
The goal we are trying to achieve, as part of a conglomerate of decision-making, not in isolation, 
not as a 'monopoly', but all together, is a sustainable, high quality Australian surgical work force. 
If we don't, then most of the people in this room will not be able to get their hips done, get their 
gall bladders done or get their hearts looked after. So there is a fair degree of motivation to get 
this right.  
Increasing the numbers 
Should we have done anything else about this? Yes, of course, we should increase the number of 
trainees. It may be hard to believe, if you read the Sydney Morning Herald, but yes, we have 
improved the training numbers. But you just have to be able to do enough operating to be able to 
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do it properly. If you cancel all the Christmas lists and cancel all the Easter lists, then suddenly 
somebody's term of six months of operative experience dips below what is acceptable and 
necessary to train a surgeon.  
You will notice that we are quite rational about this. We have not turned up the numbers in 
cardiothoracic or paediatric surgery, because the population of paediatric surgical patients is 
static or just growing, and there is not a huge need in cardiothoracic surgery with the 
implementation of all the new drug therapies. The effect of that is that the number of 
cardiothoracic surgeons we require has decreased.  

 
The long-term strategy is to turn out more Australian and New Zealand graduates, but we require 
an appropriate short-term strategy.  
It is really important for us to tailor our programs depending on where people come from and I 
will talk a bit more about that. I can honestly say we have not always done it well, but we are 
getting there.  
The purpose of specialist assessment 
What is the purpose of a specialist assessment, the one given the stamp of approval by the 
AHWOC, the AMC and the ACCC? It is to determine whether an international medical graduate 
has the capacity to practise surgery independently, safely and effectively, at the same standard as 
an Australian or New Zealand trained surgeon. 
I'd prefer to stop calling them OTDs. While I am from overseas, I prefer to be known as an 
international person who is a medical graduate, an International Medical Graduate (IMG). I 
believe that the language we use about this is important.  
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If you go in to have your gall bladder done, you want to know that your risks are the same 
regardless of who does it. It is about standards and how standards are determined. We have to 
make recommendations through the AMC to the Medical Boards, because, after all, it is the State 
Medical Boards that give a doctor the licence to perform surgery that, if performed by any other 
member of the community, would be an assault. That little ticket is actually the core business for 
all of us. 
There are workforce reasons and public benefits in ensuring that you actually gets a decent 
operation from every surgeon you go to. We have also taken on the role of determining if an 
individual surgeon is suitable for an Area-of-Need position. I will say a little more about that 
later.  
Substantial comparability 

 
 
We are trying to figure out if IMG surgeons are substantially comparable. They don't have to be 
the same. They don't have to be equivalent. They don't have to do the same number of weeks of 
this or that, but they must be substantially comparable. How do we judge that?  
We have to look at their overseas training experience; we have to look at their practice and their 
logbooks. We don't look at whether or not they have done exactly the same terms, but we would 
like to know if they have had their knowledge of anatomy assessed, if they know about 
pharmacology and if they have some ICU experience, because those are mandatory for any 
Australian or New Zealand graduate.  
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The super-specialist 
A challenge, are some highly specialised individuals, many of them, particularly the Europeans, 
have a narrow scope of practice. We, as a nation, have to make a decision: do we want our 
doctors to have general training or are we going to shorten the training and have each deal only 
with one small field? That's a decision for all of us.  
That problem has been solved by a relationship with the Medical Board whereby we can certify 
them as surgeons. The Medical Board then restricts their capacity to practise outside of their 
subspecialty. This is one good thing that has come out of the ACCC enquiry.  
Oversight and workplace assessment 
We provide a lot of the oversight and assessment in the workplace. It has gone up 100 per cent 
per year and continues to do so. This is clearly a problem for us. Specialist applications for 
Areas-of-Need are relatively few, but all are deeply problematic. They are all isolated rural 
positions which are not able to be filled. If you have somebody from another country who is 
unsure of Australian regulations, is feeling a bit unclear and needs somebody to call, where do 
you put them? The furthest place away from anybody to talk to! 
Area-of-Need Surgeons 
Area-of-Need specialists usually come through the AMC. However some states, not New South 
Wales, have chosen not to go through the AMC. They have had a deeming process. In other 
words, the medical boards decide whether or not somebody is capable and then register them to 
practise. They would argue that they have the capacity and the insight to do, despite their 
jurisdiction's having signed the same tripartite agreement as every other jurisdiction, namely to 
use the AMC pathway. There is a lot of argument about refreshing the AMC pathway because it 
is too slow or too cumbersome, but how fast can you make this happen? It takes time to decide 
whether somebody has the skills, knowledge and judgement to provide safe and effective care.  
What we do initially is a paper-based assessment. We avoid doing the validation of the 
documentation because I think this is a highly specialised area. The AMC is responsible. Much 
of the complaint is the length of time it takes to pass through the AMC on the way to the 
College. We have agreed on eight weeks for Area-of-Need and twelve weeks for a specialist 
assessment. Once it gets to us, we do a paper-based assessment; look at the logbooks, look at 
previous clinical practice, good standing, evidence of continuing professional development and 
the assessment that ahs been undertaken of any training.  If we are familiar with the training 
scheme this is relatively simple but in about a third we have no familiarity, so they take a lot 
longer.  
We are talking about reading our way through up to nine to twelve kilograms of paperwork. Our 
recommendation is one page. Some people even send us patient notes. There may be cultural 
difference in the content and specificity of the data.  
The role of our interviews 
If we believe, on the paper assessment, that they are reasonably safe to go into practice, we will 
allow them to go into practice. They then present for an interview. It is important that 
experienced surgeons trained in the process are involved.  This is in addition to a person's 
surgical practice. We have expanded our assessment panels. They are not just run by surgeons 
for surgeons, health authorities are involved. The reality is that, if you actually want to make a 
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judgement about surgical standards, then you need surgical peers to make such a judgement. We 
cannot do it alone, but it cannot be done without us.  

 
As the interviews are run three times a year, there is the flexibility to allow people who look 
reasonable on paper to start practising. But I have to say that the paper-based assessment is a risk 
because in about ten per cent of people the paper information is not aligned with the information 
apparent at interview.  We have to interview and cannot get away from interviewing. It is not 
only about face-to-face validity, but it is about using the paper work, the face-to-face and 
subsequently the workplace assessment; if all three align, then we have a real assessment.  
If one of them is out of alignment, if someone has difficulty with an individual at interview, 
something in the workplace is wrong or data previously supplied seems to have misrepresented 
an individuals experience then the overall assessment becomes critical When everything starts to 
synchronise, you know that this person is practising good surgical standards and that is what 
determines capacity to practice.   
The interviewing panels 
We include at the interviews a panel member who is not a specialist in the applicant's field. For 
example, if we are interviewing an orthopaedic surgeon we appoint an additional surgeon eg. a 
neurosurgeon.  We also have a jurisdictional representative at every interview, somebody from 
the health department. Within twelve to 18 months there will also be a community member. It is 
going to be terrific.  
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Practice oversight 
Practice oversight, the 12 to 24 months, is something about which there has been a lot of 
argument. Many people say that you can make an assessment without looking at practice in the 
workplace. My view, having been assessed, which is supported by most people, is that you 
cannot practise a good standard of care without knowing the twelve-month calendar of 
Australian health-care, which is not only winter and summer, but the rotation of the political 
season. As an example, access to operating room time often depends on resources that may 
reflect a political process.  
In addition, everybody has to do continuing professional development. (MOPS) 

 
We look at a range of things now. We don't just look at surgical knowledge and skill. We are 
actually interested in whether or not they have the capacity to make judgements or to call for 
help. Do they know how to do that? Can they demonstrate that they can do it, not only when we 
ask them, but also in the workplace? Their commu nication has to be sophisticated, not simple 
English; but we want to know that they can communicate with their patients. This we can 
measure through oversight.  
We like to know about their ability to work in teams. Surgeons understand the notion that you 
have to be able to talk to your operating room nurses or the operation is not going to work, so 
teams are OK. Management, leadership, health advocacy, scholarship, teaching and professional 
ability all matter. The standard questions and the scenarios are looking at these things 
particularly; they are not looking at the capacity to do operations or at surgical knowledge, 
because you can't test these properly in an interview.  
Our interviews 
We don't expect to be able to test everything at the interviews. There are standard questions and 
hypothetical scenarios. The interview is just a peek at broader competencies. We use the 
workplace to figure out if somebody can actually offer a high standard of surgical care. If they 
don't seem to know enough, then we use the exam to test their surgical knowledge.  
In the interviews, we are looking at professional performance and insight, teamwork, approach to 
patients, communication skills, and the ability to adapt to the health care system. Interestingly, 
one of our hypothetical scenarios which we don't mind using again and again (having used it for 
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five years, I am still not bored with it-it is still fascinating) is the girl aged 14 years and 11 
months who, having run away from her mother, is involved in a road traffic accident. She does 
not want her parents present at the time of your assessment and she is dazed. It doesn't matter 
which way you approach it, you have something complex to look at. 
Several things happen: either they understand the notion of adolescence and their obligations as a 
doctor to understand the law of the land and need to be particularly sensitive around children and 
young people, or they don't know.  The approach to this difficult situation provides much insight 
into problem solving, knowledge of the Australian health care system as well as the management 
of trauma that is applicable to all surgeons. 
The other situation we use is the introduction of new interventional procedures: what do you do 
when your colleague is going to do something new for which there is no evidence? We expect 
the interview to have a structured process to tackle this situation and demonstrate an awareness 
of the patient's rights. Most assessments that determine that an individual is not capable of 
independent practice is about professional attributes rather than just surgical skill. 
Performance assessment 

 
 
Assessing performance in the workplace, exploring the competencies and attributes relating to 
surgical practice, has to be done by experts. We are looking at skill, knowledge and experience, 
as well as the capacity to work within the hospital and to function with teams. Some of the 
surgical specialties have already put in place the capacity to ask nurses or anaesthetists about the 
surgeon in question. We are all going in that direction. We have not yet gone all the way, but 
most people want to go in that direction. We also want to know that individuals can adapt to the 
Australian health-care system and culture. Some individuals may require some tailored up-
skilling 
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How to become a Fellow 
Two things I must emphasise: if you want to gain your fellowship, you get to fellowship because 
you are comparable: if we assess you as comparable you become a Fellow; you don't have to be 
elected or voted , you just reach the standard. If you are along the top line in Chart 1 and we 
think, on that basis, that you are probably satisfactory, then go and work as a surgeon for one to 
two years. If your performance is fine after twelve months, you can apply to be admitted to 
Fellowship. You are on the specialist register if you are in a jurisdiction which has one or, as a 
Fellow, you have a right to practise in any jurisdiction in Australia. Once an individual is a 
Fellow then that person can be employed anywhere in Australia or New Zealand, this sometimes 
poses problems for individuals who started in AON positions as once a Fellow may choose to 
move to a metropolitan situation.   
If we are unclear about the individuals surgical performance, that is the middle line in Chart 1, 
the pale green line, then we will have a look and ask them to do the exam. Some colleges require 
everybody to do their exam. We made a decision that not everyone who presents needs to do the 
exam. Some do. If we are not sure, we get them to do the exam, or if we don't think the person is 
anywhere near comparable, they have to apply to get into training and then we will decide by the 
usual mechanism which applies to local graduates.  
Area-of-Need surgeons 
We look at them at the beginning. If they are in the top line, in that they are comparable or nearly 
so, we look at them for an Area-Of-Need. If there is any doubt about the nature of the job, we 
will then review the job.  We will have a view on whether the position is reasonable in terms of 
safety and efficacy for the person's practice (unsafe hours etc.) and if we are concerned, that view 
would be transmitted back to the relevant authority. The question is does the individual have the 
capacity for that scope of practice and that kind of work?  
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If they cannot? For example, a leading cosmetic surgeons, an IMG plastic and reconstructive 
surgeon, got an Area-Of-Need position in another state, where 95 per cent of the work was 
trauma surgery in a small district hospital.  It was obvious that this person was of the highest 
standing and in another place would clearly have come through the system but then practiced in a 
metropolitan area. We could not send them off to that district general hospital because it was a 
complete mismatch. We needed to get the job serviced by a different sort of person-a really well 
trained general surgeon, not the plastics surgeon.  
 
Two ways to become a Fellow 
There are two Articles of Association under which a surgeon may be admitted to fellowship: by 
examination (Article 19) or by assessment (Article 21). Article 21 used to be "by election". You 
can no longer be elected to the College of Surgeons. You can't get there because people vote for 
you. The only way to get to become a Fellow is to be assessed as to whether or not you are 
substantially comparable to Australian- or New Zealand-trained surgeons; if you are, you can 
become a Fellow of the College.  

 
Outcomes 
What happened to all those 80-odd applicants from last year? It is a bit of a split. Twenty-six 
were Area-of-Need. About a third of the applicants for specialist recognition were admitted to 
Fellowship under Article 21. We recommended that about a third sit for the exam. There was a 
remarkable number of people here who were clearly capable of practising surgery; we supported 
them and encouraged them to do so. 
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Validation of our systems 
We want to validate both the interview and the subsequent oversight. The ACCC review has 
determined that we need to be more at arm's length. The 'monopoly' allegation was debates and it 
was found that the public benefit of the work done by RACS was sufficient to authorise the 
College to assess IMG's.  This work is hard and clearly in the public interest.  Individuals who 
volunteer are those who wish to ensure the highest standards, the rewards lie in good health care.  
People who do this sort of work do so because they care about the community.  
It is important to have the processes clear and more transparent so that people don't feel 
concerned. The problem will be to provide more trained staff to make sure that the processes are 
implemented adequately and consistently.  As CIC I am always reviewing, refreshing and 
changing the way we do things.  
Conclusion 
We want consensus between all stakeholders, such as the health authorities, the employment 
agencies and the surgeons and, hopefully, therefore, the immigration department. Then the 
Medical Boards will be assured that individuals are practicing at a standard that registration can 
be given in confidence.  
We are concerned when a surgeon under-performs.  It is better to identify areas of knowledge or 
skill deficiency early after immigration and support the person to remedy such issues.  Australia 
will have a professional surgical workforce which fulfils the needs of our community.  
Finally, as an IMG, I thank any surgeons who have had to do any of this work and any who have 
been involved on behalf of an Area Health Service or the Medical Board, because it is not easy.  
 


