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ABSTRACT

The medico-legal process is a significant liferévier medical practitioners that
may cause psychological distress and physical mibybi The medico-legal process, as
experienced by New Zealand medical specialistdiates stress levels that can be
measured by the Impact of Event Scale (IES). Feptirpose of this research a medico-
legal process is limited to the Coroner’'s Courtaltte and Disability Commissioner
(HDC), the Medical Council of New Zealand and anygcilent Compensation
Corporation (ACC) complaints.

This research applies the transactional streasistoping framework of
Lazarus and Folkman (1984) and the optimum matctiegry (Cutrona, 1990) to a
national professional group. Thatressorrelates to a situation-specific (work-based)
acute event entailing most trying/difficult medico-legal situation. The moderators or
coping resources of the stress-strain are cognitive &girdincluding primary and
secondary appraisal of threat and control); s@uipport; and coping strategy (problem-
solving or emotion-based) in relation to the levidlistressas measured by tHES.

A self-administered questionnaire was sent to Ihédical specialists who were
members of seven participating specialist Collegesssociations. The population
sampled represented 39% of the registered medieaiadists in New Zealand. The
response was 118 reflecting a response rate obxippaitely 10%. Of the 118 returns,
56 (47.5 %) specialists had been involved in a owetigal process in the last 10 years.
This group provided data on the stresses and stgugulort experienced by the specialist
as a consequence of the medico-legal process.

Firstly, the study explored the perceived medegal stress of New Zealand
specialists and how this was affected by the vagalof gender, outcome, time to
resolution, death of the patient, and cognitiverajgal. Secondly, the impact of the
medico-legal process on the specialist's emotioaatl physical well-being was
investigated, including partner relationships. dihjir the research looked into the types
and sources of social support that were important tspecialist going through a
medico-legal process and how satisfied they wetk thie support received. Fourthly,
the study identified human resource managementvienéons that may be useful to
support specialists.

The study incorporated the Impact of Event scl&), which has been shown
to be a valid and reliable instrument. The IES sneas the two most common
responses to stress which :aagoidance defined as ‘consciously recognised avoidance



of certain ideas, feelings, or situations’; anttusion, whereby ‘ideas, images, feelings,
or bad dreams are experienced’. The IES was usadsess the medico-legal distress
level of the participating specialists, includingpet generation of ‘Avoidance’,
‘Intrusion’ subscales and Overall IES scores.

This study showed that the reported levels ofsstid 55.4% of specialists was
in the ‘moderate to severe’ range, and 30.4% werthe ‘mild to moderate’ range.
Mean Overall IES scores were 28.8 (SD = 16.51).usThpecialists undergoing a
medico-legal process were in the same range asymptoms of post-traumatic stress
disorder.

Forty six (86.8%) specialists reported a favouwraditcome to the medico-legal
process. Seven (13.2%) reported an unfavouralitome. Those specialists with an
unfavourable outcome had Overall IES scores that \wkghtly higher than those with
a favourable outcome. However, there was no ecelesf a relationship between
perceived level of stress and outcome of the meeigal process. Thus the medico-
legal process is a stressful experience for medipaktialists regardless of the final
outcome.

The time taken to resolve the medico-legal situtias less than 24 months for
78.6% of specialists, and over 24 months for 1708%pecialists. There was a positive
relationship between the Avoidance IES score arsdluéon time, but not for the
Overall IES score.

Only three (5.3%) specialists had a patient deatti a Coroner’'s Court or
Disciplinary Hearing. This is a small number foadysis.

There were 35 (62.5%) men and 21 (37.5%) femadeialists included in the
study. No evidence of any link between medico-legjatss level, as judged by IES
score and gender was observed.

Thirty one (55.4%) specialists indicated thatttimeat of a medico-legal process
to their professional identity and reputation wasreme. The specialist appraisal of
threat correlated with IES scores. Correlation wheng p values less than .0005)
between all three of the IES scores.

The strain of the medico-legal process on spetialell-being was significant.
12.7% agreed that the process had affected thgsigai health; while 23.6% perceived
that the process had affected their emotional ontatehealth. Non-parametric
correlation showed a correlation between IES distievels and physical/psychological

impacts p values in the vicinity of .001).
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There was a detrimental effect for 23.5% of sgestgaon spouse/ partnership
relationships, but a constructive impact was nate®3.2%. Changes to work practice
were initiated by 26.8% specialists as a resuthefmedico-legal process.

The functional approach to support as defined hHe/types- emotional and
instrumental (Thoits, 1995; House & Kahn, 1985) erev used to measure the
importance and satisfaction of specialist socig@psut from the 22 specific sources of
support for NZ specialists. To assess whether drtim® type and source of social
support matched theeedof the specialist, the Important-Performance Asialy{IPA)
was used. This mapped the 22 support source ddsilio a two-dimensional grid to
generate four different suggestions to manageithat®n being assessed.

Coping with the stress and strain of the medigalleprocess necessitated
emotional and instrumental support for the spestialOverall, the ‘spouse’ and
‘immediate colleagues’ were the most important sesy although the ‘Legal Counsel’
and ‘Specialist colleagues’ were also highly rankddspital management and human
resources management were near the bottom of tkefoa satisfaction in this context.
The emotional support of ‘immediate colleagues’ Weasonly one out of the 22 source
attributes where the satisfaction was less thanittfportance placed on this support
source.

A gender difference was found regarding the impuax¢aof ‘collegial support’.
During a medico-legal process, no evidence wasddarsupport the optimal matching
theory of support.

Findings showed a positive relationship betweemn l#vel of stressand the
importance-satisfaction gap of five sourceseaiotionalsupport and two sources of
instrumental support. This would suggest that improvementsadaiad support from
these sources may reduce the level of perceivedsstr

This research would suggest that absenteeismtiamappropriate indicator of
medico-legal stress for NZ medical specialists @y one specialist took stress leave
and no specialists requested sick leave, yet trenmwerall IES score of 28.880 =
16.51) is classified as ‘moderate to severe distres

The specialists rated interventions - primarypseary and tertiary - that would
be useful as support during a medico-legal process provided the foundation for
developing human resource management support gaatat three levels: national,
organizational and individual.

The key ‘primary’ intervention at a national levelfor medico-legal processes
to be identified as a potential ‘significant hazamks defined by the HSE Act. The
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Ministry of Health, specialist Colleges and DHB®sll all be aware that medico-legal
processes cause specialist workplace stress antakithe potential for flow-on effects
in the healthcare sector.

A feasibility study should be undertaken regarding creation and funding of a
‘Medical Practitioners’ Wellness Unit’ that wouldtonally prioritize, coordinate and
evaluate research and interventions to improvehtéedth and well-being of medical
practitioners. This could incorporate the existiartors’ Health Advisory Service.

This research has shown the importance of collegi@tional and instrumental
support and the importance-satisfaction gap. Then€ib of Medical Colleges should
consider the development of a training informatiactkage, including suggestions for
emotional and instrumental support, which couldibed nationally to assist specialists
to understand what their colleagues are going titaluring a medico-legal process.

A systematic training / education of clinical dires in DHBs should be
considered to assist the social support of colleagund junior staff during medico-legal
processes.

The findings from this study appear to support sgas’ research showing that
female specialists place a different importancesoarces of social support, therefore
gender differences need to be taken into accoumtyrstrategy development.

This study suggests that some simple changes tho design would be beneficial
for specialists undergoing a medico-legal procdsss would mean ensuring that:
outpatient clinics are not overloaded, operatistsliare not extended, after hours call
work is monitored and scheduling of junior and mgsstaff is appropriate prior to
Coroner Court Inquests and other disciplinary megi Additional time and resourcing
may be required to write medico-legal reports.

This research shows that the specialist's percepifahe level of ‘threat’ of the
medico-legal process is correlated with their levietistress. Thus, cognitive therapy
may be an appropriate intervention to change thaning / threat of the medico-legal
situation.

The Importance-Performance Analysis of the enmali@nd instrumental
support from legal counsel fell into the quadrdetep up the good work'. Overseas'
research has shown that doctors want more infoomatnd training regarding the legal
process and realities of being in a 'hearing/caittiation (Bark et al., 1997). This
research appears to support these findings, as%91a® the sample rated
'information/coaching from legal counsel to prepimeproceedings' as being 'useful;

very useful; extremely useful'.
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This research has shown that specialists do rsiliye¢ake stress or sick leave for
a medico-legal process, even though they may teetsed. A strategy to remedy this
problem would be for the union to negotiate wite DHBs a period of stress leave to
be taken during a medico-legal process withtbetrequirement of a ‘mental’ diagnosis
from a medical practitioner.

Only 14.3% of specialists discussed the possibseiad of stress with their
employer. One of the reasons for not doing so Wwasdoncern about confidentiality’.
These findings highlight a real need to ensure thate is an option for specialists
going through a medico-legal process to easily sxca free, appropriate and
confidential, external counselling service. Thisiaselling service needs to advise on
how the medico-legal process can impact specialsalth and relationships, with
strategies offered to minimize any harm.

As part of any national support and educationtesgng specialists need to
understand that counselling is an ‘acceptable’ fofnsocial support for medico-legal
stress. Counsellors, medical practitioners, and BES8 employers should be aware of
the possibility of PTSD symptoms that may arisenfi medico-legal process.

The Council of Medical Colleges and the specidlistleges should prepare an
information and training package for spouses/pastnsimilar to that required for
specialist colleagues, to assist in understandéagtions to medico-legal stress, with
options for emotional and instrumental support.

This study has outlined human resource managestaiegies to support NZ
medical specialists undergoing a medico-legal @m®ceA revised framework is
provided as a guide for future research on thigtop

The Council of Medical Colleges and Specialist €gdls should provide
leadership in this important issue to implement some of ttrategies outlined in this
research. Identifying, assessing and managing aptanedico-legal stress should be
undertaken in a framework that encompasses poligiea national level that will
promote their implementation at the organisati@mal individual level (Dollard, 2001).

New Zealand has a no-fault, rehabilitation and pensation system for victims
of medical misadventure since 1974. Tort liabifity personal injury by accident was
abolished in 1972. Thus, there is not a major imatedfinancial impact on New
Zealand specialists as a result of a medico-legatgss. However, this research has
shown that there are other impacts and supporessgar the NZ specialist workforce

that have been poorly understood.
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CHAPTER ONE

THE PROBLEM AND ITS SETTING

This chapter outlines the key components of thiseaech. It
provides an overview of the New Zealand medicairenment, including
current and emerging medico-legal issues and theallenges. The
importance of this study is outlined and the spegfoblems that this
study covers are identified. The research assump@md limitations are
highlighted and the definitions of terms and abla&ens are listed.



1.1 Introduction to the Problem and its Setting

Medico-legal processes are an essential part afrieigsaccountability in the
delivery of healthcare services. The inception,ygars ago, of the NZ Health and
Disability Commissioner (HDC) has provided a ceinfaaum, outside the Medical
Council, for healthcare consumers to complain ablo@thealthcare services they have
received. Annually, HDC receives approximately 1t0fnplaints of which around 200

are against medical specialistgrfw.hdc.org.nz/complaint2006).

The twenty-one District Health Boards (DHBs) pravioublic funded healthcare
to the NZ population, and legislation requires th@mbe a ‘good employer’. These
DHBs employ most of the 2873 specialists that casepi32.7% of the medical
workforce in NZ.

Overseas research has shown that ‘malpracticegation is a stressful
experience for medical practitioners (Charles, 1984rtin, Wilson, Fiebelman, Gurley
& Miller, 1991; Nash, Tennant & Walton, 2004). Cigas in NZ occupational health
and safety legislation now include workplace stressa ‘hazard’ and it is the
responsibility of both employers and employees tevent and manage workplace
stress. Likewise, specialist associations are ebligp educate and professionally
support their members.

Current research in NZ (Cunningham, 2004) hagjoantified the stress impact
of medico-legal processes. There is no NZ reseaefitifying the social support that
medical specialists perceive to be important duangedico-legal process. Therefore,
DHB human resource managers and specialist Collegesot be certain about the
support strategies to implement.

The next section will provide an overview of thehlecare environment and

medico-legal systems that are pertinent to thigystu

1.2 An Overview of the Healthcare Environment in NZ
1.2.1 District Health Boards

The NZ Public Health and Disability Act, 2000 Ildgied the existence of 21
DHBs in NZ. Their responsibility is to improve, pnote and protect the health of their
communities by  providing public health and  disapili services
(www.moh.govt.nz/districthealthboard2005). In September 2003, the Minister of

Health released the government’s national qualigtegy for health. Eleven goals were
identified to improve quality in the Health and Blgity Sector (Minister of Health,
2003). Of these goals, two are pertinent to thidtThe two goals are:
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Goal 7: There is an effective and open communicationprbration and integration of

service activities that recognize the value of teank:

« Communication with people, across teams, withiraargations and system-wide is
excellent.

« Teamwork is widely valued throughout care systems.

Goal 8 There is a supportive and motivating environmtéat provides the workforce
with appropriate tools, including cultural competenools, for continuous learning and
ongoing improvement in planning, delivery and assesit of health and disability

services. Five descriptions selected:

» There are relationships based on trust and muttediyonsible behaviour.

e There is ongoing pursuit of competence and edutdtioused on safety and quality across
the health and disability support workforce.

» Participants are empowered to make positive cheather than feel helpless and isolated.

» Infrastructure is in place to enhance performatean from the experience and deal fairly
with failure.

* Management systems support people so that theptdaperate in isolation.

(Minister of Health, 2003: 17)

The results from this research should indicate ttimplementation of these goals

is perceived by medical specialists in relatiomtedico-legal processes.

1.2.2 NZ Medical Practitioners

To practise medicine in NZ, all medical practitioméave to be registered with
the Medical Council. The Medical Council collategdital workforce statistics for the
Minister of Health. The latest statistics show 8&@five medical practitioners in 2003,
of which 5754 (65.5%) are males and 3036 (34.5%)e awomen
(www.nzhis.govt.nz/stat005). This study is limited to NZ medical speisia. A

specialist is a:
Medical practitioner who has the appropriate gqigdtfons, training and
experience, and is being employed in that capacity

(www.nzhis.govt.nz/stat2005).

This requires membership of a relevant special@teGe. Specialists are the second
largest employment category of medical practitisneafter General Practitioners,
comprising 32.7% of the medical workforeeww.nzhis.govt.nz/stat2005).




Thirty-six per cent of specialists obtain their npary medical qualification
outside of NZ. Women compromise 30% of the vocailgnregistered specialists.
Doctors who identified themselves as Maori weré®.although the researcher was
unable to find out the percentage of specialist® wtentified themselves as Maori
(Medical Council of NZ, 2003: 1).

Medical specialists may be employed on a full-tionea part-time capacity by
the DHBs. The specialists may be totally self-eretbin private practice or in a mix
of private and DHB employment.

The specialist Colleges/Associations provide cantig medical education
(CME) for their members and workforce planning their speciality. A Council of
Medical Colleges (CMC) has been set up with repriagiees from the specialist

Colleges, including general practitioners.

1.3  An Overview of the Medico-legal System in NZ

The medico-legal environment in NZ has many legisaacts and structures.
Key legislation includes: the Health & Disabilityo@missioner Act, 1994Health and
Disability Commissioners Amendment Act 2003 (HDCAe Health Practitioner’s
Competency Assurance Act 2004 (HPCAA); Injury Praian, Rehabilitation, and
Compensation Act, 2001; the Human Rights Act 12@@t the Coroner’s Act 1988.

1.3.1 Health & Disability Commissioner Act 1994 & Anendment Act 2003:
This Act created the Office of the Health and DisgbCommissioner (HDC)

with the role of:

Promoting and protecting the rights of health amshlility consumers, and

facilitating the fair, simple, speedy and efficiergsolution of complaints
(www.hdc.org.nz/aboutu2006).

In 1996, the Code of Health and Disability Servi€asnsumers’ Rights was

regulated. This sets out 10 rights of healthcaresemers. Since September 2004, the
HDC has provided a single point of entry for alhg@aints regarding patient care. Any
complaint received by the HDC is assessed agahmest10, legally enforceable,

consumer rights. These rights are:

1. To be treated with respect and privacy
To be free from discrimination, coercion, harasstnamd exploitation
To dignity and independence

To appropriate standards of services

a > LD

To effective communication



6. To be fully informed

7. To make informed choice and to give informed cohsen
8. To have a support person(s) present

9. To have these rights during teaching and research

10. To complain about a provider

(http://www.hdc.org.nz/files/hdc/code-leaflet. @305)

When the HDC assesses a healthcare complaint, dher@ number of options. The

HDC may: take no action, investigate the complaieter the matter to advocacy, or
commence an investigation where the rules of ngjustce apply.

At the completion of an investigation and reporhe tHDC may make
recommendationsto the provider, the health professional body,Nteister of Health,
DHBs and the Accident Compensation Corporation (ACC

Where there is a concern about the competencenoédical practitioner, the
HDC may recommend that tivedical Council consider a review of the practitioner’s
competence. Alternatively, the HDC may refer thetterato the Director of
Proceedingsfor further action. The Director of Proceedingsinsindependent statutory
officer, appointed under the Health and Disabilgt, who decides whether to issue
proceedings on matters referred by the Commissidiner Director of Proceedings may
bring:
Disciplinary proceedings before health professiod&ciplinary bodies,

including theHealth Practitioners Disciplinary Tribunal and / or a claim

for damages before thduman Rights Review Tribunal

(http://www.hdc.org.nz/complain2006).

The HDCA Act mandates information-sharing and peration between the HD
Commissioner and other agencies involved in thétthead disability sector. This Act
also requires that any complaints referred by tb&CHo other agencies for resolution
are reported back to the HDC (s35) to ensure thabraplaint has been properly

resolved.

1.3.2 The Health Practitioner's Competency AssurareAct 2004 (HPCAA):
The HPCAA came into effect on 18 September 2004 laasl replaced 11

repealed statutes. The principal purpose of thaedAct
To protect the health and safety of members ofpielic by providing for

mechanisms to ensure that health practitioners carmapetent and safe to
practice their professior{Ministry of Health, 2004: 3).
The aim of the HPCAA is to provide consistent actability across the health
professions by limiting specific healthcare aciestto specific professions. Authorities
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are appointed to be responsible for the registmatamd determination of the
practitioner’s competence within a particular hegitofession.

When a healthcare Authority receives a complaiohcerning a health
practitioner, it must forward this to the HDC. Lwise the HDC, on receipt of a
complaint, must inform the relevant Authority abdbe health practitioner even if a
breach of the Code of Rights has not occurred @fhyiof Health, 2004: 5).

The HPCAA included the formation of the Health Ritamner’'s Disciplinary
Tribunal (HPDT). The HPDT's role is to hear and etstine charges against a
registered health practitioner. These charges medgitl by the Director of Proceedings
(DP) from the office of the HDC or frorRrofessional Conduct Committees (PCC)
appointed by registration Authorities under the APALt.

1.3.3 Human Rights Review Tribunal

The Director of Proceedings, from the HDC officeayrfile proceedings with
the Human Rights Tribunal, which has the power tdep the provider to pay
compensation. The recent change in the HDC legslatow allows an aggrieved

person to bring proceedings before the Human Righiinal:

Where the commissioner, having found a breachefbde, has not referred
the matter to the Director of Proceedings, or whéne Director of

Proceedings has decided not to take proceedings

(www.hdc.org.nz/proceeding2005).

1.3.4 The Medical Council

The Medical Council was established under Secidd of the HPCAA and is
primarily responsible for protecting the health asafety of the public. The Council
conditions ensure that doctors are competent arid firactise their field of medicine.
A prime focus for the Medical Council is to enstitat complaint systems are effective
(Medical Council of NZ, 2005:1).

1.3.5 Accident Compensation Corporation (ACC)
The ACC provides

Personal injury cover for all NZ citizens, resideahnd temporary visitors to

NZ. In return people do not have the right to soedersonal injury, other

than for exemplary damagé&/ww.acc.c0.n22005).

Since the inception of ACC in 1974 there has beam-dault, state-funded

rehabilitation and compensation for victims of ‘nead misadventure’, including
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medical error and medical mishap. Tort liability foersonal injury by accident was
abolished in 1972. The ACC provides compensatioassessed need, which is funded
by payroll levies and taxes.

The research of Davis, Lay-lee, Briant and S@Q08: 254) found that:

When assessed against directly comparable ratestbu jurisdictions, the rate

of serious preventable patient harm for New Zealgnst under 1 in 100) was

close to the published results from the US and raliat suggesting that the

underlying injury of serious risk to patient safésyrelatively uniform across

medico-legal systems

In July 2005 the Injury Prevention, Rehabilitati@ompensation Amendment

Act came into effect. This amendment replaced ‘medmisadventure’ with a new
category called ‘treatment injury’ that is caused:

As a result of seeking or receiving treatment fr@nregistered health

professional (Www.acc.c0.n2005).
When the ACC determine that there is a risk of jgubérm from a registered health
practitioner, this is reported to the HDC.

1.3.6 Coroner’'s Act 1988
The Coroner’s Act 1988 sets out the powers and rolehe coronial process. A

death is referred to the Coroner whenever thesensething:

Violent, unnatural, unexpected, or suspicious atzodeath, or where a doctor
cannot issue a medical certificate as to the cafiskeath, or appears to have
occurred while the deceased was in the custodyeo$tate

(www.justice.govt.nz 2005).

The Coroner must also be informed when a persos dga result of an
anaesthetic or a medical procedure. Under Secttonf8&he State Sector Act 1988,
public servants are immune from personal liabilysing from claims against a
government department. The immunity extends torddor professional negligence or
other breach of duty by a public servant for whilse employing department may be
vicariously liable (Ministry of Health, 2004). Hower, as a public servant there is no
immunity for prosecution for disciplinary offensaader the HPCAA and there is no

indemnity for costs in defending disciplinary chesg

1.4 Occupational Stress and Legislative Requirements iNZ

Two key pieces of legislation impact on the empleptof medical specialists

and workplace stress within the public sector. $tee Sector Act 1988 requires DHBs
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to be a ‘good employer’ and ensure the fair andp@ratreatment of employees,
including the provision of appropriate and safe kirng conditions.

The Health and Safety in Employment Act 1992 (HSEg¢tion 6, states that
every employer must take all ‘practicable step®nsure the safety of employees while
at work. The first step to be taken in health aafity systems is the identification and
management of hazards that have the actual orpdtencause ‘harm’.

The HSE Act recognizes that work-related stress tmaya ‘significant hazard’
such that it causes ‘serious harm’. Section 7 requan employer to go through a
process of identification of potential or actuak&al that may cause harm from work-
related stress.

Guidelines published by the Department of OccupalidcSafety and Health
categorise employment into four main groups (Depent of Labour, 1998; Clause
3.2). Category Four includes work that is knowrb&intrinsically stressful, such as:
health care, policing, supervision of disturbedlaslcents and air traffic control. The
intrinsic stressors in this category:

Could involve activities that are emotionally clealyjing, draining or even

repugnant, require intense, prolonged concentration have very high
consequences of errgiScott-Howman & Walls, 2003: 228).

The occupation of medicine is known to have intanstressors, with the
potential for development of chronic stress. A HB@nplaint, ACC ‘treatment injury’
or Coroner’s Inquest, may result in acute stressy @nd above the existing chronic
stressors of healthcare.

The OSH definition of work stress is:

An interaction between the person and their workirenment, and the
awareness of not being able to cope with the demafidne’s environment,

when: this realization is of concern to the personhat both are associated with

a negative emotional respong¢Scott-Howman & Walls, 2003: 58)

In terms of the HSE Act definition, ‘stress’ is rbarm’ or ‘serious harm’ and is
therefore not a diagnosis. Where stress is regaaded possible cause of harm, or
serious harm, the harm must fit into a ‘recognigegtiical diagnostic category’ (Scott-
Howman & Walls, 2003: 187). Psychological or psathc diagnoses are categorised
by two internationally accepted classificationseTinst is theDiagnostic and Statistical
Manual of Mental Disorders,"MEdition. This is usually known as the DSM-IV and is
published by the American Psychiatric Associatioit eovers and codes all mental
health disorders for both children and adults. Toter classification is the



International Classification of Diseases, Editiofl ih Europe and is more commonly
known as the ICD10.

The HSE Act prescribes the required conduct forleygps in four broad areas:
hazard management; information and training for legges; employee participation;
and recording and notification of accidents. Emplgy must, with employee
participation, work to eliminate, isolate or minzaithe potential hazards or stressors.
An employer must ensure thamployees have sufficient knowledge and trainingp
prevent work-related harm, including harm from woekated stress.

Therefore, the DHBs should be aware of those medipacialists who are
involved in medico-legal processes and should bekiwg with them and their
immediate managers to eliminate, isolate or mingmize extent or impact of this
potential stressor.

Under current structures within the public hospggktem, it is the human
resource department that is given the respongilitit managing occupational health

and safety systems, including workplace stress.
1.5 Current and Emerging Issues and Challenges

The HDC has acknowledged that healthcare complaie¢d to be handled with

care to:
Minimize the risk of toxic effects on patients athdctors, and to maximize the

potential for learnind Paterson, 2004: 970).

NZ is facing a serious shortage of medical priactdrs by 2021 (NZIER, 2004)
and every specialist that leaves the public serrdie practice of medicine is a loss to
the community. The salaries of specialists arergelpart of the operational budget of
the public hospital system. As gatekeepers to apsicihealthcare services, these
practitioners influence the health and well-beifgn@any consumers. DHBs have a
moral and legal duty to be a ‘good employer’. Timgolves assisting and supporting
medical specialists during a medico-legal procegsle minimizing the risk of any
subsequent healthcare errors during this process.

Overseas research has shown that the threat pfawtte litigation has caused
physicians to practise more ‘defensive medicinspeeially in the area of diagnostic
procedures, recall rates and biopsy recommendaiiessler & McClellan, 2002;
Studdart, Mello, Sage, Des Roches, Peugh, Zapp&tetinan, 2005; Elmore, Taplin,
Barlow, Cutter, Hendrick, Abraham, Fosse & Carn2@05). In a ‘capped budget’



environment, this may have a potential flow-on effef increasing treatment costs and,
therefore, limiting patient access to healthcareises.

The healthcare industry is complex and multi-fadehere are many structures
and stakeholders involved in the spending of thaltheare dollar. There are diverse
professional groups with divided loyalties and ¢éhés the ongoing cultural conflict
between health administrators and healthcare wiofesls (Waldman, Smith & Hood,
2003; O’'Connor & Annison, 2002). The divided loyadt of specialists to their patients,
Colleges and their employing DHB, as well as theaggment-physician conflict, may
mean that specialists do not feel comfortable agmithat they are under stress.

To take ‘stress leave’ from a DHB, a medical éedte must be obtained with a
mental condition diagnosis relating to standard icedliagnostic criteria, eg from the
DSM-IV. Under the HPCAA, the treating medical pracher is obliged to inform the
Vocational Council if they have concerns aboutacptioner’s mental illness. This may
limit the reporting of medico-legal stress by spésts.

A specialist seeking compensation for ‘harm’ fronorkrelated stress must
raise a personal grievance under Section 114 oEthployment Relations Act 2000
within 90 days of when the grievance occurred, diemvit came to the employee’s

notice. However, the:

Nature of harm from stress is that it may be mamntims (or even years)

before an employee realizes (possibly by diagndisét)he or she has suffered

from harm because of conditions in the workpld&@cott-Howman &
Walls, 2003: 80).
The Medical Assurance Society (2005: 3) maintdias: t

About 25% of those (medical practitioners) makingam for mental iliness is

involved with a complaint lodged with the HDC.
Research overseas and in NZ has shown that doatersusceptible to work

stress and ‘burnout’ (Ramirez, Graham, Richarddl &regory, 1996) and they do
not adequately look after their own physical heéiitay, Mitchell & Del Mar, 2004). A
trying medico-legal situation, as an acute stress@rlaying an already chronically
stressed specialist, may have deleterious affettspecialist physical and mental well-
being and, possibly, on the delivery of health disability services.

The various Australasian Royal Colleges respondimespecialist vocational
training and workforce planning are concerned altbatpotential impact of medico-
legal stress on their Fellows. The Council of Madi€olleges and some of the
specialist Colleges have assisted with this stuglyelectronically disseminating this

research questionnaire to their Fellow members.

10



1.6 The Importance of This Study
1.6.1 Substantive Contribution

At present there is no research into the leMedistress experienced among
specialists. This study uses the Impact of EvertieSas a measure for medico-legal
stress. The research findings should provide a Hmeardk for both assessing NZ
specialist distress for future studies and intéonal comparisons in the medical
profession as well as across other healthcarantline professions.

This research should address the lack of researche types / sources of social
support required to mitigate or buffer the effeatsnedico-legal distress on the well-
being of NZ specialists. The study questionnairk eniable NZ medical specialists to
anonymously rate the support given to them by taeiployer and other professional
bodies during a complaints / disciplinary process.

The advantages of this research for organisatiath @s the professional
Colleges, Medical Defense Counsel and SpecialisibrtJmwould be an improved
understanding of the social support that is impdrtedo specialists showing how
satisfied they were with the support received. Thay facilitate service improvement
by these organisations.

The results and recommendations from this studyldhbe useful in the
development opan-association/organizationstrategies to diminish the potential for
stress during a medico-legal process which impactthe well-being of the specialist,
on the quality of service to patients and on theh¥althcare system .

Greater knowledge of the impacts of the medicotlpgacess and subsequent
support required should assist the DHBs to futhiir legal OSH requirements. This
research should provide an opportunity for DHB homa@source managers to
strategically work with external organisations itweal with medical specialists to
provide appropriate HRM strategies. This may brgut a change in improving the
support of specialists, retaining organisationatapital knowledge and enhancing
organisational development (Lepak, Bartol & Erha2f05).

The results from this study regarding the perosgtiof medical specialists may
provide some feedback on the implementation of &@alknd 8 in the Ministry of
Health Quality Strategy.

This research is exploratory as so little is knaapout the impact of medico-
legal stress and the support required by specahsiNZ. These research results should

assist individuals and agencies to assess furtisearch opportunities.
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1.6.2 Theoretical Contribution

This research offers a theoretical contributiontases the transactional stress-
strain-coping framework of Lazarus and Folkman @)9&nd the optimum matching
theory (Cutrona, 1990) that is applied to a nafigrafessional group. Thetressor
relates to a situation-specific (work-based) a@wtent entailing anost trying/difficult
medico-legal situation. The moderators @oping resources of the stress-strain are
cognitive appraisal (including primary and secogdappraisal of threat and control);
social support; and coping strategy (problem-sgivin emotion-based) in relation to
the level of distress, as measured by théES. The subsequent physiological,
psychological and relationship strain resulting nfrache medico-legal stress are
subjectively measured.

This research adds to the theoretical literatyrenbluding the source of social
support (family, colleagues, employers and othexnags) and the type of support
(emotional and instrumental) as well as the peszkilevel of threat and control to a

national professional group.

1.6.3 Methodological Contribution

In this study, a methodological contribution toaa<h is made as this is the
first time that the Impact of Event Scale (HorowN¥ilner & Alvarez, 1979) has been
used to measure two of the criteria for posttraiorsttess disorder symptoms of NZ
medical specialists in response to a situationipeanedico-legal situation. In
addition, the researcher has not found any litegatvhere the method afnportance-
performance analysigIPA) has been applied to emotional / instrumersiapport,

including the sources of support.

1.7 General Statement of the Problem

From overseas’ research, medical malpractice isvknto be a stressor and is
sometimes referred to as ‘Medical Malpractice Stré8IMS). As yet, there has been
no published research quantifying the impact of glamts / disciplinary processes or a
coroner’s inquest in relation to the symptoms o$tgoaumatic stress for NZ medical
specialists.

There is also no research in NZ identifying anypgupavailable for specialists
during medico-legal processes, or identifying splests’ perceptions regarding the

importance / satisfaction of any support availablds a result, employers, Human
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Resource Managers and Specialist Colleges do na hafull understanding of the
extent to which specialists are affected by medkgal processes, either as individuals
or as an occupational group.

The Council of Medical Colleges (CMC) is a newduiar that could provide
strategy development and co-ordination of suppwrafl medical practitioners during a
medico-legal process. At this stage, the CMC does understand the support
requirements of medical specialists. However, teysupportive of this research as the
first step towards strategy development.

The processes, structures, people and culturdseafdtional healthcare system
are multi-faceted and complex. DHB Medical DirestoHR managers will need to
work with appropriate agencies to implement systé¢inaé are designed to minimise
medico-legal stress. They will need to recognizesstfatigue when it develops,
develop training systems to recognize impairmest,alvare of any diversity in the
specialist workforce and promote understandingos¥ both the work environment and
non-work related situations affect emotions anesstr

HR will have to work closely with Medical Directots promote trust and an
improvement in manager-physician relationships.wilRneed to be proficient in inter-
agency liaison, as well as in the more traditiokR practices of job design,
communication, understanding diversity and laboelatrons, promoting teamwork,
developing and implementing quality/risk systems aerformance management and
this all within a systems’ environment.

The first step in the risk management of workplstress is to identify the extent
of the stressor, secondly assess the impacts aftitbesor on the individuals concerned
and finally, identify and evaluate appropriate m@ntions to eliminate, or moderate the
stressor and / or the effects.

To provide direction for this research, the gehstatement of the problem has

been divided into the following sub-problems.

1.8 Specific Statements of the Sub-Problems

This research aims to identify human resource memagt strategies required
to support NZ medical specialists during a medieghl process so that employers meet
their legislative requirements and specialist assionis meet the needs of their
members.

The interaction of personal and work-related aspettstress are multiple and

complex. Human resource management strategies reequio support medical
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specialists should reflect both the impacts of wteessor and the specialists’
requirements in relation to these. However, at@rethere is no research that quantifies
the individual specialist’s level of distress oe tbupport they require. Hence, these have
to be ascertained prior to developing HRM strategie

The multiple perceptions chosen for this researehoutlined below in the form
of sub-problems. They relate to selected aspects of distress lexgisrienced through
a medico-legal process and its impacts; itn@ortance/satisfactiorof the types of
support (emotional/instrumental) experienced bycibists; and the human resource

strategies required to support the specialistaturé medico-legal situations.

1.8.1 Sub-problem One: The Impact of Medico-legdProcesses on NZ Specialists
@) What is the perceived level of distress expere by medical specialists during
a medico-legal process (measured by the ImpacventScale)?
Hypothesis 1
A medico-legal situation will cause mild to moder&vels of distress in NZ
medical specialists as measured by the IES.
Hypothesis 2:
A medico-legal process, regardless of outcome (featde or unfavourable), will
cause mild to moderate levels of distress in NZicaddpecialists.
Hypothesis 3:
A specialist’s level of distress from a medico-legecess will be significantly
different based on gender.
Hypothesis 4:
Medico-legal situations that take longer to resatéresult in higher levels of
distress.
Hypothesis 5:
Levels of distress will be positively related te thxacerbation/cause of physical
and emotional/psychological conditions.
Hypothesis 6:
Levels of distress will be positively related te ttognitive appraisal of the extent
of the perceived threat to professional identitgt egputation.
Hypothesis 7:
Levels of distress will be negatively related te ttognitive appraisal of the

control/influence over the medico-legal processone.
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(b)

Hypothesis 8:

A death of a patient and appearance in the Corei@urt or Disciplinary
Hearing will result in higher levels of specialiistress and a greater negative
impact on physical, emotional conditions.

Hypothesis 9:

Specialists will not discuss with employers / htslpinanagement the issue of
possible stress during the medico-legal process.

Hypothesis 10:

Specialists with mild to moderate levels of distresll not request stress or sick

leave during the medico-legal process.

To what extent did the medico-legal process impadhe specialist’s
relationship with their spouse/ partner, and wapstt offered to the

spouse/partner.

1.8.2 Sub-problem Two: Social Support and Medico-tgal Stress

(b)

(a) To what extent were the types of support (emotidnatrumental) and the

source of suppormportantto medical specialists and h@atisfiedwere they
with the support received during a medico-legatpss.

Hypothesis 11:

The importance of emotional support will be negaliwelated to the control
over the outcome of the medico-legal process.

Hypothesis 12:

The importance of instrumental support will be pesly related to the
perceived controllability over the outcome of thegess.

Hypothesis 13:

Specialists will place higher importance on, andrmee satisfied with, collegial

support than organisational support during a mebtigal process.

To what extent is there a correlation betweenriportance /satisfactioaf
social support and tHevels of distresexperienced.

Hypothesis 14:

Lower levels of distress are positively relatedhe gap between the importance

— satisfaction of emotional and instrumental suppor
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1.8.3 Sub-problem Three: Human Resource Managemei8trategies to Manage
Medico-legal Stress
(@) To what extent do medical specialists find specifiuman resource

strategies/interventions useful during a medic@l@gocess?

1.9 The Limitations

This research does not include the individual fectf a specialist'personal
life and personality(eg negative affectivity, self-esteem, and cogeHaffectivity) on
the level of distress and social support. Nor dodsok at thechronic level of work
stressthat may already be present in a specialist o¢oupaNor is the aspect of
organisational climatencorporated into this study.

This study is concerned with social support astadsonal coping’ mechanism
and does not include a quantitative analysis ofviddal coping styles. Instead, a
gualitative question is used regarding the use roblpm-solving or emotion-based
coping strategies.

A key limitation of this research is that it is ssssectional, not longitudinal and
prospective. Therefore, it can only demonstratereetation between the dependent and
independent variables and cannot prove causality.

Another limitation is that the complaints’ procasstreated as a single event,
with a similar need for social support throughobé tprocess. However, stressful
encounters may differ in nature from one stagentutteer as the stress process is both
complex and dynamic (Carver & Scheier, 1994).

For the purpose of this research, complaints anitdd to those made to the
HDC, ACC and the NZ Medical Council / HPDT, as wal an appearance in a

Coroner’s Court.
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1.10 Definition of Terms

1. Complaints:
Patient care complaint — a complaint alleging tin& practice or conduct of a
medical practitioner/medical provider has affecéeldealth consumer in violation

of the Code of H & D Services Consumer Rights.

2. Harm:
(@) means illness, injury, or both, and
(b) includes physical or mental harm caused by woriiteel stress

(HSEA, 1992)

Harm may be so severe as to constitute ‘serious’har
3. Hazard:

(@) means an activity, arrangement, circumstance, evestcurrence,
phenomenon, process, situation, or substance (etethising or caused
within or outside a place of work) that is an attaa potential cause or
source of harm; and

(b) includes —

(1) a situation where a person’s behaviour may be dnabor
potential cause or source of harm to the pers@mother person;
and

(i) without limitation, a situation described in subggnaph (i)
resulting from physical or mental fatigue, drugdcohol,
traumatic shock, or another temporary conditiont tidects a
person’s behaviour’ (HSEA, 1992).

4, Human Resource Management Strategies:
Planned human resource decisions and activitiesckeeve an organization’s
major objectives and the satisfaction of individealployee/member needs.

5. Medical Specialist:

A medical specialist is defined as ‘medical pramtier who has the appropriate

qualifications, training and experience and is geemployed in that capacity

(NZ Health Information Services, 2005).

6. Medico-Legal
For the purpose of this research, the medico-Ipgatess is limited to the
Coroner's Court, Health & Disability CommissioneHO¥C), the Medical
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10.

11.

Council of NZ and any Accident Compensation Corpora(ACC) complaints
that are referred to the Health and Disability Cassioner.

Significant Hazard:

A hazard that may be the source of ‘serious harm’.

Stress:

‘The awareness of not being able to cope with #greahds of one’s
environment when this realization is of concerthi® person, in that both are
associated with a negative emotional response’ &iSkidelines, 1992).
Where stress is regarded as a possible causerofdragerious harm, it must fit
into a recognized medical diagnostic category.

Stress Management Interventions:

‘Any activity, programme, or opportunity initiatdxy an organization, which
focuses on reducing the presence of work-relatedsirs or on assisting
individuals to minimize the negative outcomes gb@sure to these stressors
(Ivancevich et al., 1990).

Stressor:

Events or circumstances which generally resultresgure and has the potential
to cause harm by the perception that physical gchpdogical demands are
about to be exceeded.

Post Traumatic Stress Disorder (PTSD):

DSM-IV Diagnostic Criteria (309.81)

A Traumatic stressor

‘An event, or events, in which an individual exgeites, witnesses, or is
confronted with life endangerment, death, or seriojury or threat to other;
and

The individual responds to the experience withifegsl of intense fear, horror or
helplessness

B Re-experiencing symptoms (one or more)

Intrusive recollections, distressing dreams; flasiks; dissociative behaviour;
psychological and physical distress with remindérthe event

C Avoidance and numbing symptoms (three or more)

Avoidance of thoughts, feelings, or conversatiossoaiated with the event;
avoidance of places, situations, or people thataregniscent of the event;
inability to recall important aspects of the evehininished interest;
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12.

13.

14

1.11

estrangement from others; restricted range of aféense of a foreshortened
future.

D Hyperousal symptoms (two or more)

Sleep disruption; impaired concentration; irritéibr anger outbursts;

hypervigilance; exaggerated startle reaction.

E Minimum symptom duration of one month
F Symptoms cause distress or functional impairment’
Specifiers

Acute: Symptom duration from one to three months

Chronic: Symptom duration greater than three months

Delayed onset: Symptom onset at least six montks thife stressor.
Practicable Steps:

Reasonable conduct having regard to the numberadfifes of both the harm
and the employer’s circumstances and knowledge.

Fellow

A medical practitioner able to be registered asaedlow’ with a Royal
Australasian College due to their approved spestiglialifications.

Social Support

‘A multidimensional construct that refers to thereleteristics and functions of
social relationships thought to enhance mentalpdnydical health’ (Rodriguez
& Cohen, 1998; 535).

Abbreviations

For the purpose of this research the following abiations apply:

ACC Accident Compensation Corporation

CMC Combined Medical Colleges

DHAS Doctors’ Health Advisory Services

DHB District Health Board

HDC The Health & Disability Commissioner
HPCAA Health Practitioner€ompetency Assurance Act
HSE Health & Safety in Employment Legislation
IES Impact of Event Scale

MMS Medical Malpractice Stress

NZ New Zealand

OSH Occupational Safety & Health
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PTSD Post Traumatic Distress Disorder
SPSS-13 Statistical Package for Social Sciences - 13
USA United States of America

1.12 Assumptions
1.12.1 Assumption One:

This research assumes that the responses to tlséiciunaire obtained in the
data collection stage of the study are valid prtedscof theperceptionsof respondents

to this research.

1.12.2 Assumption Two:
This research assumes that the Likert type scaded in the questionnaire

contain interval properties.

1.13 Thesis Outline

Chapter Two will provide a detailed review of therrent and past literature
relevant to the research topic. It will include tlssue of medico-legal processes and
their impact on medical practitioners, coping andport processes and human resource
management strategies used to deal with occupastness.

Chapter Three will discuss and identify methodsduseresearch design, data
collection and analysis.

Chapter Four will outline the results obtained dgrthe research and Chapter

Five will provide conclusions and any recommendwtias a result of this research.
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CHAPTER TWO

LITERATURE REVIEW

This chapter provides an overview of the availditéeature on medico-legal stress,
social support theory and current occupationakstreanagement interventions. It is

divided into three sections.

Section One: The Impact oMedico-legal Processes on Medical Practitioners
(Sub-problemedn

Section Two: Social Support and Medico-legal Stress (Sub-problam)

Section Three: Human Resource Strategies to Manage Medico-legas St
(Sub-problenrad)
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2.1 Section One: Medico-legal Processes & the Imgtaon Medical
Practitioners

Chapter 2 will review current literature on the ewps of medico-legal processes
in an international and NZ context and the issuesotial support and HRM
interventions available for the management of metkgal occupational stress.

Section One will briefly discuss the theoreticiless model of Lazarus and
Folkman (1984) that provides a framework for theseaarch, as well as review the
overseas and NZ literature to explain how medigall@rocesses impact on the medical
practitioners, the practice of medicine and fammétationships. This section will
consider how the impact of the medico-legal proeeay be affected by the cognitive
appraisal of the event, the death of a patientdgeand the type of surgical speciality
of the practitioner.

Section Two reviews the current literature on agbsupport and its application
to medico-legal stress. The overseas’ experienegamined for those factors that may
be important variables to support medical pracigrs in NZ.

Section Three examines current literature for HR3#tategies for the
management of occupational stress and how thesebmapplicable to medico-legal
stress within the context of the NZ health sector.

The North American literature refers to medicalqtitioners as ‘physicians’ and
uses the term ‘malpractice litigation’. The Europead Australasian literature refers to
medical practitioners as ‘doctors’ and these ateno$ub-categorised into ‘specialists’
and ‘general practitioners’. These countries alse the term ‘complaints’ or ‘medico-
legal processes’. For the purpose of the literanesgew, terms used for ‘medical
practitioner’ and ‘medico-legal process’ will beetkame as those used by the authors of

the literature reviewed.

2.1.1 The Transactional Theory of Stress
The NZ OSH definition of work stress used for thiigdy is:

An interaction between the person and their workirenment, and the
awareness of not being able to cope with the demaficdone’s environment,

when: this realization is of concern to the persorhat both are associated with

a negative emotional respor{&@cott-Howman & Walls, 2003: 58).
This definition is based on the transactional themfr stress by Lazarus and Folkman
(1984: 9). In their transactionalressor-straimpproach, an event (stressor) could result
in strain that can be classified as physiologipalchological, and behavioural strain.
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However, the interaction between tl&essor-strainis modified by thecognitive
appraisal (or meaning) that the individual may give to theessor. This cognitive
appraisal takes two forms — that of primary apadaasmd secondary appraisal. Primary
appraisal consists of the individual judging theessor as ‘irrelevant, benign-positive or
a stressful threat’ (Lazarus & Folkman, 1984: 53¢condary appraisal requires the
individual to evaluate their own abilities and rnesses to deal with the stressful event as
well as identifying the possible consequences @it tthosen actions.

‘Coping’ is the other mediating process in the dras and Folkman (1984)
stress-strain theory. These are the individual'gndtve and behavioural initiatives
made to manage the demands of the stressor. Supabrt is viewed as a form of
coping assistance (Thoits, 1986: 417). Inherenth stressor-strain model is the
dynamic nature of the individual’s subjective apgathand coping mechanisms. Dollard
(2001: 23) has simplified this model to:

Stressor < Cognitive appraisal <« Coping — Strain

Section One will review the medico-legal liter&uin relation to this
transactional theory of stress. This will involvesassing the extent a medico-legal
process is deemed to be a ‘stressor’, how docfipsasse and cope with such a process
and the extent this causes ‘strain’. Firstly, theidence of ‘complaints’ will be

reviewed as the context for this study.

2.1.2 Incidence of Complaints

The issue of medical errors and the subsequentebuod patients (Stelfox,
Gandhi, Orav & Gustafson, 2005; Bismark, Brennaatef3on, Davies, & Studdert,
2005), hospitals (Rigby & Little, 2000) and the gifee of medicine (Mello, Studdert &
Brennan, 2005) is receiving increasing attentiohe T™elivery of healthcare that is
perceived as being substandard or that resultsiadverse outcome also places a
burden on the medical workforce involved.

In the USA Couch and Thiebaud (2002: 30) iderditigat, each year, nearly one
litigation claim is made overall for every five ggians and one claim is made against
every 2.5 obstetricians, neurosurgeons and ortliipasurgeons. Although the
American system of malpractice litigation is diffat to that of New Zealand, the NZ
Health & Disability Commissioner has determined tigalth rights of consumers’ and

the complaints’ process.
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Over the past few years the number of complaodged with the NZ HDC has
declined. In the year ended 30 June 2006, the HB¢gived 1,079 complaints,
compared to 1,124 for 2004/5; and 1,142 for 20qQ8/IBC Annual Report, 2006:1).
Likewise, there has been a corresponding declinetoial number of medical
practitioners subject to complaints. In the per&f5/2006, there were a total of 390
individual medical practitioners who were subjectomplaints via the HDC, compared
to 494 for 2004/5; and 492 for 2003/4.

Complaints against individual medical practitimenay be divided into two
broad categories, those against general practisorad those against medical
specialists involved in secondary healthcare. Reryear 2005/6, 204 complaints were
against general practitioners (GPs) and 172 ageeslical specialists. In 2004/5, 494
complaints were lodged, of which 244 were againBts Gnd 242 against medical
specialists (HDC Annual Report, 2006: 26). In addit group providers may be subject
to a complaint as an entity. The HDC reported thate were 662 complaints against
group providers of which 363 were against publispgi@als and 23 against private
hospitals (HDC Annual Report, 2006: 28). Althoudtede complaints were against
group providers, medical specialists would probaixyinvolved in any investigation
process and proceedings.

The HDC found 98ndividual providersin breach of the Code of Rights. These
included 24 medical specialists that were not reteto the Director of Proceedings;
however, nineteen individual providers were foumd breachand referred to the
Director of Proceedings, of which 4 were medicataalists (HDC Annual Report,
2006: 34).

Cunningham, Crump and Tomlin (2003: 631) suggest ithNZ ‘almost one in
every seventeen doctors will receive a complaifrtieéy decide to practise medicine for
another year.

The potential for occupational stress from a mddereor and/or subsequent
medico-legal process needs to be understood bdfRR®1 strategies and stress

management interventions are planned and implemente

2.1.3 Personal and Professional Impact of Medicodal Processes

Twenty years ago Charles, Wilbert and Kennedy (1 @8lished a paper that
studied the subjective reactions of physicians wiece facing malpractice litigation in
lllinois, USA. These researchers surveyed twenty-qhysical and psychological
symptoms caused by the stress of being sued, ahvthe most prevalent symptom was
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anger, followed by mood changes, inner tensionretsed moods and frustration
(Charles et al., 1984: 564). During the courseitgfdtion Charles et al. (1984: 565)
found that 8% of the 154 physicians had the onkatmhysical illness, including three
physicians who had myocardial infarcts; a furth@fslnoted an exacerbation of a
previously diagnosed illness. In addition, only 4#physicians showedo evidence of

any emotional or physical symptoms that could bwibated to the medico-legal

process. It should be noted that in this study, @%e survey respondents were male.

The above research was the first to demonstrateetfeets of malpractice
litigation on physicians. Subsequently, Martin, ¥dih, Fiebelman, Gurley and Miller
(1991: 1300) showed that the malpractice litigatias a major life trauma and that the
stress from litigation decreased over time butmbt return to the baseline level until
two years later.

The literature from 1966 to 2003 on the psychalalgimpact of complaints and
malpractice litigation was reviewed by Nash, Tertnand Walton (2004: 281). It
showed that doctors found the medico-legal prodesde an extremely stressful
experience. Furthermore, there was alcohol abubgsigal illness and suicidal
tendencies while depression and adjustment disbwdere relatively common.

The Committee on Professional Liability of the Aman College of
Obstetricians and Gynecologists (ACOG, 2000: 65)reaognized the impact litigation

may have on physicians and they state that:

Being a defendant in a medical liability lawsuitncke one of life’s most

stressful experiences.

In addition, it warns their members that duringtigdtion process, they may experience
increased stress alongside distressing emotionts dbiald adversely impact their
personal and professional relationships, their nadpractice and their relationship
with their patients.

Couch and Thiebaud (2002: 31) acknowledge that phgsicians go through a
pattern of emotional responses similar to the stajeagrieving, including the stages of
shock and denial which can lead to anger and dsipresin addition, Couch and
Thiebaud (2002: 31) highlight the prevalence of #meotional trauma of isolation,
shame and fear that follows a litigation process.

Having been through a medical malpractice trigttelR an Orthopaedic surgeon
in the USA, (Ritter & Ritter, 2003: 27), statedttha

This is an event that | would not wish on my wagsemy. The emotional

drains are worse than you will understand unless go through them
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yourself. This experience will affect you for thest of your life. ........ you

will always remember this ..... an enormous attackaur life and honour.

In addressing such concerns, the MAG Mutual Instega@ompany has a website for
their clients called ‘Managing Malpractice Stresshere they list some typical
symptoms of what they call the medical malpracstess syndrome (MMS). These
symptoms can include a negative self-image, feslioigisolation, massive emotional
impact, anger syndromes that may present as plgsicgptoms and fatigue syndromes
(http://www.mag,utual.com/risk/malpractice-stress

Another healthcare provider, HealthTexas Providetwdrk (HTPN), is a

physicians’ organisation governed by physicians.employs 350 physicians and
contracts another 1,600 physicians. Their clinlealders realise that despite the best
efforts in managing quality, malpractice litigatiovill be inevitable and this may be
very stressful to physicians. The HTPN gives ame@da of the initial shock felt by a
physician (Couch & Thiebaud, 2002: 31):

One physician was so stunned by being served witifigation of a lawsuit

that he could not talk for almost one hour and dombt continue his

schedule of seeing patients for the rest of the day
From the cited overseas literature it is evidemt timalpractice litigation and
medico-legal process may have deleterious impatthe psychological and physical
well-being of the individual medical practitionaNu (2000: 726) aptly refers to the

doctor who makes a mistake as tecond victim’ and says:

Virtually every practitioner knows the sickeningelieg of making a bad
mistake. You feel singled out and exposed — seligethe instinct to see if
anyone has noticed. You agonize about what to dethver to tell anyone,
what to say. Later, the event plays itself over amdr in your mind. You
guestion your competence but fear being discovered.know you should
confess, but dread the prospect of potential paméstt and of the patient’s

anger.

The reviewed overseas’ literature shows that itgénerally accepted that
malpractice litigation is a stressful event for piejans. However, in NZ, the medical
complaints’ process did not receive much attentiatil the enactment of the Health
and Disability Commissioner Act (HDC) in October9#9 This Act introduced an
independent complaints’ resolution process andCihée of Patient Rights as suggested
by Judge Cartwright following the 1988 Cervical Canlinquiry. Prior to this, medical
complaints were handled by the individual hospjtle ACC and the Medical Council.

The first NZ research on medical complaints atigdtion was undertaken on

general practitioners by Cunningham and Dovey (2000is research was extended to
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include other vocational groups — hospital-basextisfists and other general registrants
on the NZ medical register - by a survey in 200fith@ 201 doctors who had received a
complaint, Cunningham (2004:79) notes that therpeaped to be an immediate
negative impact on the doctor as:

They experienced emotions, including anger, defmesshame, guilt, and

reduced enjoyment of the practice of medicine
The notion of ‘shame’ experienced by doctors gahmgugh a medico-legal process is
highlighted in overseas literature (Charles, 19B¢gzeau, 2001; Couch & Thiebaud,
2002) and now in NZ literature (Cunningham, 2004).

The research by Cunningham (2004: 978) highlightsffarence between the
short and long term impact on the emotional statthe® doctors surveyed. The short
term included those immediate days after receiph@fcomplaint and for a period up to
six weeks, after which the emotional impact of deenplaint ‘softened’. Cunningham
(2004: 972) suggests:

That in the first few days and weeks after recg\ancomplaint, a doctor may

need emotional and practising support.

Furthermore, Cunningham, Crump and Tomlin (20038)&2und that for those NZ
doctors receiving complaints, there was no sigarftadifference ‘between doctors who
had graduated from New Zealand universities andehoom overseas institutions’.
Also, there was no difference in the emotional iotpH the complaint on doctors from
different vocational groups, in particular genemaactitioners or hospital-based
specialists.

In a study by Caplan (1994), British doctors weyenfd to be healthier than the
average person in the community but they were marmerable to significant
psychological issues and more likely than the ayegerson to use drink and drugs and
to suffer from depression. On the other hand, Db{2€l01: 540) who surveyed the job
satisfaction and sources of stress and psychologyg@ptoms among NZ health
professionals found that in each of the health ggou

Approximately 10% describe a level of symptoms thatssociated with more

severe psychological disturbance.

In addition, the Dowell (2001: 540) study showedtttoctors in NZ are under some
stress. Nevertheless, comparisons between respdosegscriptive statements on
stressors did not include specific reference tanipact of medico-legal processes. The
impact of a complaint and resultant medico-legakcpss may impose an acute stressor
on those doctors who may already be chronicallgssed. In this respect, Nash,
Tennant and Walton (2004: 278) postulate that #rsgnality style of many doctors
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may make them more vulnerable to the stress of diamdegal process because a
complaint may be viewed as an insult to their msi@nal integrity and failure to meet
the medical code of ethics, especially within @&¢heal culture of infallibility’.

The literature reviewed regarding the impact oflioe-legal processes seems to
result in a more complicated situation than meretgupational stress. The word
‘trauma’ is used a number of times in various psd€&harles et al., 1984; Couch &
Thiebaud, 2002). It may be that a notification afanplaint and subsequent litigation
process may produgymptomsf Post Traumatic Stress Disorder (PTSD) resulimg
different outcomes for the individual and requiridifferent management interventions

for the organisation.

Post Traumatic Stress Disorder (PTSD)

PTSD is an anxiety disorder that is usually defifgd‘the coexistence of 3
clusters of symptoms, namely re-experiencing (8itmi), avoidance, and hyperarousal’
(Shalev, 2001: 4). This disorder is distinct frdme bther psychological disorders in that
there is a requirement for exposure to a suddeantatic external event (Connor &
Butterfield, 2003: 248).

Post-traumatic stress is often used in conjunctrgh the term critical incident
stress. Initially it was used to define stress frmifitary combat, criminal violence and
natural disasters (Breslau, 2001). Now the death lof/ed one is included in the range
of traumatic events and there is a subjective comapbthat requires the person’s
response to involve ‘intense fear, helplessnedsoaior’ (DSM-1V, 1994). It has been
estimated that PTSD affects 8%-9% of the populat@annor & Butterfield, 2003:
247) and it occurs more frequently in women thanmen (Ballenger, Davidson,
Lecruiber & Nutt, 2000: 61). Some people preserthwymptoms of PTSD six months
or more after a traumatic event and they are disgghavith ‘delayed-onset PTSD’
(Shalev, 2001: 5). These people often present d#pression and ‘the underlying
PTSD is undetected by the physician’ (Ballengeal 2000: 61).

PTSD is strongly associated with suicide and caosgpwith depression in terms
of its impact on careers and relationships (Bakergt al., 2000: 61). The predictive
factors for PTSD not only include the involvemeritviolent trauma but also how
severe the trauma is and the length of time therieacontinues. Ballenger et al., (2000:
62) highlight the importance of the recovery periain the trauma and whether or not

it is associated with secondary stressors includitegne and job loss. Although a
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complaint or a medico-legal process is not classea violent incident it may be a
‘shocking’ experience and could manifest fyenptom®f PTSD.

Horowitz, Wilner and Alvarez (1979) compiled thredact of Event Scale (IES)
to provide a self-report assessment of the reatti@m identified traumatic event. They
maintained that individuals vacillate between awgoite and intrusion until such time as
they are able to process the information and utalesthe event in the context of their
worldview (Horowitz et al., 1979: 217). If the persis unable to process the
information and accept the situation, they are filehy to develop PTSD.

A study undertaken to measure the distress ot@adificers during a police
public inquiry, using the Impact of Event Scale ¢Rler, Johanis, Dimitropoulos,
Bartram & Hope, 2003: 387) showed that:

50% of the officers fell into the high or severaga on the IES following the
public inquiry, and suffered several reactions \hdace consistent with post-

traumatic stress.

Van der Ploeg, Dorrensteijn and Kleber (2003: 1&tnhpleted a study on the
impact of critical incidents and chronic stressons132 forensic doctors of 11 public
health services in Holland. Their research aimsewerexplore the consequences of
critical incidents on the health of forensic dostand whether these acute stressors and
health symptoms could be combined with chronicsstres to form a path model. The
Impact of Event Scale (IES) was used to self-reporany post-traumatic symptoms of
avoidance or intrusions. Three quarters of thenfsiredoctors had reported one or more
critical incidents in the past five years (Van &oeg et al., 2003: 162) and the results
showed that:

The more forensic doctors were confronted withiaaitincidents, the more they

suffered from characteristic posttraumatic respanse
This may be of importance for those NZ medical glists who have had more than
one complaint made against them.
As a medico-legal situation is a specific, ideabfe situation that has the
potential to cause distress and trauma, the Ingddevent (IES) scale is a reliable, valid
measure that could be used to ascertain their legvdistress and whether or not NZ

specialists experiencaymptom®f posttraumatic stress during a medico-legal ggec

Professional Impact

The psychological and physiological strain resgltifrom a medico-legal
process may have ramifications for the professigmaformance of doctors. In the
study by Charles, Wilbert and Kennedy (1984: 568)aol54 physicians that had
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experienced a litigation process, the respondadisitted to some indecisiveness in
certain clinical situations and sometimes an inighib concentrate. A further study by
Charles, Pyskoty and Nelson (1988: 358) of 64 migss that had been involved in a
malpractice trial, found that as a result of thedioe-legal process, 67% of physicians
performed unnecessary tests; 41% stopped seeingincgratients; 14% stopped
undertaking high-risk procedures and 31% questioheid own competence.

The effects of litigation on clinical practice wassalysed by Bark et al. (1997: 9)

and not all of it was perceived to be detrimensal a

Most considered that the threat of litigation hed to attempts to improve

communication with patients and staff to keep ateords.

Furthermore, Bark et al. (1997: 9) found a diffeerbetween surgical and medical
specialities whereby 30% surgeons involved in difign subsequently avoided certain
procedures and 22% of surgeons also avoided cestaifi. For those physician
specialists involved in litigation, 20% avoided te@n procedures and 10% avoided
certain staff.

A similar avoidance of certain procedures was &sod by Nash, Tennant and
Walton (2000: 280) in their meta-analysis of theauts of litigation where the majority
of doctors ‘who have been the subject of a complainlaw suit practice more
defensively.” This deterioration in the practice aiedicine could add further
occupational stress to the doctors involved.

An important consideration highlighted by Cunniagh (2004: 979) for the
medical profession and the health sector is thatptaints appear to ‘damage the trust
and goodwill toward patients’ and ‘may adverselypaut on the doctor’s ability to
practice medicine in a day-to-day- setting’. Theearcher could find no studies that
quantified ‘defensive medicine’ as a result of N&dito-legal processes.

The literature reviewed indicates that a medigal@rocess has the potential to

cause psychological and physiological strain fastdcs.

Gender and Medico-legal Stress

The NZ research by Tapper, Malcolm and FrizelleO@Q0on surgeons’
experiences of complaints did not identify the oeses by gender. Cunningham et al.
(2003: 627) and Cunningham (2004) researched theeported impact of a complaint
on NZ doctors of which 32% doctors were female. Ewsv, the results were not

discussed by gender.
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Theorell (2000: 1417) has shown that Scandina¥&anale doctors have a
higher suicide rate than Scandinavian male doctord, suggests that women doctors
may be more sensitive to the emotional demands exficme. Furthermore, Theorell
(2000: 1417) suggests that as the proportion of e@momedical students and women
doctors are increasing, gender differences shaeileixplored.

It is unknown whether or not there are gender ckfiees in NZ specialists in
relation to the impact of medico-legal processesweéler, Richardson and Burke
(1993: 811) showed that time pressures andhiteat of malpractice litigation were the
major sources of occupational stress for 303 Camagomen physicians

Thus, if female doctors experience more psycholdgicstress at the death of a
patient and require more social support to coper atpatients’ death, then this may

become a gender issue for senior specialists ipitaés and hospital management.

Medico-legal Impact on Families & Relationships

The literature reviewed has shown that a medigatlprocess has an emotional
and physical impact on the individual doctor andvhthey practice medicine. In
addition, the literature also shows a ‘spill-oveffect of this occupational stress to the
doctor’'s family (Charles, 1984: 565; Tapper et 2aD03: 983). An example of this
would be the carry-over of a work stress (eg metkgal process) into the home where
it could become a marital stressor. The corolldrismess carry-over’ could be when a
stressful work situation has a positive or congiveceffect on family relationships, for
example by sharing feelings and improving commuioos.

Reineck (1988: 285) notes that the impact of litga on families is
underestimated as the sued physician may fail cogrize the potential for medico-
legal stress to accentuate stresses that are yaloeadrring within the family. Feelings
of anger, shame, unworthiness and inadequacy #rate a result of a medico-legal
process may cause some doctors to withdraw thepsdétom their colleagues, their
spouse and family support and become very unconuative.

Furthermore, Reineck (1988: 285) notes that thesstfactors of the spouse are

very similar to those of the physician and mayudel a feeling of:
Marital isolation, financial vulnerability, socigllawkwardness and isolation
as well as a deep sense of loss in watching thetioea of the physician

spouse.

Regarding the importance of spousal support andotiiential detrimental effects on
relationships Ms Ritter (Ritter & Ritter, 2003: 2States:
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My question to myself is how to be supportive, teep a reasonable
objective approach, to keep our family on an eveel,kand to survive this
process, get something out of it for our own knalgke to help build our

character?

Currently no NZ literature is available that hasaltlevith the impact of specialist

medico-legal stress and its subsequent effect oassp relationships.

The literature reviewed on the impacts of medaxgal processes identifies a
number of important variables that could affect éxéent of medico-legal stress. These
include the specialist’s cognitive appraisal of theent, the outcome of the litigation
process, the time taken to resolve the medico-lpgaless, whether there was a patient
death and subsequent ‘hearing’, and communicatih kospital management. The

literature on these variables will now be reviewed.

2.1.4 Cognitive Appraisal

Charles et al., (1988: 359) comment that the waysigians appraise a medico-
legal situation will affect the impact that the stvaubsequently has on their well-being.
This concept otognitive appraisals a central component of the transactional stress
strain model of Lazarus and Folkman (1984). Theyntam that cognitive appraisal
acts as a mediating variable between a stresstubtgin and the subsequent
adaptational outcomes. This stressor-strain modiehtifies two kinds of cognitive
appraisal which can affect the coping strategieguired: primary and secondary
appraisal. Primary appraisal is thppraisal of threatof the stressor while secondary
appraisal is theappraisal of controllability of the stressful situation (Lazarus &
Folkman, 1984).

A threat is perceived as a potential danger to omell-being or self-esteem,
involving harm or loss (Lakey & Cohen, 2000:34). cAmplaint and medico-legal
process has been shown by the literature to betent threat to a specialist’'s
livelihood, self-esteem and general well-being:dfjnitive appraisal acts as a mediating
variable in the stressor-strain model (Lazarus &ifan, 1984), then it would seem
likely that the more a medico-legal situation isgeéved as a threat then the greater the
level of distress the specialist will experience.

The secondary cognitive appraisal of controllapilis when the individual
evaluates whether or not they can do anythingrtordsh the potential harm or improve

any benefits, thus mitigating the impact of thees¢or (Folkman, Lazarus, Dunkel-
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Schetter, DelLongis & Gruer, 1986: 993). In a medegal process, the specialist may
believe they could affect the outcome by prepatiuegter reports, being trained in
communication or having a good ‘expert witness’.u3hhe greater the perceived
control over the medico-legal outcome, the lessels the specialist should experience.
International research has shown (Theorell, EmAatktz & Weingarten, 2001:
724) that when there is little opportunity to exawhtrol over one’s own work situation,

there is:
A risk factor for myocardial infarction, gastroistmal disorder, sick leave

and psychological symptoms such as tiredness gneson
Doctor’s lack of control over their work has shotenbe associated with psychological
disorder and dissatisfaction (Tennant, 2001: 69%hether or not a sense of
controllability over a medico-legal process will pnove physiological and

psychological symptoms is unknown.

2.1.5 Medico-legal Outcome
Charles et al., (1988: 359) indicated that:

In terms of symptomatic and behavioural responsesaipractice litigation, it
does not matter whether a physician goes to trigiven whether he or she is

vindicated by a favourable trial outcome.

The profound emotional distress which sued physgcexperience in the USA appears
to have ‘no correlation with the guilt or innocenas eventually established by the legal
system’ (Couch & Thiebaud, 2002: 30). It appeaed thdoctor receiving a complaint
does experience stress, and it doesn’t appear ttemwehether or not the medico-legal
outcome is favourable or unfavourable.

The above papers emphasize the vulnerability osehphysicians who lose
litigation proceedings and found that their needsigpport was not satisfied. This is an
issue to be considered by DHB management and $ige&alleges for those doctors

who are fined, cautioned or placed under supenvisioa Disciplinary Tribunal.

2.1.6 Time Taken to Resolve the Medico-legal Proces

Charles et al., (1984: 565) maintain that the difign process is normally
lengthy and characterized by delays and that #wisextend acute litigation stress to a
chronic stress situation whereby this could become adfaict physician impairment’.
The articles by Nash et al., (2004: 2803 Kelly and Gebhardt (2004) further highlight
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the issue of length of time of complaints or litiga processes and how this may turn
the medico-legal process into a chronic stressor.

An analysis of 500 medico-legal claims brought agaBritish Obstetricians
and Gynaecologists showed that the time taken foomplaint to settlement/court
hearing being anywhere from three to five yeard.yBeh, Coker & Dua, 1996: 1239).

A medico-legal process may initially be an acutessor as it involves the
professional competency and judgment of the medipatialist per se and may have
immediate and long-term impacts on the specialistaslihood and well-being. The
literature has shown that a medico-legal processgoaon for years before there is any
resolution and this can turn the acute stressoranthronic stressor. At this stage, no
research in New Zealand is available to directlpwshthe link between acute and

chronic stressors in relation to complaints agaimstlical specialists.

2.1.7 Patient Death & Public Inquiries

Redinbaugh, Schuerger, Weiss, Brufsky and ArnoiD{2 188) highlighted the
grief or psychological distress experienced by theedre professionals when a patient
dies and interestingly, female doctors reportedenfsychological distress than male
doctors. This point is further emphasized in a ig@ale study of 37 emergency workers
in Canada who went through a public inquiry aftedemth in-care whereby they felt
betrayal, anger and reduced commitment due to dbk of organisational support
(Regehr, 2003:6). They believed that the orgarisatvas more interested in avoiding
litigation than supporting workers.

Ritter (in Ritter & Ritter 2003: 27) stated thdthaugh the whole litigation

process is stressful, however:

The trial is worse; it is worse than anything yoavé experienced; prepare to be

insulted and interrogated for hours.

The impact and subsequent support that may be regiby medical specialists
participating in a NZ Coroner’s Inquest or other M&dico-legal inquiry is unknown. If
the specialist support needs are unmet, the saghade of betrayal and anger may be
experienced.

The death of a patient is the most serious adversmme of healthcare delivery
and Parker and Lawton (2003: 455) have shown tidgments of responsibility and
blame are associated with the seriousness of ttoerme of an adverse incident. Thus

according to Parker and Lawton:
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Colleagues and patients will be less sympathetit wifl tend to blame the
perpetrator to a greater extent, the more seribesotitcome of the mistake

and the more a protocol or guideline was not foddw

Another study of the emotional reactions of hadpioctors to the recent death
of a patient showed that ‘women and those doctdre thad cared for the patient a
longer time experienced stronger emotional reastigRedinbaugh, Sullivan, Block,
Gadmer, Lakoma, Mitchell, Seltzer, Wolford & ArnpRD03: 85).

Complaints against NZ specialists may involve agpatdeath, in which case the
doctor is not only dealing with the trauma of theath of a patient, but experiences the

additional burden of having their professionalawcet under scrutiny.

2.1.8 Communication with Management Regarding Media-legal Impact

The literature discussed in the previous sectitas shown that medico-legal
processes can cause occupational stress to a dauathopotential negative impacts on
their well-being, their relationships and on thealijy of healthcare delivered to
patients. A physician executive, Dr Mark Gorney(2028), maintains that if a doctor
‘attempts to sustain normal productivity standaads schedule demands’, feelings of
stress and anxiety may be compounded.

The emotional impact of the complaint or mediegal process can make
doctors question their sense of adequacy and veorthdmitting that they may not be
emotionally coping may further compound the serisaamlequacy. Being able to share
these feelings with someone may be difficult fornmapecialists. In addition, the
differences in the ‘cultures’ of management andsphigns (Kaissi, 2005: 171), may
mean that specialists do not feel comfortable agrgito their DHB managers that they
are under stress.

Sick leave can be an indication of work stress ifdaki, Sutinen, Elovainio,
Vahtera, Rasanen, Toyry, Ferrie & Firth-Cozens,12@®1), however Theorell (2005:
1028) hypothesizes that taking sick leave as a fofrieoping with occupational stress
will be influenced not only by the individual persdity but also by the work
environment. In NZ public hospitals, if a speciatakes stress or sick leave, the burden
of their work, including after-hour calls, is cadi by the remaining doctors in that
speciality. This can be a large burden, espedialthe smaller regional hospitals where
only a small number of specialists are employedach department (eg Orthopaedics).
Furthermore, patients who have waited up to six therfor an appointment, or
sometimes years for surgery, will have to be delagmd this could compound the guilt
that the specialist may already be feeling from iinedico-legal process. Thus it is
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unlikely that sick leave would be a useful indicadd the distress that a specialist may
be enduring.

A medical certificate showing a diagnosed mentaldamon is required for a NZ
specialist to take ‘stress leave’ from a DHB. Thsy limit the communication of

medico-legal stress by specialists to their employe

2.1.9 Research Hypotheses for Medico-legal Stress

Based on the review of current literature on mediggal stress, the following
hypotheses have been formulated:

Hypothesis 1
A medico-legal situation will cause mild to moderdévels of distress in NZ
medical specialists as measured by the IES.
Hypothesis 2:
A medico-legal process, regardless of outcome (fealde or unfavourable), will
cause mild to moderate levels of distress in NZinad&pecialists.
Hypothesis 3:
Specialists’ level of distress from a medico-legabcess will be significantly
different based on gender.
Hypothesis 4:
Medico-legal situations that took longer to resoliél result in higher levels of
distress.
Hypothesis 5:

Levels of distress will be positively related t@ texacerbation/cause of physical
and emotional/psychological conditions.
Hypothesis 6:
Levels of distress will be positively related t@ tbognitive appraisal of the extent
of the perceived threat to professional identitgt egputation.
Hypothesis 7:

Levels of distress will be negatively related t@ tbognitive appraisal of the
control/influence over the medico-legal processonre.
Hypothesis 8:
A death of a patient and appearance in the Coren@durt or Disciplinary
Hearing will result in higher levels of specialidistress and a greater negative

impact on physical, emotional conditions.
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Hypothesis 9:

Specialists will not discuss with employers / htalpmanagement the issue of
possible stress during the medico-legal process.

Hypothesis 10:

Specialists with mild to moderate levels of distr@sll not request stress or sick

leave during the medico-legal process.
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2.2 Section Two — Literature Review of Social Suppb& Medico-
legal Stress

The literature review in the previous section sdgd that medico-legal
processes are a potential workplace stressor thgtresult in strain. This strain can
cause immediate emotional distress affecting thikhvegng of the doctor. The longer-
term consequences may include a negative impadherguality of life, job-related
outcomes as well as mental, physical and behaJidwalth. Social support in the
workplace has been shown to be protective agaiostipational stress and adverse
health outcomes (Lerner, Levine, Malspies & D’Agost 1994).

Current definitions and social support theory hod these have been applied to
the stress of a medico-legal situation will be egxed.

2.2.1 Social Support Definitions and Theory
Definitions

The definitions of social support are many andadand there appears to be no
consensus. Deelstra, Peeters, Schaufeli, StroebZigstira (2003: 324) define received
social support as ‘actions of others that are lélpf intended to be helpful’. Rodriguez

and Cohen (1998: 536) refer to social support@®eess:
By which individuals manage the psychological anatarial resources

available through their social networks to enhathegr coping with stressful
events, meet their social needs and achieve thaleg
Thoits (1986: 417) views social support as a swt coping assistance,

whereby others assist the person in the stregsfugaction to:
Change the situation, change the meaning of thetsin, change his/her

emotional reaction to the situation, or to changtheee.

In this way, social support assists in eliminatorgaltering the stressful situation and

helps to control the associated feelings of depres® anxiety.

Social Support Approaches

Social support is multidimensional with many consts and measures. The two
main approaches to social support appear to beregtiuctural or functional. The
structural approach to social support focuses on the netwankkconnections of the
individual (Thoits, 1995: 64). This approach isereéd to as the ‘main effect’ model as
it proposes that social support will enhance irdlial well-being regardless of their
stress (Rodriguez & Cohen, 1998: 537). Measuremehtructural support usually
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include the extent and interconnectedness of aivithal's personal relationships
(Lakey & Cohen, 2000: 32).

On the other hand, theinctional approach to support involves a person being
socially supportive towards another individual tdfifl a particular function, either
perceived or actual (Rodriguez & Cohen, 1998: 536)s is sometimes known as the
‘stress-buffering’ model in that when the individlimexposed to stress, social support
protects the person from any deleterious effectal(iuez & Cohen, 1998: 537). There
is still no certainty regarding the ‘stress-buffigyi effect of social support as some
studies show buffering effects while others do @agtthis is largely due to the lack of
consistency in the research methodology (Frese9:19%99; Beehr, Farmer, Glazer,
Gudanowski & Nair, 2003: 221).

Functional support could include the provision mfiormation and assistance to
complete tasks, boosting the self-esteem of thesoperor by being emotionally
supportive through listening. The functional pedpe of social support is defined by
thetypes of supportand is usually broken into two types — emotiomad astrumental
support (House and Kahn, 1985; Thoits, 1992; Fidfgonnett, 2005).

Types of Social Support
According to Fenlason and Beehr (1994: 1I58jrumentalsupport is giving:

Tangible assistance, such as physical assistanail an the form of advice or

knowledge needed to complete a task or deal wathessful situation
In relation to medico-legal processes, an examplagsirumental support would be
legal counsel assisting the specialist to prepara tourt appearance.

The other type of social support is that emotional support which is
characterized by the actions of caring or listersgmpathetically to another person. It
could include humour, praying for someone, offerergouragement, or simply being
present (Finfgeld-Connett, 2005: 5). In the contédxhedico-legal processes, emotional
support could involve a colleague listening to acsalist talk about the circumstances
regarding the complaint.

Sources of Social Support

Studies on the sources of social support for catapal stress are usually based
on the main categories of supervisors, coworkedsfamily / friends (Hudek-Knezevic
& Kardum, 2000: 195). For this study, these thrategories will be adapted and used

as the framework for measuring social support, \theh additional category obther
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(Frese 1999: 183). Examples of thath'er’ category for this research would be the
Specialist College / Association, counsellors, legainsel and union representatives.

Fenlason and Beehr (1994: 173) found that the dmstce of social support for
people experiencing workplace stress was from sthrethe workplace, especially the
supervisor. In the NZ health sector, this wouldude specialist colleagues, Heads of
Department (HODs) and nurses. Thoits (1986: 42@nhdothat the most successful
support-givers were those who had been throughlasinstressful situations, eg a
specialist who has already experienced a medical-f@gcess.

Other research on physical illness suggests #tatimes, the worst support-
givers are ‘family members who are themselves &dteor threatened by the victim’s
life crisis’ (Thoits, 1995: 65). This may apply to medico-legal situation where the
spouse is emotionally and financially affected g $ituation.

Psychological adjustment to a stressful event mayaffected by perceived
support as this may bolster an individual's seteem and feelings of worth, as well as
enhancing their feelings of social integration atthchment (Valentiner, Holahan &
Moos, 1994: 1099). Studies have shown a weak atival between measures of social
support received and perceived social support. dureent research emphasis is on
perceivedsocial support, as it has ‘been found to be miustety linked to health and
well-being’ (McNally & Newman, 1999: 311). Percedvesupport is situational and
behavioural involving interactions between indivatki For this researciperceived

support will be measured in relation to a specifedico-legal situation.

Coping

Coping refers to those behaviours that eliminatieite the source of stress or
minimize the emotions caused by a stressor andubgsequent impact on health. This is
referred to as th&ransactional approacho stress and coping and is situation-specific,
such that the coping strategies are analysed ipomsg to a specific stressful
transaction, eg a bereavement (Thoits, 199Bjs transactional approach will be used
as a theoretical model for this research.

Lazarus & Folkman (1984) identify two major catege of coping strategies.
Firstly, ‘problem-focused’strategies for minimizing the actual stressor awtondly,
‘emotion-focusedstrategies for decreasing the emotional respdriggered by the
stressor. These two coping strategies are usuaihd uogether in dealing with a

particular stressor (Thoits, 1995: 60).

41



Problem-focused coping strategies include devetppimplementing and
evaluating an action plan to deal with the stressaw manage the stressful situation.
Emotion-focused coping strategies focus on expngssmotions, changing attitudes or
avoidance / denial of the emotions caused by ttessir. In relation to medical errors
and complaints, both types of coping strategiespambably required, however there is
no NZ literature to show the coping strategies usethedical specialists.

The other model of stress and coping is #teictural approachwhere a
particular style of coping is preferred and thiscensidered to be a function of

disposition or personality type (Hudek-Knezevic &ridum, 2000: 192).

2.2.2 Optimal Matching Theory of Social Support

Cutrona (1990) highlights the importance of offgrisocial support that is
specific to or matches the individual’'s need ardagion, as inappropriate support may
be ‘distressing’. In this ‘optimal matching theorgf support, Cutrona (1990: 8)
maintains that the most influential dimension ighacontrollability of the stressors. If
a stressful situation is perceived to be contrédiathen the most appropriate actions
would be ‘problem-focused coping strategies reqgir ‘instrumental support’,
including information and tangible assistance (Gudr, 1990: 8). Alternatively, if the
stressful situation is perceived to be uncontrédathen nothing can be done to change
the course of events or the consequences.

When stressful events are uncontrollable, Cutrd@®0: 9) predicts that the
most optimal match for minimising negative emotion@actions will be emotional
support, as when stressors are perceived to bentroliable, they are thought to be
more distressing (Valentiner et al., 1994; Tholi895). The researcher could find no
literature on medico-legal stress in relation ®dbntrollability of this event / situation.

Another important aspect of Cutrona’s (1990) ‘ol matching theory’ is that
of ‘esteem support’ whereby the individual is remed that they have the competence
and ability to cope with the stressful situatiorstdem support may be important for
specialists enduring a medico-legal process, tmaté the feelings of ‘shame and guilt’
(Charles, 1988; Cunningham, 2004; Nash, 2004) es lthve to continue working. For
the purpose of this study, esteem support was dedwith emotional support in the
guestionnaire.

In the ‘optimal matching theory’, another impottatimension for matching
social support to stress, besides controllabiigythat of thdife domain.Social support
offered should also match the nature of the losghm ‘life domains’ of assets,
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relationships, achievement, or social role (Cutrdb®@0: 8). Relating this to the medico-
legal situation, specialists could potentially faaeloss in the ‘life domains’ of
achievement (their work, income and assets) and gbeial role (how they are viewed
by their colleagues and society) would be negatiadfected. Thus, in addition to
instrumental and emotional support, specialists ldvaequire esteem supporand
network supportduring a stressful medico-legal process. Sourcesstdem support
could be colleagues, management and nurses, wétileork support could be from the
specialist Colleges / Associations.

Applying the ‘optimal matching theory’ would meémat if specialists receive
the righttype of support (emotional / instrumental) from thehtigource (family /
colleagues / management / other), then their le¥eltress should diminish during a
medico-legal process.

Designing studies that measure social supportliglgis the difficulty of
integrating results and methodology for this toprecause of the multifaceted nature of
the construct and the lack of consensus of howdasure it (Hutchinson, 1999:1520).

2.2.3 Social Support and Medico-legal Processes

Overseas literature was reviewed to find tyyees andsourcesof social support
that have been applied to a medico-legal procedsitier or moderate the effects of
stress on medical practitioners.

In her paper ‘Coping with a medical practice suitharles (2001: 56) outlines
strategies for physicians to use when accused gfrawice and, interestingly, notes
from her clinical psychiatric practice that phyais in general are:

Self-critical and, therefore, have a tendency toaubdothemselves, be
vulnerable to feelings of guilt, and to possess exaggerated sense of
responsibility.
This type of personality, combined with the aspg#dort law in the USA that demands
that fault must be established, becomes a persmsalult on the physician’s integrity,
resulting in stress symptoms.

Charles (2000: 56) describes the pervading feetihgpeing out of control
throughout the litigation process and that reg@nmastery’ is essential to the coping
process. Essentially, Charles (2001: 57) categotise required coping strategies into
three major areas of: social support, restoringtengsnd self-esteem, and changing the
meaning of the event. Fundamental to the succesthade coping strategies is

understanding the litigation process as well aspthehological / emotional responses
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that the physician may experience throughout thgthey process. A key point made by
Charles (2001: 55) was that introducing:

Rapid interventions aimed at reducing the effectsswess will decrease
disability, restore self-esteem, diminish risk farture claims, and enable

physicians to be “good” defendants.

It thus appears that Charles (2001) categorisgigation episode as an acute stressor or
critical incident.

Brazeau (2001: 41) highlights the different stagesa litigation process,
including the psychological responses or feelingd the physician may experience at
each stage. These feelings include ‘shock, destiaime, loss of control, anxiety, anger,
depression or physical symptoms’. These may s8ll dxperienced long after the

litigation process has been completed. Accordingrazeau (2001: 43):

As long as two years after their lawsuits, physisiahave reported
experiencing more job strain, more shame and mowghtdthan they did
before their lawsuits, although these feelingslass intense than during the

lawsuit itself.
Brazeau further advises physicians to take anectle in malpractice prevention as a
constructive way of dealing with disciplinary corajpits.

Louise Andrew, a medico-legal consultant and Asdedirector of the Centre
for Professional Well-being in the USA, states tdating a medico-legal process,
support systems may not be available, as colleagheshave not been through such a
process cannot offer empathy and the hospital Artieyent may be adversarial. In
addition, friends and family may think that mediegal processes only occur when the
doctor has actually made a mistakiettd://www.emedicine.com/emag/topic60.htm
2005).

Andrew (2005) further emphasises the importarfcphgsicians sharing their

feelings with family and friends, as well as havipgvileged communication with a
counsellor/psychologist or minister. She suggelta physicians work closely with
legal counsel and proactively participate in alpexgs of the litigation process. A
positive outcome of the medico-legal process cdddhe ‘barning’ that arises from
such an experience, whereby the doctor may imptiose behaviour, communication,
coping skills and, subsequently, their practiceneflicine.
The Committee on Professional Liability of the Aman College of

Obstetricians and Gynecologists (ACOG, 2000: 6%j)gests that defendant physicians
may need help from peers and other professionatope with their stress and they

should look at the option of support groups tosishiemselves and their families.
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Both Charles (2001: 57) and Brazeau (2001: 43) asiph that physicians
should seek the help of appropriate health prodesds if they feel over-whelmed by
the stress of the experience, as well as maingiamactive life balance. At this stage,
there is no literature in New Zealand that wouldicate whether or not counselling is
made available to specialists by the hospitalswbether they avail themselves of
private counselling during a medico-legal procdd$se Medical Assurance Society has
recently provided access to counselling for theemrbers to deal with litigation stress.

Reineck (1988: 285) highlights the support striategvailable for American
physicians’ families going through a litigation pess. These include an American
Medical Association auxiliary booklet prepared frarspouse’s viewpoint, as well as
tapes and videos. The booklet lists support progresn available in different
geographical areas for physicians and their familgad includes physicians willing to
act in a support capacity. No comparable resouccesd be found for NZ medical
specialists, although the NZ Dental Association lpmeduced a comprehensive
publication for their members called ‘Self-Care Bmntists’.

PTSD and Social Support

As discussed in the first section, there is somidesce that a medico-legal
situation may involve an element of trauma and fpmg of PTSD, necessitating more
specialised support interventions. Ballenger, Dsang Lecrubier and Nutt (2001: 61)
identify three important components for the manag@mof PTSD. The first is
education to inform the person that they will expece specific emotions, and how
these should be handled; secondly, psychosocigbosumr counselling should be
provided, if necessary, within two weeks; and, lfinacognitive-behavioural treatment
initiated, focusing on the specific traumatic event

Haslam and Mallon (2003: 278) undertook an invesiign of PTSD symptoms
among 31 firefighters in the Midlands, United Kiga and the availability of social

support. When these firefighters were asked whaw thlied on for emotional support:
Most said that they relied on their partners, beeahey felt that they were

understanding while others chose their partnersm they did not want

their colleagues to know how they fefHaslam and Mallon, 2003:

282).
Some of the participants relied on emotional supfrmm their colleagues as they
either did not have a partner or they believedrtbelleagues could relate better to the

incident. It is not known whether the spouses/magiof specialists are as important for
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emotional support during a medico-legal processeiVasked about official support
within the fire service, service Chaplains and alimg services were mentioned.
However, according to Haslam and Mallon (2003: 282)ny:

Felt unable to seek support from within the brigade to the macho image
associated with the job. They felt that asking $sapport was admitting to

failure and even prompted worries that it may leasgacking.

From this preliminary study, the authors suggeat the fire service should try
to ensure that formal support systems are seeocaslg acceptable by the fire-fighters,
and suggested that an external support network uteirp place such that the
confidentiality of the firefighters could be assir& his finding may be applicable to
similar situations for NZ medical specialists, asis not known whether or not
counselling confidentiality is an issue in similgituations. Overall, the findings of
Haslam and Mallon (2003) suggest that firefightams at risk of PTSD symptoms but

that this may be minimized by provision of adequsatpport networks.

2.2.4 Gender and Social Support
In a study on undergraduate students coping wipegific situational stressor,
Carver, Scheier and Weintraub (1989: 278) found tha

Men reported more alcohol use in the situation thveye focusing on than
women, and women reported seeking social supporefiaotional reasons

more than did men.
Interestingly, another study by Beehr, Farmer,z&aGudanowski and Nair (2003:
220) found the important variable was not genddrrhther the difference igender
role in moderating the relationship between social supgnd strain:

Such that more feminine people react strongly argitipely to social support

than more masculine people.do
A cross-sectional study of 161 Canadian physiciasd that women in the

medical speciality ‘felt more comfortable and reported fewwematic symptoms than
women insurgical specialities’ (Bergman, Ahmad & Stewart 2003: 17#@)addition,
the women surgeons reported having a heavy worklead work satisfaction and less
support from their colleagues when stressed. Sairgipecialities are traditionally a
more male-dominated speciality, which could accotort some of this variance.
Bergman et al. (2003: 176) further maintain that thfferences explaining physical
symptoms between the sexes:

Suggest different strategies for women and menettuge their levels of
stress, thereby enabling physicians to provide eatieout prejudicing their

own health
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The results of a study by Evans and Steptoe (208P). suggest that:
When men and women occupy jobs in which they are ioultural and

numerical minority, there may be adverse effecis dne gender-specific.

In this study of accountants and nurses, it wasidothat more work problems were
experienced by female than male accountants; anudlg rather than female nurses.
Furthermore, male nurses had the highest incidesfcsick leave, while female
accountants had the highest incidence of anxiety.

In NZ, female specialists constitute 21% of the 28@ecialists. However, in the
surgical specialities, which are traditionally doatied by the male gender, females

constitute a lower percentage as is shown by Talle

Table 2.1: Percentage of Women in NZ Surgical Spetities

Surgical Specialities Percent Women

Cardiothoracic Surgery 6 %
General Surgery 4%
Neurosurgery 0%
Obstetrics & Gynaecology 35 %
Otolaryngology Head & Neck Surgery 3%
Plastic & Reconstructive Surgery 7%
Vascular Surgery 8 %
Urology Surgery 3%
Paediatric Surgery 31%
Orthopaedic Surgery 4%
Ophthalmology 13 %

Source: Medical Council of NZ — Workforce AnahZi93

It is unknown whether or not there are genderediifices in NZ specialist
requirements for social support during a medic@l@gocess.

The literature review by Nash, Tennant and Wal@2d04: 28) highlights the
fact that the support required for medical pramtiérs is multi-faceted, as the impact of
a medico-legal process is also affected by theud#i and culture of the society in
which the doctor is practising.

In addition to spousal support, the literaturaeevhighlights the importance of
collegial, hospital and legal support to assisttoliecin managing the stress arising from

medico-legal processes.
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2.2.5 Collegial Support

Thoits (1986: 67) has found that the most effecsupport-givers are those that
are similar to, or have successfully been throulyd,same stressful experience as the
individual concerned. This would indicate that ealjues, in particular those that have
been through medico-legal processes themselves|dwae the most effective in
providing social support for other specialistshe same situation.

Newman (1996: 2841) suggested that collegial sdpigoa useful problem-
focused coping strategy, whereby a mistake or camipis discussed with colleagues.
Likewise, professional validation and reassuraneg ilme a useful emotional-focused
coping strategy to deal with the feelings of shaqelt and fear. Interestingly, in this
study all the participant physicians had recognittemdr colleague’s pain and need for
support, however only nine (32%) ‘would have unctodally offered support’
(Newman, 1996: 2841).

Parker and Lawton (2003: 455) indicate that cadlegupport is helpful in
dealing with adverse incidents, however anecdotadlemce suggests that it is not
forthcoming. Likewise, Redinbaugh et al. (20039).®und that a coping strategy for
dealing with a patient's death was receiving emmiosupport from colleagues,
however ‘35% felt that their needs had gone unmet'.

Dornhorst, Cripps, Goodyear, Marshall, Waters &uwdldy (2005: 49) found
that a major source of dissatisfaction for NHS sgdests was the lack of support offered
by the Royal Colleges, as well as a lack of redigmiand respect from colleagues. No
similar research could be found for NZ and it id known how important collegial
support and support from the Royal Colleges ispEcmlist undergoing a medico-legal
process.

Collegial support during a medico-legal process rmafjil the hypothesis of
Cutrona (1990: 8) that emotional and network suppway result in a sense of control
and self-confidence, which should assist effectioping behaviour. When the threat to
self-esteem is high, less social support mightdagylst as the specialist may know and
accept the fact of having made a clinical error.

Collegial work relationships may, however, alscab&ource of stress, especially
where there is conflict and active dislike (Henderg. Argyle, 1985: 230). This may
occur in healthcare specialities, both within spksti departments (eg surgical), or
between departments (eg anesthetics and surgmal)y the case of medico-legal

processes where a number of specialists are indolve
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A social support process model by Finfgeld-Con@005: 5) identifies
antecedents that must be in place before emotaninstrumental support is brought
into play to improve stress, and these are corgpgtific. These antecedents include
(Finfgeld-Conett, 2005: 6):

A need or a willingness to accept social supportsagial network of

unconditionally accepting and trustworthy type Igyvef people; and a similar

social climate of shared experiences and commanefraf reference.

Some of these antecedents may not be present fioignant doctors who have not had
the time to build up extensive networks inside antkide their medical speciality or
social environment.

New Zealand has a large number of overseas trapedalists (36%) working
in the health system who have not been through Reaand universities or specialist
training programmes (Medical Council of NZ, 2003: As a result, they may not have
built up the same support networks within the maldfcaternity. The fact that social
support can act as a stress-buffering process ilaag fpverseas trained’ specialists at a
disadvantage when coping with a disciplinary conmpla

The researcher could find no official publicatidnsthe specialist Colleges or
Medical Association to assist specialists goinguigh a medico-legal process. There
appears to be no national, structured system tégial support.

2.2.6 Hospital Management Support

During a litigation process, the clinicians in tBark, Vincent, Olivieri and
Jones (1997: 11) study emphasized the importansapyort from their family, friends
and colleagues as well as other professionals. eThegre angry comments and
dissatisfaction regarding the lack of personal supfsrom hospital management, with
‘descriptions of unfair criticism, judgment and et hunting’. Specifically,
‘management was criticized for a lack awarenesthefeffect of litigation on doctors
and for failing to consider doctors’ needs’ (Barkak, 1997: 11). In NZ hospitals,
managers are not always medically trained, althauighusual for a Clinical Director to
be appointed. Heads of Departments (HODS) are lyssacialists who are allocated a
percentage of their time to complete administratiagiks.

A study on NZ Orthopaedic and General Surgeongéegnces with complaints
to the HDC by Tapper, Malcolm and Frizelle (20048pfound that:

Hospital management was supportive in only 34%asies, neutral in 52% of

cases, and difficult in 14% of cases.
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This is interesting when over 50% of breach repoftdshe Code of Rights involve
public hospitals and systems (HDC Annual Repor®32@8).

According to Thoits (1986: 420), empathy seem$éaothe key to matching
social support with a stressful situation, whilenrempathetic and dissimilar assistance
may increase an individual's feelings of distrefbere may not be much empathy
between management and clinicians, as they tehdwve different occupational cultures
and values (Kaissi, 2005: 170). For both teache rmurses, Cutrona and Russell
(1987: 56) found that the ‘reassurance of wortheapp to be a crucial element in
preventing burnout’ and that the most effectiversewf work-related support was from
their supervisor. For medical specialists, this rbayapplicable if the ‘supervisor’ or
Head of Department is another clinical specialist.

Imposed instrumental support at work may have gatiee impact on self-
esteem and reduce freedom of choice, causing awidodl to have feelings of
incompetence, thereby inducing further feelingslisfress (Deelstra, Peters, Schaufeli,
Stroebe, Zijlstra & Van Dornen, 2003:325). As ideedl by earlier research, medico-
legal processes negatively impact on a doctor'sestbem, causing feelings of guilt
and shame (Charles, 1984; Cunningham, 2004; andh, N&@04). Thus, any stress
management interventions should noirbposedbut should be made available through
appropriate channels in consultation with the meinal Colleges, doctors’ union and

specialists themselves.

2.2.7 Legal Support

In the study by Bark et al. (1997: 11), 22% of tloetors surveyed wanted more
information and training regarding the legal pracand the realities of being in a court
or ‘hearing’ situation. Likewise, Nash, Tennant aidlton (2004: 281) conclude that
greater efforts should be made to firstly addresdoator's fear of medico-legal
processes; as well as changing the expectatiortitabrs have to be infallible or that a
medical mistake comes from a lack of incentivealaetappropriate care. They advocate
further research into medico-legal processes andnpact on doctors so that medical
and postgraduate students in the future are apptelyr educated and equipped (Nash
et al., 2004: 281).

In NZ, medical defense is provided by one insuraagency, the Medical
Protection Society (MPS), administered by the NZdMal Association. A firm of
barristers and solicitors is then contracted byMIRS to act for their member specialists

during a medico-legal process. Interestingly, it usknown whether or not NZ
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specialists are satisfied with the legal suppoat they receive during a medico-legal

process.

2.2.8 Research Hypotheses for Social Support

Appropriate social support along with the apprdaisd ‘threat’ and
‘controllability’ are important variables in thersssor-strain and optimal matching
approaches to occupational stress. Overseas'’tliterhas shown that partner, collegial
and organisational support are necessary to mieinii® impact of medico-legal
processes. Based on review of the literature reaksapport and medico-legal stress,

the following hypotheses have been developed:

Hypothesis 11:

The importance of emotional support will be negairwelated to the control over the
outcome of the medico-legal process.

Hypothesis 12:

The importance of instrumental support will be posly related to the perceived
controllability over the outcome of the process.

Hypothesis 13:

Specialists will place higher importance on, andrmee satisfied with, collegial
support than on organisational support during aiooel@gal process.

Hypothesis 14:

Lower levels of distress are positively relatedwitie gap between the importance —

satisfaction of emotional and instrumental support
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2.3 Section Three: Human Resource Strategies to Manadydedico-
legal Stress

2.3.1 Introduction

Under the NZ Health and Safety in Employment Ammeedt Act 2002,
employers must take all ‘practicable’ steps to nggnavorkplace hazards, including
occupational stress. Any hazards/stressors thatotde eliminated or isolated must be
minimized. Complete elimination of medico-legal peeses in a democratic country is
virtually impossible. Employers, however, have diigation to proactively manage
these processes and monitor the impacts of thessir to prevent ‘harm’ occurring to
their employees. Any interventions to manage litagastress must protect the privacy
of the individual specialist.

In Britain, Firth-Cozens (2003: 670) has showat th8% of doctors and health
professionals are above the threshold levels ekstrcompared to around 18% in the
general working public. The practice of medicines lthe potential to cause chronic
stress. In addition, making a mistake and the tasumedico-legal process have been
shown to be a major stressor to doctors. In arselbrt and cross-sectional study of 225
doctors, one third of them reported delivering low&andards of patient care primarily
as a result of stress (Firth-Cozens & Greenhal@®,711019). If these figures were
applicable to NZ, then alleviating the occupatiostiess of doctors would have a
positive flow-on effect to patient care, as well essuring that the DHBs fulfill
legislative employer obligations.

The literature reviewed in the previous sectiboveed that appropriate social
support has positive associations with health aptl-being. However, Deelstra et al.
(2003: 329) have shown thmposedinstrumental support at work may have negative
effects and cause more distress, especially wheae th a threat to self-esteem.

The practice of medicine in itself is known togieessful. The addition of stress
from a medico-legal process could place 