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Executive Summary

Background

The Commission on Competitive and Sustainable Terms and Conditions of Employment for
Senior Medical and Dental Officers Employed by District Health Boards (SMO Commission)
was established in October 2008 to recommend a national recruitment and retention strategy
that will provide a sustainable pathway to competitive terms and conditions of employment
for senior medical officers and dental officers (SMOs). The SMO Commission reviewed
relevant reports and literature, examined available data, and consulted widely.

We found that the SMO workforce has grown 46 percent over the last 10 years, and in
September 2008 comprised 3713 medical specialists working across the public and private
sectors. As at 30 September 2008, 3105 full-time equivalent SMOs were employed across
the 21 district health boards (DHBs) at a total annual cost of approximately $718 million. At
the same time, there were 331 outstanding vacancies for SMOs, representing an overall
vacancy rate of around 10 percent.

Overall, international medical graduates (IMGs) comprise 40 percent of the SMO workforce.
In smaller rural DHBs, the proportion of IMGs in the SMO workforce tends to be significantly
higher — up to 87 percent in the most extreme case. Once IMGs are vocationally registered,
their retention rates are good, but indications are that retention is significantly lower among
SMOs who have not achieved vocational registration.

Population growth and changes in the population’s age structure are key drivers of
increasing demand for health services. An increased proportion of older people who are
also living longer is expected to dramatically increase the proportion of the population
needing treatment and care for complex and/or chronic conditions.

Prevailing models of care will also influence workforce requirements. For example, the
consolidation of some service delivery at national and regional levels may reduce the total
number of SMOs required in the related subspecialty.

New Zealand is relatively disadvantaged in the international market for senior doctors in that
it is geographically distant from many potential sources of doctors and remuneration is lower
than in some other places. The smaller scale of hospitals and communities in New Zealand
may also present professional challenges for some doctors and their families. Despite this,
New Zealand has been reasonably successful in recruiting IMGs. We should not be
complacent though, as our ability to recruit internationally and retain New Zealand—trained
SMOs may be dramatically altered as a result of changes in supply, recruitment and
retention in other countries.

An important response to this risk, and to current shortages, is to increase domestic supply
by training more doctors. The number of funded medical student places is to increase by
200 over five years, commencing with 60 places in 2010. The full benefit of these increases
will not be realised before 2029 because it takes 12—15 years to qualify as an SMO.

There are anecdotal reports that increasing numbers of SMOs are leaving New Zealand to
work offshore. Retention among newly qualified SMOs appears to be deteriorating —
dropping from 95 percent in 2000 to 89 percent in 2007. SMO numbers drop off from age
50, but it is difficult to interpret what this means. It seems likely to reflect a loss of SMOs to
the system through early retirement and emigration.
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Not surprisingly, Australia is the primary competitor for New Zealand’s workforce as a result
of geographical proximity, cultural similarity, shared professional colleges and training
programmes, and superior pay and pay-related conditions. Our heavily qualified conclusion
is that there is roughly a difference of 30-35 percent between the remuneration of New
Zealand SMOs and Australian SMOs.

Findings and conclusions

SMOs report being undervalued within their organisations and the health system in general.
Lack of involvement and influence in the strategic direction of services was a source of
immense frustration to SMOs we met with. Some senior DHB managers seemed to have a
limited appreciation of SMO perspectives. In our view, this is largely a product of the health
reforms of the 1990s, which introduced a culture to the public health system that has
devalued clinicians and proved detrimental to effective working relationships and service
delivery.

To extract the best possible value out of New Zealand’'s investment in the public health
system it is essential to draw on the knowledge and expertise of health professionals. We
strongly support current efforts to strengthen the contribution of SMOs and have made
recommendations to facilitate this objective though strong clinical-management partnerships
and DHB board-led leadership development programmes. (See recommendations 1 and 8.)

In addition to having limited participation and influence, many SMOs in the public health
system are dissatisfied with their working environment. They say ‘push factors’ are more
important than the ‘pull factors’ of more attractive pay and conditions in the private sector or
overseas in contributing to the loss of SMOs from the public health system. Some of their
concerns were about having the appropriate space, tools and support to provide quality
services and use their time well. It is easy to underestimate the impact of what can appear
to be relatively trivial matters. We urge DHBs to review current arrangements and take
necessary action. (See recommendation 12.)

Increased medical student intake is a positive initiative although somewhat overdue. Both
the undersupply and oversupply of New Zealand—trained doctors is to be avoided as far as
possible. Given that many complex and often external variables influence New Zealand’s
training requirements, and the lag between commencing training and qualifying as an SMO,
it is important for student intakes to be adjusted regularly to align student intake to future
service need. (See recommendation 4.)

To maximise the benefit of increased student intake, attention needs to be paid to improving
the training and employment experience of doctors in training to realise their full productive
capacity as soon as possible and retain them within New Zealand’s public health system.
We are aware several reviews have been initiated in this area, including the Medical Training
Board Review, the Clinical Training Agency Review and the Commission on the Resident
Medical Officer Workforce, and encourage the Government to agree to rapid implementation
of co-ordinated initiatives that will significantly strengthen medical training. (See
recommendation 5.)

Attention also needs to be paid to addressing current SMO concerns, so that doctors in

training are motivated to maintain and build their connection to New Zealand’s health system
throughout their careers.
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IMGs make a major contribution to the SMO workforce. Their contribution is particularly
important at present given the relatively low production of New Zealand—trained SMOs, but
will continue to be important in the face of expected increases in service need. There is
scope for vocational registration and related processes to:

o be more user-friendly, so IMGs are not deterred from applying
o take less time
e support appropriate SMO deployment across the New Zealand health system.

We suggest that the Medical Council of New Zealand and professional colleges work
together to achieve this. If necessary, the Minister of Health may need to review the
mandate of the Medical Council of New Zealand to enable this to be achieved. (See
recommendation 10.)

From a systems perspective, fragmentation is a major impediment to the effective
management of the SMO workforce as a critical health system resource. A variety of
organisations play important and interdependent roles but their mandates are not always
aligned with each other or with the wider interests of the health system as a whole.

The need for clear processes for regional and national service planning is well recognised,
and we understand that work on this has commenced. We recommend that this work be
accelerated to strengthen the alignment across SMO workforce planning and deployment,
and determination of the appropriate number, mix and geographical distribution of vocational
training positions. (See recommendations 3 and 9.)

The way that organisations work together to achieve system objectives is equally critical. It
is extremely difficult to design and implement system-wide initiatives in the absence of the
authority and accountability to do so. Accordingly, we recommend that DHB mandates be
amended to introduce shared accountability for workforce planning to enable a co-ordinated
approach. (See recommendation 2.) We also recommend the establishment of regionally
co-ordinated recruitment functions. (See recommendation 11.)

System-wide considerations, such as fiscal and service sustainability and productivity, need
to be part of the ongoing dialogue at all levels of the system, and we consider that existing
bipartite and tripartite processes need to be strengthened to nurture this dialogue. (See
recommendation 13.)

Over the past few years, the negotiations for renewal of the SMO multi-employer collective
agreement have been difficult and protracted, giving rise to the proposal to establish this
commission so future negotiations might proceed more smoothly. From the information
provided to us it seems clear several factors contributed to the difficulties experienced by the
primary parties (the DHBs collectively and the Association of Salaried Medical Specialists on
behalf of SMOs) in reaching a mutually acceptable settlement.

The negotiations should not be seen as a periodic opportunity to address accumulated
claims and frustrations; rather they should be a joint problem-solving exercise that, as far as
possible, reflects the mutual interests of the parties.

Accordingly, we advise the establishment of an interest-based bargaining model that uses
collaborative problem-solving and innovation to reach an integrative solution of mutual
benefit rather than distributing rewards in a win/loss manner. We also recommend that the
bargaining process be supported by reliable and accurate base information and analysis,
and led by experienced and senior representatives with delegated authority to reach
agreement. This will ensure negotiation is underpinned by expertise that is commensurate
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with the significant cost and contribution of SMOs to the health system. (See
recommendation 7.)

Summary of recommendations

Recommendation 1: DHBs and the Ministry of Health value the SMO contribution, and
jointly develop effective clinical leadership and participation through strong clinician—
management partnerships. This will get the best value out of public health spending.

Recommendation 2: The Government amend DHB mandates to drive critical health system
goals, such as workforce and clinical services planning, through shared accountability.

Recommendation 3: The Ministry of Health accelerate the development of a clear process
for regional and national service planning, to enable aligned SMO workforce planning.

Recommendation 4: The Ministry of Health require the Medical Training Board (or any
successor) to review and recommend medical student intakes at three-yearly intervals to
align intakes with future service needs.

Recommendation 5: The Government consider the recommendations of the Medical
Training Board report and Commission on the Resident Medical Officer Workforce, and
agree to the rapid implementation of co-ordinated initiatives that will significantly strengthen
medical training.

Recommendation 6: The Ministry of Health lead a sector-wide process to identify core
SMO workforce management information and establish systematic ways of collecting,
analysing and reporting that information to provide a common understanding of SMO
workforce issues.

Recommendation 7: DHBs and the Association of Salaried Medical Specialists develop an
interest-based bargaining model that is:

e supported by reliable and accurate base information and analysis

e led by experienced and senior representatives with delegated authority to reach
agreement (subject to ratification).

This will ensure negotiation is underpinned by expertise that is commensurate with the
significance of SMOs to the health system.

Recommendation 8: DHB boards initiate and monitor an ongoing programme of SMO
leadership development and report progress through their accountability documents. This
will enable them to realise the contribution of potential SMO leaders.

Recommendation 9: DHBs, the Ministry of Health and professional colleges work
collectively to use emerging national and regional service planning processes to determine
the numbers and mix of general specialty and subspecialty training positions needed to
match future service needs.

Recommendation 10: The Medical Council of New Zealand and professional colleges
adapt their processes to provide the necessary support, responsiveness and facilitation to
IMGs seeking vocational registration. This will ensure the wider public interest of
appropriate SMO deployment across the New Zealand health system is met.

If necessary, the Minister of Health may need to review the mandate of the Medical Council
of New Zealand to enable this to be achieved.

Recommendation 11: DHBs establish regionally co-ordinated recruitment functions that
complement regional and national service planning, retaining the benefits of local strategies.
This is a critical component of a national recruitment strategy.
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Recommendation 12: DHBs review current arrangements and take necessary actions to
improve space, tools and support for SMOs, recognising the importance of these factors to
SMO retention.

Recommendation 13: DHBs, the Association of Salaried Medical Specialists and the
Ministry of Health strengthen existing bipartite and tripartite processes to nurture an informed
dialogue at all levels. This will contribute to a sustainable level of SMO staffing that is
aligned to service needs.
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1 Introduction

1.1 Background to the commission

Senior medical and dental officers (SMOs) play a critical role in the medical workforce,
especially in the delivery and leadership of hospital services. As at 30 September 2008,
3105 full-time equivalent SMOs were employed across the 21 district health boards (DHBSs)
at a total annual cost of approximately $718 million. At the same time, there were 331
outstanding vacancies for SMO positions.1

Sustained vacancies signal problems with recruitment and retention. These problems have
been debated in the context of industrial negotiations, prolonging the negotiation process.
To expedite settlement of the most recent collective agreement between DHBs and the
Association of Salaried Medical Specialists (ASMS) the parties proposed that the Director-
General of Health establish a commission on SMO recruitment and retention. This was
agreed and the terms of reference for the Commission on Competitive and Sustainable
Terms and Conditions of Employment for Senior Medical and Dental Officers Employed by
District Health Boards (the SMO Commission) became part of the 1 July 2007 collective
agreement.2

The current collective agreement expires on 30 April 2010. The DHBs and ASMS have
agreed to meet at the earliest possible opportunity to discuss the SMO Commission’s
recommendations so debate around recruitment and retention issues does not impede future
negotiations.

1.2 Purpose and timeframe
The SMO Commission was established in October 2008.3

The SMO Commission’s terms of reference require it to recommend a recruitment and
retention strategy that will provide a sustainable pathway to competitive terms and conditions
of employment for SMOs.*

The SMO Commission was initially expected to report by 31 March 2009. Following
discussion with the DHBs and ASMS, the Director-General of Health agreed that, in light of
the complexity of the issues involved and the need to consult widely, the reporting deadline
would be extended to 30 June 2009.

Data collated by District Health Boards New Zealand and appended to its 6 March 2009 written submission
to the SMO Commission.

See clause 56 on page 42 and Appendix 1 on page 48 of the 2007 collective agreement,.

Membership of the SMO Commission is outlined in Appendix 1. At the same time, the Director-General of
Health’s established the Commission on the Resident Medical Officer Workforce, recognising that issues
concerning SMOs and resident medical officers (RMOs) would be distinct, but with important points of
intersection. In the interests of efficiency and to facilitate communication between the commissions, they
shared a secretariat.

The terms of reference are in Appendix 1.

1 Senior Doctors in New Zealand: Securing the Future — report of the SMO Commission



1.3 Information sources and data quality

Throughout the course of its work, the SMO Commission met with a wide variety of
individuals, groups and organisations. The SMO Commission also invited interested parties
to make written submissions to it. A summary of the submissions was published on the
SMO Commission’s website in April 2009.°

In carrying out its task, the SMO Commission reviewed a range of reports about New
Zealand’s medical workforce. It has been mindful of related work in train across a variety of
groups and organisations. The SMO Commission has endeavoured to be well informed
about this work in order to ensure that its investigations and advice take full consideration of
these initiatives.

The SMO Commission gathered data from a variety of sources in an attempt to quantify and
understand current recruitment and retention issues and how they might be changing.

Not unexpectedly, the SMO Commission discovered significant data gaps. It is also aware
that the nature of much of the available data requires a cautious approach to its
interpretation. For example, high-level analyses do not reveal the dramatic variance in
recruitment and retention that occurs in particular locations or within individual specialities.
The SMO Commission has taken pains to document its data sources fully and articulate
clearly any data limitations.

The SMO Commission also looked more widely at local and international literature for a

better understanding of the issues and new ideas for moving forward. Source documents
are identified in the footnotes to this report.

1.4 Glossary

Key terms and abbreviations used in this report are explained in the glossary in Appendix 2.

Ministry of Health. 2009. Summary of Submissions: Director-General of Health’'s Commission on
Competitive and Sustainable Terms and Conditions of Employment for Senior Medical and Dental Officers
Employed by DHBs. Wellington: Ministry of Health, available from
http://www.moh.govt.nz/moh.nsf/indexmh/summary-of-smo-submissions-apr09.
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2 Senior Medical Officer Workforce

In this chapter, we describe the SMO workforce including the role of SMOs, the composition
of the SMO workforce, and changes in the composition of the SMO workforce that may have
a bearing on the SMO capacity available to the health system in future. The chapter also
outlines SMO shortages.

Highlights

e In 2008, 3713 SMOs had an annual practising certificate and worked in a
vocational scope of practice.

e  SMO numbers increased 46 percent between 1998 and 2008.
Seventy-one percent of SMOs work in a public hospital at least some of the
time, with 33 percent working exclusively in a public hospital.

e More than half of the specialties had 50 or fewer SMOs, and 10 specialties
had fewer than 20 SMOs nationwide.

e Women account for a growing proportion of SMOs, increasing from
18 percent in 1998 to 26 percent in 2008.

e IMGs comprise a significant proportion of the overall SMO workforce,
increasing from 35 percent in 1998 to 40 percent in 2008.

e Smaller DHBs tend to be more reliant on IMGs with up to 87 percent of their
SMO workforce in 2008.

e New Zealand receives most of its IMG SMOs from the United Kingdom,
North America and South Africa

e SMOs working in public hospitals work an average 48 hours a week,
although a few report working in excess of 90 hours a week.

e As at 30 September 2008, DHBs reported 331 full-time equivalent SMO
vacancies — an overall vacancy rate of 9.5 percent.

e Vacancy rates tend to be higher in smaller DHBs than in larger DHBs.

2.1 Role of senior medical officers

SMOs are senior doctors, often referred to as specialists or consultants.® The term SMO is
used to distinguish these doctors from doctors who are still in training and are collectively
referred to as resident medical officers (RMOs) or doctors in training. SMOs complete a
vocational training programme, after which the Medical Council of New Zealand (Medical
Council) may register them to practise within a defined scope of practice in a particular
branch of medicine.”

This includes a small but growing number of SMOs who are vocationally registered general practitioners
employed by DHBs.

Medical officers (MOs) are senior doctors who have undertaken registrar training but are not vocationally
qualified. MOs may have completed their Part One, but not their Part Two, examinations, and have
discontinued their vocational training temporarily (eg, to meet family commitments) or permanently. They
are regarded as senior doctors and are paid on a special scale that reflects their experience and a wider
scope of practice. They also come under the SMO multi-employer collective agreement. Further
information on MOs is in Appendix 4.
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As senior clinicians, SMOs may carry out a variety of functions, including:

e diagnosis and treatment
e clinical leadership

e supervision

e training

e management

e research.

2.2 Statistical sources

The statistics presented in this section and chapters 3 and 4 are drawn from the Medical
Council’'s annual practising certificate process, unless stated otherwise. In addition to the
information obtained in the obligatory annual registration process, the council includes a
voluntary survey for those who have worked in New Zealand during the previous year. The
survey is the source of information on:

o  SMO ethnicity

e primary employment type

e area of specialty

o typical hours worked per week and hours on-call but not worked

o whether the applicant is an SMO, a medical officer (MO) or a general practitioner.

In 2008, only 85 percent of doctors completed the voluntary survey, but the Medical Council
reports that it believes younger doctors are less likely to complete the survey than older
doctors, so the response rate among SMOs is likely to be higher than 85 percent (as SMOs
tend to be older).

We have reported three key groups of SMO data from the Medical Council .

e Overall SMO workforce data, which includes all SMOs in all public and private
employment settings (3713 in total).

e SMOs who work at least some of the time in a public hospital (3060 in total).
¢ SMOs whose main employment is in a public hospital (2626 in total).

When analysing information by specialty we have excluded those identifying as general
practitioners and those working in some other capacity in primary care. While a small
minority of these will be DHB employees, we were unable to distinguish them with any
accuracy.

The other key source of statistics is the information the 21 DHBs use in the employment of
medical staff. District Health Boards New Zealand regularly aggregates the information from
each of the DHBs.

2.3 Senior medical officer workforce profile

2.3.1 Senior medical officer workforce numbers
This report is based on information the Medical Council provided to the SMO Commission.
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In 2008, 3713 SMOs had an annual practising certificate to work in a vocational scope of
practice. Between 1998 and 2003, the number of SMOs grew 13 percent, and between
2003 and 2008 the number grew 29 percent — an overall increase of 46 percent over the last
10 years. (See Table 1.)

Table 1: Number of senior medical officers, by gender, 1998-2008

Gender 1998 | 2003 2008
Male 2088 | 2269 2731
Female 448 | 604 982
Total 2536 | 2873 3713

Source: Medical Council of New Zealand.

2.3.2 Senior medical officers by main employment

SMOs work across a wide variety of public and private settings, as shown in Table 2. Many
SMOs work in more than one setting. The majority (71 percent) of SMOs are mainly
employed in public hospitals. Twenty-one percent identified solo or group private practice or
a private hospital as their main place of employment.

Table 2: Place of primary employment for senior medical officers, 1998-2008

Place of primary employment Number Percentage of total (%)
1998 2003 2008 1998 2003 2008
Commercial company 94 52 63 4 2 2
Government department/agency 48 48 75 2 2 2
Professional body 1 5 2 0 0 0
Group private practice 214 241 356 8 8 10
Private hospital® - 46 106 0 2 3
Public hospital 1706 1995 2626 67 69 71
Solo private practice 363 339 319 14 12 9
University 94 83 114 4 3 3
Other 14 51 50 1 2 1
Not reported 2 13 2 0 0 0
Total 2536 2873 3713 100 100 100

Note
a This category was not included as an option in the 1998 annual practising certificate survey.

Source: Medical Council of New Zealand.

In 2008, 1212 SMOs (33 percent) reported working exclusively in a public hospital, and 291
(8 percent) exclusively in solo or group private practice or a private hospital. The majority of
the remainder work across a variety of settings.8

2.3.3 Senior medical officers by specialty

SMOs work in many specialty and subspecialty branches of medicine, as shown in Table 3,
and are employed across the 21 DHBs and other employers. More than half of the
specialties have 50 or less SMOs, and 10 specialties have less than 20.

8 For more details, see Appendix 3.
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Table 3: Specialty practised by senior medical officers

Specialty Number zzgcent
Internal medicine 689 16.4
Anaesthesia 515 123
Psychological medicine & psychiatry 502 12.0
Diagnostic and interventional radiology 274 6.5
Paediatrics 229 5.5
Surgery: orthopaedic 210 5.0
Obstetrics & gynaecology 201 4.8
Emergency medicine 190 45
Surgery: general 173 4.1
Pathology 169 4.0
Public health medicine & management 142 3.4
Ophthalmology 111 2.6
Accident and medical practice 88 21
Surgery: otolaryngology 85 2.0
Occupational medicine 59 1.4
Dermatology 50 1.2
Surgery: urology 50 1.2
Surgery: plastic 48 1.1
Intensive care medicine 46 1.1
Palliative medicine 46 1.1
Surgery: other 40 1.0
Radiation oncology 34 0.8
Sexual health medicine 27 0.6
Medical administration 22 0.5
Surgery: cardiothoracic 21 0.5
Musculo-skeletal medicine 18 0.4
Sports Medicine 17 0.4
Surgery: neurosurgery 17 0.4
Surgery: vascular 17 0.4
Surgery: paediatric 14 0.3
Rehabilitation medicine 12 0.3
Basic medical science 11 0.3
Family planning 10 0.2
Breast medicine 7 0.2
Clinical genetics 4 0.1
Other 11 0.3
Not recorded 36 0.9
Total 4195 100.0

Note: Some specialists will be registered in more than one vocational scope of practice. Therefore, there
will be some double counting, which accounts for the total of 4195 DHB-employed SMOs exceeding the
total SMO workforce of 3713.

Source: Medical Council of New Zealand.

Although qualified in one or more vocational scopes of practice, some SMOs practise as
generalists, working across a range of specialty areas. This is most common outside the

Senior Doctors in New Zealand: Securing the Future — report of the SMO Commission 6



main centres where SMOs have to work in smaller teams to cover the needs of the local
population, so need to be quite versatile.

2.3.4 International flows of senior medical officers

New Zealand stands out among OECD countries in that it experiences both high emigration
and high immigration among medical professionals.

The OECD reports that immigration and emigration among New Zealand’s medical
workforce is significantly more marked than for tertiary-educated people in general. On
average 5.8 percent of medical graduates leave New Zealand after a year, and over that
time on average the number of short- and long-term arrivals of overseas-trained doctors will
be 14.5 percent of all doctors in the workforce.

The number of New Zealand—trained doctors overseas is about half the number of overseas-
trained doctors in New Zealand. One study reports that in 2000, roughly 1900 New
Zealand-born doctors were living in another OECD country, accounting for an estimated
29 percent of all New Zealand doctors.®

2.3.5 |International medical graduates in the senior medical officer workforce

International medical graduates (IMGs) comprise an increasing proportion of the total SMO
workforce, increasing from 35 percent in 1998 to 40 percent in 2008, as shown in Table 4.

Table 4: Share of international medical graduates in the senior medical officer workforce

International
New Zealand .
Year raduates(%) medical
9 graduates(%)
1998 65 35
2003 64 36
2008 60 40

Source: Medical Council of New Zealand.

Based on Medical Council registrations for 2008, 43 percent of SMOs whose main
employment was in public hospitals are IMGs — slightly higher than the proportion among all
SMOs (40 percent). An even higher proportion of MOs (61 percent) are IMGs, which may
reflect the difficulties some IMGs report experiencing in having their overseas experience
and/or qualifications recognised in New Zealand. ™

There is considerable variation among DHBs in the share of the SMO workforce that IMGs
make up. Table 5 shows that these differences range from 27 percent in Nelson
Marlborough DHB to 87 percent in Tairawhiti DHB. Smaller DHBs are particularly reliant on
IMGs, reflecting their relative difficulty in being able to attract and/or retain New Zealand—
trained SMOs. Nelson-Marlborough DHB stands out as an exception to this.

P Zurn and J-C Dumont, Health Workforce and International Migration: Can New Zealand compete? Health
Working Paper No. 33, Organisation for Economic Co-operation and Development, Paris, 2008. For
information on the retention of New Zealand—trained doctors, see Appendix 5.

For further information on MOs, see Appendix 4.
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Table 5: DHB use of international medical graduates (IMGs), senior medical officers and
medical officers by DHB, year to 31 March 2008

Medical officers

Senior medical officers

DHB Number Percenta | Total Number Percenta :g;?(l)r
of IMGs delel me_dical of IMGs delel medical
IMGs (%) | officers IMGs (%) officers

Tairawhiti 6 75 8 27 87 31
Wairarapa 4 57 7 15 75 20
Whanganui 10 91 11 29 74 39
Northland 18 64 28 53 62 85
Lakes 9 75 12 33 59 56
South Canterbury 4 57 7 17 59 29
Taranaki 15 75 20 36 59 61
West Coast 4 44 9 7 58 12
Southland 8 42 19 30 56 54
Bay of Plenty 22 76 29 57 52 110
MidCentral 11 65 17 50 49 103
Waikato 23 72 32 131 49 267
Waitemata 22 47 47 109 46 238
Counties-Manukau 15 68 22 101 40 253
Hutt Valley 7 78 9 32 39 82
Otago 9 50 18 61 38 161
Hawke’s Bay 10 50 20 28 37 75
Auckland 23 46 50 223 34 659
Capital & Coast 4 25 16 89 34 263
Canterbury 25 51 49 120 31 385
Nelson Marlborough 12 41 29 21 27 77
Total 261 57 459 1269 41 3060

Source: Medical Council of New Zealand.

Among SMOs whose primary employment is in public hospitals, IMGs are more strongly
represented in some specialties than others. Table 6 shows those specialties where IMGs
account for more than half of the SMO workforce primarily working in DHBs.

Senior Doctors in New Zealand: Securing the Future — report of the SMO Commission
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Table 6: Concentration of international medical graduates in selected medical specialties, year
to 31 March 2008

New Zealand International medical Total
Sl graduates graduates senigr

Number PSS Number oleelt ?f:gclecrzl

(%) (%)

Palliative medicine 1 8 11 92 12
Rehabilitation medicine 2 29 5 71 7
Surgery: neurosurgery 6 40 9 60 15
Psychological medicine & psychiatry 144 41 207 59 351
Radiation oncology 14 42 19 58 33
Obstetrics & gynaecology 58 44 73 56 131

Source: Medical Council of New Zealand.

IMGs who come to New Zealand for SMO positions are mainly from the United Kingdom,
North America and South Africa, as shown in Table 7.1

Table 7: Country of primary qualification of international medical graduates, year to 30 June
2007

Country of primary qualification | Number
England 25
United States 1
South Africa
Scotland
Netherlands
Sri Lanka
Germany
India

Canada
Egypt
Ireland
Poland
Wales

Croatia
Italy
Zambia

222NN INININ W W[ [(RfOWO|DN

Source: Medical Council of New Zealand.

2.4 Hours worked

SMOs working in public hospitals12 worked an average of 47.7 hours a week including on-
call hours that were actually worked. There was a wide distribution of hours, as shown in
Table 8.

" Medical Council of New Zealand, Medical Council of New Zealand Annual Report 2007, Medical Council of

New Zealand, Wellington, 2008, pp 24-27.
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Table 8: Hours worked per week by DHB-employed senior medical officers

hlours 4-9 10-19 | 20-29 | 30-39 | 40-49 | 50-59 | 60-69 | 70-79 | 80-89 | 90+ Total
worked

Number 13 1097 | 1040 390 3 3060
?,Z')rce”t 0.4 1.1 35.8 34.0 12.7 0.6 100

Source: Medical Council of New Zealand.

Nearly 60 percent of SMOs who work at least some of the time in a public hospital do some

rostered on-call hours, as shown in Table 9.

Table 9: On call hours per week by DHB-employed senior medical officers

Hours on-
call

0

1-9

10-19

20-29

30-39

40-49

50+

Total

SMOs
with on
call as
specified

1251

450

615

354

141

114

135

3060

Percent of
SMOs on
call as
specified
(%)

41

15

20

12

100

Source: Medical Council of New Zealand.

2.5 Senior medical officer shortages

Approaches to measuring SMO shortages include:

current vacancies compared against established positions

an optimised vacancy measure to compare existing numbers of active medical
specialists with the number that would be required to meet specialist-to—population

ratios

demand-driven projections based on demographic and health status projections

a supply-side response looking at the numbers of doctors being trained and service
delivery models.

All of these approaches have a degree of relevance and validity and they interact. In this
section, we focus on the current vacancy measure, as the most direct and available measure
The other measures are estimates based on
assumptions about which we do not have information. Their measurement and application
are outlined in Appendix 6. Current vacancies will be affected by the capacity to replace
staff who are needed, the ability to find short-term cover from within the DHB, and the extent
to which established positions are a good reflection of current demand. In practice, there is
considerable variability in how establishment numbers are determined.

of current SMO workforce shortages.

12

This includes SMOs whose primary employment was not in a public hospital. For data on hours worked by

those whose main employment is in a public hospital, see in Appendix 3.
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2.5.1 Senlor medical officer workforce and vacancies by DHB vacancies

Table 10 shows the number of individual SMOs in each DHB, but includes some double
counting as SMOs may simultaneously hold positions at more than one DHB. Conversely,
the use of full-time equivalents under-represents the number of individuals involved as it
includes many part-time positions. The table identifies 331.3 full-time equivalent vacancies,
giving an overall vacancy rate of 9.5 percent.

Table 10: Senior medical officer vacancies by DHB, as at 30 September 2008

Numper of Num_ber of filled Number of full-

DHB |nd|y|dual . fuII-tllme time equivalent DHB vacancy
senior medical equivalent . rate (%)
officers positions vacancies

Auckland 862 663.1 545 7.6

Bay of Plenty 157 122.8 9.2 7.0

Canterbury 449 350.2 27.0 7.2

Capital & Coast 319 224.5 201 8.2

Counties Manukau 346 262.6 29.8 10.2

Hawke’s Bay 111 92.4 2.0 21

Hutt Valley 155 105.3 14.2 11.9

Lakes 64 55.7 5.0 8.2

MidCentral 143 115.6 17.2 13.0

Nelson Marlborough 143 110.5 1.3 1.2

Northland 128 120.1 7.0 5.5

Otago 165 117.9 12.9 9.9

South Canterbury 33 26.8 8.2 23.4

Southland 73 52.4 9.0 14.7

Tairawhiti 53 47.2 6.0 11.3

Taranaki 76 60.5 9.0 12.9

Waikato 311 267.3 28.9 9.8

Wairarapa 30 26.4 5.0 15.9

Waitemata 354 287.5 38.5 11.8

West Coast 35 27.8 14.5 34.3

Whanganui 56 334 12.0 26.4

Total 4063 3169.9 331.3 9.5

Note: The number of individual SMOs in each DHB includes some double counting as SMOs can
simultaneously hold positions at more than one DHB. The use of full-time equivalents under-represents
the number of individuals involved, as it includes many part time positions.

Source: Data collated by District Health Boards New Zealand and appended to its 6 March 2009 written
submission to the SMO Commission.

Vacancy rates varied markedly between DHBs. In the main, the pattern is consistent with
international experiences, which indicate it is more difficult to attract and retain specialists in
smaller and more remote communities. Vacancy rates that were substantially higher than

11 Senior Doctors in New Zealand: Securing the Future — report of the SMO Commission



the national average were found in West Coast, Whanganui, South Canterbury, Wairarapa
and Southland DHBs. However, substantially lower than average vacancy rates were

recorded in Nelson Marlborough, Hawke’s Bay and Lakes DHBs. This suggests lifestyle
factors could be offsetting some scale disadvantages.
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3 Senior Medical Officer Supply Constraints

Our terms of reference direct us to consider the national and international supply of SMOs,
including changes and trends in factors that affect the supply of SMOs to the New Zealand
public health system. Accordingly, in this chapter we explore the factors that constrain New
Zealand'’s ability to increase its supply of SMOs, including:

¢ financial sustainability
¢ the ability to recruit and retain SMOs from the international labour market
e the ability to increase local production through additional student intake.

3.1 Financial sustainability

The OECD reports that the New Zealand health care system performs quite well, expending
somewhat fewer resources on health care in absolute dollars per capita than the OECD
average, while achieving some good population-level health outcomes along with universal
public coverage.13

To address workforce shortages New Zealand needs to spend more to train additional
doctors to become future specialists and to attract and retain specialists to work within New
Zealand’'s public health system. To some extent this is happening. For example, the
Government has announced additional funded medical student places, and most DHBs pay
a premium to recruit into hard-to-fill positions. Overall, however, New Zealand is not well
placed to increase health expenditure, especially without a commensurate increase in
productivity.

Most OECD countries strive to ensure that expenditure on health provides a good level of
health service delivery while being affordable and sustainable. A comfarison with other
OECD countries indicates how well New Zealand is doing in this respect.1

New Zealand’s per capita spending on health is below the OECD average, which is
consistent with New Zealand’s relatively low per capita income. Most OECD countries (the
United States is an exception) spend a similar proportion of their national income on health.
As a percentage of gross domestic product, New Zealand’s health expenditure is above the
OECD average and above the comparable level in Australia, as shown in Figure 1.

OECD, OECD Economic Surveys: New Zealand, Vol 2009/4, Organisation for Economic Co-operation and
Development, Paris, 2009.

For detailed comparison data, see OECD, The Looming Crisis in the Health Workforce: How can OECD
countries respond? Health Policy Studies, Organisation for Economic Co-operation and Development,
Paris, 2008.
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Figure 1: Health expenditure as a percentage of gross domestic product in selected OECD
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Source: OECD.

New Zealand’'s expenditure on health comes from:

Vote: Health (67 percent)

other government sources, such as Accident Compensation Corporation (10 percent)
insurance payments (5 percent)

out-of-pocket expenses such as general practitioner fees and prescription charges
(17 percent)

e charities (1 percent).

Payments for SMOs are predominantly from public funds, and spending on health as a
proportion of total government spending is above the OECD average.

New Zealand’s expenditure on health is in line with (or fractionally above) comparable

international levels when adjusted for differences in levels of national income, as shown in
Figure 2.
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Figure 2: Total per capita health expenditure $(US) in selected OECD countries, 2006
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In light of the current global recession, New Zealand’'s capacity to increase health
expenditure in the immediate future is constrained. Increases in health spending, historically
and internationally, have been funded through improved economic performance, and this is
likely to be the source of any significant growth in health expenditure in the future.

3.2 Recruiting senior medical officers in the international market

Medical workforce shortages exist worldwide. Many OECD countries recruit a significant
proportion of their SMO workforces internationally to make up for shortfalls in the local
production of SMOs.

New Zealand is relatively disadvantaged in the international market for SMOs in that it is
geographically distant from many other potential sources of doctors, remuneration is lower
than in some other places, and the smaller scale of hospitals means access to cutting-edge
technology and professional development pathways may be limited. Nevertheless, IMGs
comprise 40 percent of the overall SMO workforce, and close to 90 percent in some DHBs.

New Zealand is vulnerable to changes in supply, recruitment and retention in other
countries. These changes could have a particular impact on countries such as New Zealand
that are highly reliant on IMGs. This may be mitigated, however, by the relatively low
absolute number of IMGs who work in New Zealand.

[T]aking into account the fact that the annual numbers of health professional
immigrants to New Zealand are relatively small compared [with] the scale of
worldwide flows, it is most likely that New Zealand will be able to recruit the
doctors and nurses it needs but at an increasing cost with increasing difficulties to
attract the best skills.*

'* P Zurn and J-C Dumont, Health Workforce and International Migration: Can New Zealand compete? Health

Working Paper No. 33, Organisation for Economic Co-operation and Development, Paris, 2008, p 44.
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Population and workforce ageing will heighten the demand for SMOs in the global market.
This could make New Zealand—trained health professionals harder to retain and the potential
pool of foreign recruits more difficult to attract. '

There is also an ethical dimension to the importation of medical professionals, which
depletes the resources available to countries that may have significantly higher health
needs. Optimal utilisation of available workforce and responsible local workforce production
are important responses to this issue.

3.3 Increasing local production of senior medical officers — training more
medical students

In New Zealand, the Government sets the number of funded places for medical students.
Given the number of variables that will determine future demand for SMOs, there is no way
to accurately predict the ideal student intake. In 1982, the number of medical school places
was reduced by over 50 to 285 per year. This was unchanged until 2004 when the number
of places was raised from 285 to 325 a year. The number of places was raised again to 365
in 2007 for the 2008 intake."”’

The Government has announced it will boost the number of funded medical student places
by 200 over five years, commencing with 60 places in 2010. This will increase the total
number of funded medical student places from 365 students a year to 565 — a boost of over
50 percent.18

The full benefit of these increases will not begin to be fully realised until 2029 because it
takes 12—15 years to qualify as an SMO. Between 2009 and 2029 there will be up to 2850
additional New Zealand—trained doctors in the health workforce. They will be spread across
the medical workforce and, given the demand for increased capacity in primary care together
with enhanced incentives,1 it is assumed that most will choose primary care as a career
option.

The potential to keep increasing student intake is not unconstrained. The capacity of the
current SMO workforce to train and supervise doctors is limited. The number of vocational
training places that can be offered to doctors in particular specialties is also limited. SMOs
are critical to the development of succeeding generations of doctors, and this will be no less
critical in the coming two decades as we seek to significantly change the number of New
Zealand-trained doctors.?

° Ibid.

Each year a small number of full fee-paying students are also admitted to medical degree courses. They
are usually overseas students and, as expected, tend to return to their country of origin on completion of
their training.

Fluctuations in numbers of medical students trained tend to be mirrored across other comparable
jurisdictions.

The Government estimates this will cost $3 million in 2010 — the earliest that universities are likely to be
able to start boosting student places — $7 million in 2011 and $13 million in 2012. This funding includes an
allocation for extra infrastructure and staffing costs for universities, and comes from within the indicative
education spending allocations outlined in the 2008 Budget.

Such as improved earning potential as a result of population-based funding introduced as part of the
Primary Health Care Strategy implementation.

20 For more information on SMOs’ roles as teachers and researchers, see Appendix 7.
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4 Drivers of Demand for Senior Medical Officers

In chapter 3, we identified a variety of constraints on increasing the supply of SMOs. Our
terms of reference also direct us to consider the drivers of demand for the SMO workforce,
including population health need and models of service delivery; opportunities for
employment; the terms and conditions of employment for SMOs in Australia and other
countries; and employment opportunities available for SMOs in both the private and public
health sectors. Given our brief to recommend a national recruitment and retention strategy,
we also examine SMO attrition.

Highlights

e New Zealand’s population is projected to increase an average 0.7 percent a
year between 2006 and 2036.

e New Zealanders are living longer, which will increase the proportion of the
population needing treatment and care for complex and/or chronic
conditions.

e Considerable health differences exist among the ethnic communities of New
Zealand, and morbidity differences have a huge impact on the demand for
health care, the benefits of population health initiatives, and the prevalence
of acute and chronic conditions.

e The number of doctors in some subspecialties is low with 10 out of 35
specialty fields having less than 20 specialists across New Zealand. This
has implications for the number of specialists required given the critical
mass of expertise needed in safe and effective teams.

e On average 247 New Zealand doctors graduate each year from vocational
training programmes.

e Retention rates for New Zealand—trained SMOs are lowest in the second
year following vocational registration.

e The attrition of New Zealand doctors through emigration (and after returns)
stabilises after about eight years, with a retention rate after that of around
67 percent.

e In 1990, about 35 percent of New Zealand’s doctors were aged under 35
but by 2003 this percentage had fallen to 23 percent.

e By the second year following registration roughly 90 percent of IMG SMOs
are retained, with the exception of 2007 when only 80 percent were retained
the following year. It is too soon to say whether this figure marks a change
in retention patterns or is an anomaly.

e The workloads of individual SMOs are increasing due to a wide variety of
factors.

e Increased medical student intake will further increase demands on SMOs.

e Australia employs some 1640 doctors who obtained their first qualification in
New Zealand. This represents about one-sixth of the number of doctors in
New Zealand, but only 2.6 percent of all doctors in Australia.

e There is roughly a difference of 30-35 percent between the remuneration of
New Zealand and Australian SMOs.

e Empirical and anecdotal evidence suggests push factors are more important
than pull factors in SMOs’ decisions to leave New Zealand.
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4.1 Demographic change and changing health needs

Detailed analysis of demographic demand pressures are well documented in Ministry of
Health papers related to the development of a long-term system framework and several
other documents.?’

Changes in population are a key driver of demand for health services. New Zealand’s
population is projected to increase by an average 0.7 percent a year between 2006 and
2036.%2 People are also living longer, which will increase the proportion of the population
needing treatment and care for complex and/or chronic conditions. Nationally, 40 percent of
public health resources currently relate to the needs of people aged over 65.

Lifestyle trends such as physical inactivity and poor diet will also contribute to the increased
prevalence of diabetes, heart disease and other related ilinesses thereby increasing demand
for SMOs.

Increased emphasis on population health and preventative health care are already part of
New Zealand’s response to these challenges.

4.2 Models of service delivery

4.2.1 Changes to models of care

New Zealand’s health sector is constantly changing in response to new knowledge and
technology. It will continually evolve in order to strike an appropriate balance between
expectations and available resources. The health sector comprises a wide variety of
interdependent processes and professional commitments, which makes it difficult to
accurately predict the impacts of any particular change across the system.

One recent initiative with widespread and many unpredicted consequences was the
increased investment in primary health care, including a strengthened population health
approach accompanied by a strong focus on preventative health care.

4.2.2 Geographically dispersed services

New Zealand has relatively fewer doctors per head of population compared with the OECD
average (2.2 per 100,000 population compared with the OECD average of 3.1). However,
the OECD average is affected by high population densities in most European countries.
New Zealand’s overall doctor—patient ratio is higher than ratios in countries such as the
United Kingdom, Canada and Ireland, and not far behind Australia (2.4 per 100,000
population).

With New Zealand’s population of 4.3 million, the number of doctors in some subspecialties
is low — with 10 out of 35 specialty fields comprising fewer than 20 specialists.23 Moreover,
they can be spread across up to 21 DHBs and an even larger number of hospitals. This
means that one or two departures or recruitments can have a comparatively large impact on
flows and vacancy rates. Smaller hospitals may not be able to provide the volumes of work

2 P Zurn and J-C Dumont, Health Workforce and International Migration: Can New Zealand compete? OECD

Health Working Paper No. 33, Organisation for Economic Co-operation and Development, Paris, 2008;
Medical Training Board, The Future of the Medical Workforce: First Annual Report November 2007 —
December 2008. Ministry of Health, Wellington, 2009.

Information provided on request from the Medical Training Board by Statistics New Zealand, 2009.

For more details, see Table 3 in chapter 2.

22
23
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that are required to make optimal use of specialists’ expertise, and the departures of a small
group of specialists at the same time can seriously compromise the ability of a department or
even a hospital to maintain continuity of service.

Some specialties are already provided from regional or national centres, but changes to
concentrate the delivery of services to a regional or national basis occur only on an ad hoc
basis. An agreed system-wide service framework has yet to be developed.

4.3 Workforce attrition

4.3.1 Retention of New Zealand trained graduates

As shown in Table 11, an average of 247 New Zealand doctors each year from 2000 to 2007
have completed vocational training programmes and practise in their particular vocation, as
senior medical officers, many as general practitioners, but most as SMOs. Retention is
lowest in the second year following vocational registration, and retention rates appear to be
declining — dropping from 95 percent in 2000 to 89 percent in 2007. In the out-years
however, some SMOs return to New Zealand, as reflected in retention rates frequently in
excess of 100 percent three and four years following completion of vocational training.

Table 11: Retention of vocationally trained graduates, 2000-2008

Number of Percentage retained in each
Year vocational | Subsequent year (%)

OTEE VTS Year 2 Year 3 Year 4
2000 218 95 102 100
2001 360 97 98 101
2002 273 93 102 99
2003 246 96 96 105
2004 210 93 105 93
2005 231 93 97 108
2006 224 89 108 -
2007 215 89 - -

Source: Medical Council of New Zealand.

4.3.2 Long-term retention of New Zealand-trained senior medical officers

More doctors come to work in New Zealand than depart for work elsewhere. For every one
New Zealand doctor working abroad there are two overseas-born doctors working in New
Zealand.?* This confirms that regardless of the rate of attrition, there has been a shortfall in
supply coming out of New Zealand medical schools.

Retention of IMGs varies radically depending on their country of origin. Two-thirds of those
trained in the United States and Canada have left within a year and only 5 percent are still
here after seven years. For those from the United Kingdom, 46 percent leave after one year,
and less than one-fifth are still here after seven years. By contrast, attrition of Asian and

24 p Zurn and J-C Dumont, Health Workforce and International Migration: Can New Zealand compete? OECD

Health Working Paper No. 33, Organisation for Economic Co-operation and Development, Paris, 2008.
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South African graduates in the first year is similar to that of graduates from the United
Kingdom, then their attrition slows markedly, with 44 percent still here after seven years.

We were unable to access specific data on the retention of New Zealand trained SMOs.?

However, comparisons of the SMO workforce in 1998, 2003 and 2008 provide some
indication of retention, as illustrated in Figure 3.

Figure 3: Number of SMOs per age band in the New Zealand-trained SMO workforce, 1998-
2008
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Source: Medical Council of New Zealand.

Despite the increase in SMO numbers over the past 10 years, the number of SMOs drops off
from age 50, but it is difficult to interpret what this means. To some extent it reflects lower
numbers of medical students 30 years ago, but it may also reflect a loss of SMOs to the
system through early retirement or a career change, or they may be leaving New Zealand to
practise medicine overseas — a widely held belief across the health sector.

Rates of retirement are of concern as the medical workforce is also ageing. In 1990, about
35 percent of medical practitioners were aged under 35, but by 2003 this percentage had
fallen to 23 percent.26 Australia’s MABEL survey found that:

13 percent of specialists are very likely to quit medical work entirely within the
next five years. Intentions to quit are largely driven by those over 55 years old
who expect to retire, and thus reflects the loss to the workforce of the baby
boomer generation.*’

Anecdotal reports suggest retention rates have deteriorated. This may be occurring but not
showing up in our high-level data analysis because it affects only certain specialities or

% For data on the retention of all New Zealand—trained doctors, see Appendix 5.

P Zurn and J-C Dumont, Health Workforce and International Migration: Can New Zealand compete? Health
Working Paper No. 33, Organisation for Economic Co-operation and Development, Paris, 2008.

2 Medicine in Australia: Balancing Employment and Life, MABEL Matters, No, 1, May 2009. MABEL is a
longitudinal survey of Australian doctors. For further information, go to the MABEL website
(https://mabel.org.au).

26
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locations or it is a very recent phenomenon not yet evident in the data. More recent
information suggests a more complex picture.

Factors reported to be contributing to lower retention include:

e SMOs’ feeling undervalued and overworked
¢ alack of flexible working arrangements

e an increasing trend for doctors to settle overseas, where historically they would have
returned to New Zealand?®

e better remuneration packages and working conditions perceived to be available in the
private sector, including for casual locums, and overseas.

4.3.3 International medical graduate senior medical officer retention

Retention rates vary by the level of registration obtained, as shown in Table 12. By the sixth
year following registration less than a third of IMGs remain in New Zealand compared with
two-thirds of those with a general scope of registration29 and four-fifths of those with a
vocational scope of registration.30

Table 12: Retention of international medical graduates by type of registration, 2000—2007

3 . Retention rate after initial registration (%)
Type of registration

Year 1 Year 2 Year 3 Year 4 Year 5 Year 6
Any scope 100 50 35 31 29 28
General scope 100 83 76 72 70 67
Vocational scope 100 90 86 85 83 81

Source: Medical Council of New Zealand.

To some extent, this is to be expected, as some younger doctors in training come to New
Zealand never intending to settle here. However, the order of magnitude of the difference
suggests a lower level of retention is likely among older IMGs who are vocationally
registered in their country of origin, but who have not achieved vocational registration in New
Zealand. This phenomenon needs further exploration to establish the true rate of attrition for
this specific group of doctors. The causes behind their lack of vocational registration and
departure should also be examined to explore the extent to which New Zealand’s regulatory
framework is contributing to attrition.®’

B This phenomenon was also observed in a sample of 33 expatriate doctors who completed a survey Kaye

Thorn (Massey University) conducted as part of a study of the factors influencing the emigration of
professional New Zealanders living overseas for her 2008 doctoral thesis, Flight of the Kiwi.

To register to work in New Zealand within a general scope of practice, doctors must first register within a
provisional general scope of practice and work under supervision in approved positions for one to two
years. The exception is for New Zealand or Australian university medical school graduates who have
completed their internships in New Zealand or Australia. They are granted registration in a general scope
and a vocational scope, if appropriate.

A vocational scope is for doctors who have appropriate qualifications, training and specialist experience,
and are competent to practise independently. Doctors must actively participate in accredited recertification
activities to maintain their registration in their vocational scope(s).

Zurn and Dumont also recommended further analysis to disentangle the extent to which a preference for
short-term stays, the re-migration of IMGs to other OECD countries, or difficulties in getting qualifications
fully recognised contribute to poor IMG retention figures: P Zurn and J-C Dumont, Health Workforce and
International Migration: Can New Zealand compete? Health Working Paper No. 33, Organisation for
Economic Co-operation and Development, Paris, 2008.

29

30

31
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Table 13 shows the number of IMGs who achieved vocational registration in a given year for
each year from 2000 to 2007, and the share that continued to be registered as a proportion
of the previous year’s number. By the second year following registration, roughly 90 percent
are retained, with the exception of 2007 when only 80 percent were retained by 2008. It is
too soon to say whether this figure marks a change in retention patterns or is an aberration.

Table 13: Retention of international medical graduate cohorts from first year of vocational
registration, 2000-2007

Registration Year Percentage retained at beginning of each subsequent year®

Cohort 1° 2 3 4 5 6 7 8 9
2000 162 91 99 94 96 98 93 103 93
2001 275 92 93 102 93 100 97 98

2002 201 93 99 96 101 95 98

2003 220 95 94 97 94 100

2004 223 89 92 99 96

2005 205 92 93 93

2006 204 89 97

2007 223 80

Q:’igﬁgfcﬁgﬁn&’; 100 90 86 85 83 81 - - -

Notes

a Percentages in excess of 100 percent represent the return of IMGs who may not have registered in
one or more previous years.

b Initial size of cohort at commencement of first year.

Source: Medical Council of New Zealand.

Figure 4 shows that while 10 percent of vocationally registered IMG SMOs are lost within a
year, retention rates beyond that are very high. The initial drop-off in retention will reflect in
part the departure of IMGs employed in fixed-contract locum positions.
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Figure 4: Retention of international medical graduates (IMGs) cohorts from first year of
vocational registration, 2000-2007
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Note: Retention data more than six years out has not been included because it is available only for 2000
and 2001.

Source: Medical Council of New Zealand.

4.4 Increased workloads

Beyond a certain point, increases in overall workloads cannot be absorbed within existing
SMO capacity. Workloads are increasing in response to changes in population size and
composition and changes in health needs. Other pressures include:

e increased training and supervision of RMOs (ie, the oversight of short-term
appointments and of those awaiting recognition of their qualifications as overseas
graduates) and other clinical staff

e reduction in previous ability to delegate work to junior colleagues due to reduced scopes
of practice and hours of work

e increased administrative workload
e increased need to provide cover for SMO vacancies

e increased need to provide cover for planned and unplanned leave as a result of changes
to industrial agreement entitlements (eg, increased time for continuing medical
education ).

Increased student numbers will increase demand for training and supervision from SMOs.
This is likely to be compounded by the introduction of improved house officer training,
including reinvigoration of the training model. In Australia, for example, where there has
been a lot of activity to strengthen medical training in recent years, it is generally accepted
that training of RMOs takes 20-30 percent of an SMO’s time.

In addition, it is likely that a certain number of new SMO positions, such as the directors of
clinical training that are a mandatory requirement in Australia to achieve accreditation to train
doctors in training, will be created if the recommendations of the Medical Training Board are
implemented in New Zealand.*?

32 Medical Training Board, Foundations of Excellence: Building infrastructure for medical education and

training, draft report to the Minister of Health, Wellington, April 2009.
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45 International demand

Just as New Zealand recruits a high proportion of its SMOs internationally, New Zealand—
trained SMOs are recruited to work in other countries.

45.1 Flows to Australia

Australia is the primary competitor for New Zealand’s medical workforce for several reasons,
including that:

e it is geographically close, so it is relatively easy for New Zealanders to maintain contact
with family and friends remaining in New Zealand

e itis culturally similar, making settling into Australian society relatively easy

e most professional colleges in New Zealand and Australia are Australasian, making
qualifications immediately transferable

o Australia generally offers superior pay and pay-related conditions than New Zealand
offers to comparable roles.

Australia employs around 1640 doctors®® who obtained their first qualification in New
Zealand. This represents about one-sixth of the number of doctors in New Zealand, but only
2.6 percent of all doctors in Australia. Being a small part of the total means New Zealand
graduates can find positions without disrupting the Australian workforce. On the other hand,
a relatively small increase in the flow of new Australia graduates can reduce employment
opportunities for New Zealanders.

Changes in conditions of access have a significant impact on the numbers of New
Zealanders going to Australia. For example the number of doctors migrating from New
Zealand to Australia nearly trebled from 231 in 1998/99 to 604 in 2000/01 and then fell back
to 248 in 2001/02, largely because of access conditions, in this case particularly for general
practitioners who did not practice in rural areas.>* The medical school graduates over this
period were the first to experience the higher level of university fees and associated student
loan obligations.

4.5.2 Cross-Tasman comparison of pay and conditions

It is difficult to make direct comparisons between rates in collective employment agreements
between New Zealand and Australia because:

. the terms are often merely a starting point (or base) for subsequent negotiation of
individual variations

. there is scope for augmentation of income through private practice, which will vary
across subspecialisations

. several special payments have been negotiated at the point of recruitment, but in some
cases are difficult to identify

° in Australia, payments for work in remote localities can result in substantial salary
packages that are nevertheless earned by a very small proportion of the workforce.

We took these reservations into account in our economic analysis. Given the uncertainties
to be managed we circulated our findings for comment to ensure our assumptions were
sound and nothing material had been overlooked.*® Respondents concurred with our

33
34

This includes all doctors (, including RMOs, general practitioners and SMOs.

P Zurn and J-C Dumont, Health Workforce and International Migration: Can New Zealand compete? Health
Working Paper No. 33, Organisation for Economic Co-operation and Development, Paris, 2008..

% The ASMS, District Health Boards New Zealand and Treasury were consulted for this purpose.
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general analysis. Our overall conclusion is that there is roughly a difference (albeit with very
wide individual, geographical and subspeciality variationsg of 30-35 percent between the
remuneration of New Zealand SMOs and Australian SMOs.*®

The trans-Tasman SMO wage gap largely reflects the different per capita incomes in the two
countries (around 28 percent), rather than something particular to SMO comparisons,
although there is roughly a 5 percent difference between per capita income differentials and
SMO differentials. This suggests there is a greater differential between SMOs and the rest
of the population in Australia than there is in New Zealand.

While the differences in pay and conditions may seem to be strong pull factors, some
empirical evidence suggests push factors may be more important considerations, as
illustrated in the following section. The importance of push factors on retention was also
stressed by SMOs during our consultation process.

4.5.3 Canada as a comparative case study

Canada is similar to New Zealand in that it has a high dependency on IMGs of around
22 percent of the total medial workforce. However, it has a relatively low outflow of doctors
compared with New Zealand,‘?’7 despite there being an absolute and a relative improvement
in living standards for SMOs associated with a move from Canada to the United States.>®

Furthermore, Canadian studies®® suggest that:

e a higher percentage of overseas-trained, as opposed to Canadian-trained, doctors leave
for the United States

¢ Canadian doctors tend to return after a period of education and training in the United
States (in 2006, 80 percent of returning doctors were trained in Canada)

o over 2004-2006 there was a net gain of doctors to Canada.

One study concludes that United States—Canada income differentials have been increasing,
but outward migration has been decreasing. This suggests the push factors (use of doctors
in the system) have been more important than the pull factors (higher incomes in the United
States).

36
37

For detailed comparisons, see Appendix 8.

The Canadian Institute for Health Information identifies two peaks over the last 35 years when doctors left
the country: 500-600 in the late 1970s and 600—700 in the late 1990s. However, numbers returning held
steady from 1980 at 250-300 per year. The net loss has never been more than 1 percent and has
averaged one-quarter of a percent.

According to the OECD, the remuneration of specialists in Canada was 4.9 times gross domestic product
per capita, but it was 6.5 times that in the United States, which has a higher per capita gross domestic
product: OECD, OECD Health Data 2007, Organisation for Economic Co-operation and Development,
Paris, 2007.

K Grepin, Brain Drain or Brain Train: A longitudinal analysis of Canadian physician migration, working
paper, Harvard University Programme in Health Policy, 2008; Canadian Health Services Research
Foundation, Myth: Canadian doctors are leaving for the United States in droves, staff paper, Canadian
Health Services Research Foundation, 2008.
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5 Balancing Supply and Demand

Under any scenario the demand for SMOs will increase steeply in future. New Zealand’s
ability to respond to increased demand by producing New Zealand—trained SMOs is highly
constrained over the next 10—-15 years as medical school intakes are only beginning to
increase significantly over the next few years. The alternative approach of importing
overseas-trained SMOs will be difficult in a highly competitive global market.

In this chapter, we identify a variety of strategies, including recruitment and retention
strategies, that can be undertaken to close the gap between the demand for and supply of
SMOs in New Zealand.

5.1 Improved information collection and analysis

Our ability to make decisions based on good evidence has been compromised by an
extraordinary lack of reliable and objective workforce management information. This is
symptomatic of the lack of accountability and priority for workforce planning and
management, which is even more remarkable given that the health system is a particularly
labour-dependent industry.

For example, it is frequently suggested that SMOs are leaving New Zealand in increasing
numbers to take up more attractive work opportunities overseas. It is impossible to
substantiate or refute this assertion based on available workforce data. We do see a
dramatic fall-off in numbers of SMOs from age 50 but have no information about rates of
departure or what those departing have left to do. One can speculate that early retirement
from medicine and a degree of international relocation will be among the contributing factors,
but without better information it is difficult to determine whether a crisis exists, what the
nature of that crisis is, and how best to address it.

This is not an isolated example of serious data inadequacy. Other critical information is
lacking, including:

e changes to vacancy rates over time — this data is collated nationally only before wage
bargaining, and is not collected in the same way each time so is not comparable

e rates of turnover in the system — with what frequency do SMOs move from one job to
another?

e exit interview data that is systematically collected and nationally collated — covering both
reasons for departure and intentions

e comprehensive information on the use of locums that captures all SMO locum activity,
reasons for using a locum, duration of employment and cost — at present only aggregate
cost information is available from each DHB, but because of inconsistent ways of
counting locum activity and no complementary information the cost data is incomplete
and of limited value.

The Health Workforce Information Project initiated by DHBs has been a helpful start to
gathering consistent national workforce data. This project has allowed for some timely
workforce projections. However, until this work is developed further, information is
insufficient to easily prioritise SMO workforce development across specialities or develop
targeted recruitment and retention strategies.
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5.2 Focusing on New Zealand’s doctors in training

New Zealand is committed to increasing its medical student intake but the full benefit of
additional SMOs from the increased intake will not be realised before 2025 due to the
training period lag. In the meantime, it is essential to improve the quality of RMO training
and employment and retain more of these doctors in the New Zealand health system.4°

We have kept our comments in this important area brief, in acknowledgment of the other
streams of work that have closely examined these issues and recommended solutions,
including the:

e Commission on the Resident Medical Officer Workforce*’

e Medical Training Board review*?

Each of these pieces of work includes recommendations that have the potential to address
the concerns we have identified. We have focused our comments on the issue from the
perspective of an SMO.

5.2.1 Improved training for doctors in training

SMOs generally believe that reinvigoration of the apprenticeship model is vital. SMOs
commonly reported to us that the work undertaken by house officers and registrars has
changed, with less exposure to clinical practice, a reduced scope of practice, and a large
increase in administration. The impact on SMOs is that much more often they are carrying
out clinical work that they regard as registrar work (when they were undergoing vocational
training to be specialists). This is not a good use of the skills and experience of the medical
workforce overall, and may well influence retention rates for doctors at all levels of training.
It also makes the doctors in training roles a lot less clinically satisfying especially at the
house surgeon level.

We need to find a way to reverse the trend.

5.2.2 Impact of increased vocational training

Vocational training is the final gateway to becoming an SMO and a potential bottleneck in
growing our own medical workforce. In the future, as a larger cohort of doctors progresses
along the training pathway, there will need to be a commensurate increase in vocational
training positions and this will require considerable input from SMOs to provide that training.

SMOs need to play a much stronger role in the training, supervision, management and
mentoring of doctors to support RMOs to stay engaged in training and to accelerate their
professional development. For this to be successful a much stronger sense of team is
needed, so SMOs can develop closer working relationships and determine appropriate
levels of delegation with confidence.

5.2.3 Impact of vocational training choices

The Clinical Training Agency works alongside the DHBs and professional colleges to
determine how many vocational training positions will be offered and funded in each medical

40 For a detailed discussion of RMO training and retention issues, see chapter 3.

Commission on the Resident Medical Officer Workforce, Treating People Well: The Report of the Director-
General of Health’s Commission on the Resident Medical Officer Workforce, Ministry of Health, Wellington,
20009.

Medical Training Board, The Future of the Medical Workforce: First Annual Report November 2007 —
December 2008. Ministry of Health, Wellington, 2009.
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speciality. The professional colleges set the criteria that determine whether a DHB will be
accredited to provide vocational training. Individual doctors then choose their training
programme.43

However, there is no mechanism to look at these issues regionally or nationally from the
perspective of the public health system’s interests. (The Clinical Training Agency does this
function mainly from a contractual perspective.)

For example, several DHBs and SMOs have observed an increasing trend for specialist
training to be provided in main centres, and a commensurate trend toward subspecialisation.
They note that in smaller and rural hospitals, of which there are many, the need is greater for
generalist SMOs than subspecialists. However, this need does not appear to be reflected in
SMO training programmes or registrar choices.

Thus, opportunities are limited for vocational registrars to train in provincial centres, and
there are fears that in future, fewer provincial DHBs will be accredited to provide vocational
training. This affects the ability of provincial centres to recruit future SMOs early in their
careers with a view to longer-term retention. It also diminishes the attractiveness of
provincial positions for those SMOs with a strong interest in registrar training.44

Both of these issues would benefit from a national process to push the training programmes
towards New Zealand’s service needs.

5.3 Improved international recruitment and retention

While New Zealand aspires to become more self-sufficient in its production of SMOs, IMGs
will always comprise a significant proportion of the SMO workforce. New Zealand will be
particularly dependent on IMGs over the next 15-20 years, during the lead-in time for
increased student intake to flow through to the SMO workforce.

The SMO Commission believes that overall, New Zealand is not realising the full potential of
the global SMO workforce as a source of recruitment. Our analysis shows that when we
recruit an overseas-trained IMG at a specia