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The Bioethicist at Matukituki 

General Hospital was 
approached by a house-surgeon who 
was deeply upset and contemplating 
giving up her medical career. She had 
been working for a consultant who 
seemed to delight in taking every 
opportunity possible on ward rounds 
to point out if she had made a mistake 
or done something that he did not 
completely agree with. He was a senior 
and well respected consultant and 
when this first started happening she 
began to seriously doubt her abilities. 
She noticed however that she had 
never had this problem with any other 
consultant and that in general the 
decisions she made had been perfectly 
acceptable in the case of patients cared 
for by other consultants, even on the 
same service. She was sufficiently 
disturbed by this that she talked to 
some of her junior medical colleagues. 
She found that this particular 
consultant was prone every now and 
then to take exception to somebody 

Commentary One 

Robyn Carey 
Sixth Year Medical Student 

r-rihe rigours of life as a junior doctor 
.J.. are well recognised, and have 

been subject to extensive study in the 
US and UK, and to some local 
comment. 

The first year as a house surgeon marks 
the transition from student to 
employee, and as such is often 
particularly stressful. (Although this 
transition has been softened by the 
introductionofthe Trainee Intern year, 
where for a proportion of the sixth 
year of the MBCHB undergraduate 
degree, medical students are 
apprenticed to house surgeons.) 

The long hours, heavy workload and 
significant levels ofrespori.sibility have 
all been mentioned as sources of stress 
for junior doctors, along with 
outcomes such as emotional distress. 
Yet ironically, the first few years of 

. practice haye the potential to be 
challenging and satisfying. R. Downie 
writes that 

House officers work long hours; 
they are often poorly supervised; 
and the objectives of the period of 

Case Conference · 

and to make their life a misery by 
disagreeing with every decision they 
made, even when that decision would 
have been a reasonable one in the case 
concerned. 

In her case whenever there was the 
slightest suggestion that she had, at 
her relatively junior stage, overlooked 
something or done something in a less 
than optimal way this was mercilessly 
pointed out, usually in the presence of 
patients, nursing staff and any other 
members of the team that happened 
to be present. Things came to a head 
one evening when she was asked to 
see a person in the Accident and 
Emergency Department. She assessed 
this person as possibly having an early 
myocardialinfarct. TherewasnoECG 
evidence but she had been warned 
that in the presence of a good history 
it was better to be safe than sorry. She 
knew that the particular consultant 
with which she was having difficulty 
was on call that evening and so 

training are unclear. There is little 
ornotimeforeducationalactivities; 
and they may not even be 
encouraged. During this period 
many attitudes and habits are set, 
and the process of indoctrination 
or initiation, the hidden agenda of 
medical practice takes place. Yet it 
should be a time of excitement, 
learning and growth. (Downie, RS 
and Charlton, B 1992). 

As a significant stressor for junior 
doctors, verbal abuse is seldom 
mentioned. This may be because it 
does not occur in any magnitude, or 
because it occurs but is not reported. 
Verbal abuse of medical students is 
discussed in the recent Life-skills 
Working Party Final Report, which 
gives a working definition as: 

abuse is to treat in a harmful, 
injurious or offensive way; to attack 
in words; to speak insultingly, 
harshly or unjustly to or about a 
person; to revile. (Reynolds, M. 
1993) 

The case before us suggests that verbal 
abuse can continue into the junior 
doctor years. Given that this house 
surgeon's practice of clinical medicine 
is acceptable to most, this must give 

attempted to ring him to be sure that 
that would be the course of action of 
which he would approve. She had 
already checked with the Registrar 
who thought it was a reasonable, 
although not mandatory, step to admit 
the patient and suggested that she 
check it out with the consultant. The 
house surgeon duly admitted the 
patient to the ward and the patient 
was reviewed when the consultant 
did his round the next morning (This 
was relatively normal practice). When 
he reviewed the case he dismissed her 
fears as being ill-informed and 
inexperienced and said that she had 
no business cluttering up his beds 
with patients who did not need to be 
in hospital and that the patient should 
be told to pack her bags and leave as 
soon as possible. The house surgeon 
had found the way her behaviour was 
lambasted in front of others extremely 
distressing, so she came to see the 
bioethicist about what she should do 
about the problem. 

us reason to suspect that consultant's 
interpretation of her ability. However, 
in this commentary I assume that it 
was appropriate for this house surgeon 
to admit the person without ECG 
evidence of a myocardial infarction. 

In clinical medicine, it is often assumed 
that for any one situation, there is a 
right answer or course of action, and a 
wrong one. In the example to hand, 
the consultant at Matukituki General 
Hospital clearly thought that he was 
the source of the right answers, and 
his house surgeon the wrong ones. As 
noted by Professor Grant Gillett, such 
situations convey the message that 
"medicine is about power and that 
being right is almost always found in 
company with being powerful." 
(Gillett, G. 1995) Professor Gillett is 
concerned to develop a theory of truth 
and meaning whereby exclusive views 
of particular events or situations are 
suspect partly in virtue of their 
exclusivity. In this example then, what 
strikes us is not only the poor 
pedagogic techniques and the injustice 
of the junior doctor's inability to gain 

. I 
a right of reply or defence but also the 
dangers of a single consultant claiming 
a monopoly on truth, and an inability 
to hear the voices of others. Indeed, 
the inability to consider other views 



was a key element in the continuation 
of the infamous Unfortunate 
Experiment at National Women's 
Hospital. 

When such a situation as this occurs, 
where can house surgeons go for 
support and advice? When house 
surgeons begin their first year of 
practice at a hospital in New Zealand, 
generally they are not provided with 
any information about support 
services available to them as 
employees. Informationdisseminated 
during the previous six years as 
medical students on services such as 
the Doctors Health Advisory Service 
(DHAS) may not be easily retrieved. 
It may be difficult to obtain local 
support without violating 
confidentiality and involving other 
members of the profession. Contact 
persons for harassment are often 
available within a university system 
for students, but not for young doctors 
working in small hospitals. Crown 
Health enterprises seeking 
accreditation must appoint intern 
supervisors, however, since they are 
usually working in the same hospital 
as the house surgeons, they may not 
be an appropriate person to turn to for 
advice and support. The concepts of 
"mentors" and "Balint support 
groups" are being explored at the 
registrar level for the General Practice 
and Psychiatry training programmes, 
but this is beyond the stage of first 
year graduates. Thus it seems that a 
coordinated effort needs to be 
implemented between various 
interested parties such as the DHAS, 
the Medical Council, the Resident 
Doctors Association and CHE 
personnel managers to develop a 
programme of assistance for new 
graduates and other junior medical 
staff who find themselves with work 
related difficulties. 
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The situation described, although 
fortunately not too common, is 

one which occurs intermittently with 
varying degrees of complexity. The 
episode is of great significance, not 
only for the house-surgeon concerned, 
but also for the consultant. It is 
important that the issues are clear for 
both sides. 

Taken at face value we have an 
understandably very distressed 
house-surgeon who has a complaint 
which she feels is serious enough for 
her to contemplate giving up her 
medical career. At best she would feel 
that her future could also be 
compromised particularly in the field 
practised by this consultant. Being a 
house-surgeon facing this situation, 
she is clearly insecure, particularly 
with regard to her senior consultant 
persecutor. Her judgement and her 
values have been questioned and what 
confidence she has built up over the 
years has now been called into 
question. It would appear that her 
work for other consultants has been 
satisfactory and she feels that the 
criticisms are unwarranted and that 
she is being picked on for reasons 
which she has not (nor may not wish) 
expressed. She also feels that she has 
been humiliated in front of her 
working colleagues. This is indeed 
difficult to accept. 

From the information available we 
know that the consultant is a senior 
person and that some junior colleagues 
have recognised him as a bully who 
picks out people for "individual 
attention". He would appear to be 
merciless and repetitive in his 
treatment of his victims and indiscreet 
in his criticisms of his junior 
colleagues. 

The final incident which resulted in 
her approach to the bioethicist would 
suggest that the house-surgeon 
followed the normal procession of 
opinions via the registrar to the 
consultant for confirmation of her 
management of a patient with chest 
pain. Although the consultant was on 
call he could not be reached by 
telephone before she took the decision 
to admit the patient. She was faced 
with the responsibility of the patient's 
care and took the eminently justifiable 

decision to give the patient the benefit 
ofthedoubtandadmithertotheward 
for observation. The following day 
the consultant's comments were ill
informed ( and some would say clearly 
wrong) and he appeared to have more 
concern about possible inappropriate 
use of beds than appropriate care of 
patients. His attitude could be 
regarded as rude and inappropriate, 
particularly as it was expressed in 
front of others. While it may have 
been true that the house-surgeon was 
inexperienced, this would be an 
additional reason for a positive caring 
approach towards correction of any 
error (performed in private) rather 
than the method adopted. 

How does one reactto such a situation? 
The bioethicist would be well advised 
in the first instance to check the 
information. It is clearly charged with 
emotion and a potential disaster. 
Besides personal feeling, the situation 
could be loaded with nuances of 
sexual difference between a young 
vulnerable female and an older 
domineering male, as well as a 
fledgling doctor facing a senior 
consultant. Discreet inquiry to 
individuals would establish a data 
base which would only be to her 
benefit (while making it clear to the 
house-surgeon that we would not do 
this because of disbelieving her story). 
The house-surgeon could indeed 
suggest people who might be 
approached on a discreet confidential 
basis (in private) to comment on the 
situation. Sooner or later, the senior 
consultant concerned would need to 
be approached. It would be only fair 
to obtain his side of the story. While 
there is always the perceived danger 
of comparing one person's word 
against another, it is nevertheless 
important to hear both sides of the 
story. With the experience in dealing 
with people over time we should have 
confidence that the bioethicist would 
be capable of forming an opinion 
concerning the depth of the problem. 
Is the picture truly as described above, 
or is this a relatively minor problem 
which has been exaggerated out of 
context? There is little doubt that a 
problem does exist and that an 
appropriate solution needs to be 
evolved. The consultant needs to be 
reminded of his responsibilities 
towards the education and nurture of 
junior colleagues and needs to be in 
no doubt that a problem exists and 
that the problem could well be a very 
serious one. 



What happens next would depend on 
the findings of the above inquiry and 
the attitude of the consultant 
concerned. Assumingtheeventshave 
been verified, it would be rare for 
such a consultant to offer an apology 
and change his ways. (Of course that 
would be the desirable path to follow.) 
He should be under no illusion that 
his attitude is_~ Hli:lic;?r,~oblew and 
not only a poor role model -for his 
junior colleagues and the profession, 
butalsocompletelyunacceptable. This 
should be expressed in writing and if 
at all possible and appropriate, linked 
to ongoing verbal discussions, 
although these are often rather 
difficult. It is often useful to have a 
written consensus of the discussion(s) 
which should be agreed and signed 
by the parties present; an independent 
witness may be useful. A written 
record minimises the risk of ambiguity 
and argument over what was agreed. 
Except for minor personal problems, 
it would be important to discuss this 
type of situation with the head of the 
medical firm or medical department 
so that the consultant's immediate 
supervisor is aware of the situation. 
This supervisor may like to discuss 
this with the house-surgeon concerned 
so that she feels she has a channel of 
official communication and that her 
complaints have been taken seriously. 
Depending on the circumstances it 
would be advisable for the house
surgeon to be moved to another team. 
Paradoxically, it is usually the junior 
person who is shifted sideways. The 
head of firm or department should 
keep a watch on the consultant's 
behaviour to try to ensure such a 
situation does not recur, and if it 
should, to be sensitive to the problem 
at an early stage. If the house-surgeon 
continues to work for the consultant 
concerned, she should not simply be 
sent back into the open-ended fray, 
but have a predetermined course of 
action set for review of the situation 
by the bioethicist or head of 
department or chosen confidante 
which could be activated as an urgency 
if required. 

Discord of a minor degree is bound to 
occur in any human relationship. 
Misunderstandings can often be 
prevented by early open discussion of 
problems at an informal level. Peers 
and colleagues should be attuned to 
this ona day-to:day basis to help others 
deal with"prickly personalities" 
which exist in any walk of life. 
Maintaining a happy team approach 
minimises this risk 

( Commentary Three 

Dr Tom Fiddes 
Department of Obstetrics and Gynaecology 
Otago Medical School 

A most disagreeable situation has 
arisen between professional 

colleagues. Hopefully this occurs less 
now than in older, more paternalistic 
times ,or is this the false hope of an 
older commentator not exposed to 
senior doctors"victimisation" or, 
worse, does the commentator not see 
the"mote in his own eye?" 

The case situation calls for urgent 
action - a young doctor with at least 
seven years training is considering 
quitting. What misery and despair 
must lie behind this consideration. 

An older, more senior doctor risks 
losing the respect of junior doctors, 
nurses and patients. 

The solution to this must encompass 
some first aid, or exploration of the 
interaction of the pain, a seeking for 
exonerating or mitigating features, 
and finally, the vigorous application 
of a remedy. 

The hardest part of the resolution 
process will be the exploration of the 
breakdown of the relationship. 
Accounts from the consultant may be 
illuminating; they may however be 
self-seeking justifications, half truths; 
vital information may be withheld for 
perceived gain in any confrontation. 
The most likely material to come from 
this process will include senior 
behaviour that is "bloody minded", ie 
no rational basis can be obtained, a 
personally troubled senior with a 
disintegrating family relationship, a 
senior with alcohol problems, 
monetary problems, or a career 
perceived as less than desired. Other 
issues that might be thrown up are a 
dislike of females as practitioners, an 
attitude that nobody can do the job as 
well as the senior (misplaced 
conscientiousness). Itmaybeassimple 
as an objection to dress or lack of 
expected deference. Has the 
consultant had a major problem in the 
past with a junior which continues to 
colour his relationship? The problem 
is less likely to be with the junior as we 
have the evidence, albeit from other 
juniors, that this particular senior is 
"prone every now and then to take 
exception to somebody". 

For completeness sake, the ethicist 
should ensure that the junior is not 
unduly stressed in her job as a whole, 
is not bone weary, is not overburdened 
with the responsibility of front line 
care and has an appropriate level of 
communication. After interviewing 
the junior and senior it would be 
prudent to seek independent views 
on the relationship. It would be 
courteous to inform the pair of this 
action but I don't believe their 
permission need be sought. In this 
case the "brawls"have been in public 
- junior medical staff, nursing staff 
and even patients may be important 
sources of collaboration or rebuttal. 

The gathering of the above 
information with sensitivity is an 
exacting task and thought needs to be 
given to who is best placed to achieve 
the best result. I suspect there are no 
hard and fast rules and in general one 
would want an open minded 
experienced practitioner who does not 
see things in black and white, one who 
is capable of weighting evidence and 
one who is capable of interpreting the 
pauses, the hesitations and evasions. 
It is more important to have the above 
attributes than to be in any particular 
office. The house surgeon has come to 
the bioethicist because she believes 
she will get the best outcome and this 
may well be the case. The senior may 
interpret this contact as part of an 
unlikely alliance and react against it. 
Others that may play a part include 
the intern supervisor, senior medical 
personnel, a senior nurse, a staff 
development officer or a sexual 
harassment officer. 

Depending on the information gained 
and the weightings and interpretations 
applied, some remedial action will be 
planned. This might range from an 
"old boy chat to the senior" or a 
confronting of him with unpalatable 
facts about his professional, social or 
personal life together with offers of 
help in these areas. 

If the junior is exacerbating the 
situation because of her own 
inadequacies or manner, these should 
be addressed in a sympathetic way. 
The resolution may include separate 
feedback sessions, sessions where the 
junior and senior are encouraged to 
make a commitment to \h_eir 
professional relationship and its 
improvement, and should also include 
some ongoing monitoring of the 
relationship. The first aid measure of 
shifting the house surgeon off the run 
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cn::,·tirnu1n d_~--vel,.:Y_:Jrr.1.ea'C oJ :ill 
[=C,ncern-eC! ar1c!. cu~ co1:rse the insid.ic,us 
E'.l"GSi()E of patien1

.:: care 0 

::,'~:~;~tt:·~:: i ~\~~~ ~:~.~~: ~~;'.:~ ;1,~fiic:~~-~ 
Hnl:~a.ges }Jetv·/een the iott:r 
conlr..)o.n_e·; d:s;' :/i.1hich .is nn~ 

~~ :~f ~1 ,l '.~,~: :~;)~;;,: :.:~~j '.;: ~~':,1; 1' ~~~:::\~i:~ :~ 
{·/I1,,r c)--;.vT:r:fe.-~lbJ_gis th2_t this diifictdty· is 

:t:~~~~~~c~~{:;";;;:~l,',1~\\
1:~:;e'.~1;:~l~;~~~~,):l ;~~~ 

f<)t_~..r cr>n.1~:·rstori.CS per:3pec-:5.·1fe is of(ien 
in rnis~;::.j_c,n st,;;-1ter1err:s 2.nci 

ne;c,lth ,.:hc1-r 1:,0 rs. ;J[uc:;~radng its 
tic:n as b 1·2i~--~8 oJ :5rei1 t 

in1F'·Ort1r1ce.. Frorn th~ts iJOiEt o.:l 
en:? is left -~,vHh a ser:se of 

unr:PJ.-ta.-Ln.ty as to ,.,-;_, here th2 p,lot goes 
I\\'Jr11 l:h_tn:. fviorf: v,.rodc is 2.·e:q1:ir,2d on 
the 1~1od2l. 

Chap,er eleven, tHlecd V'-ihaing3-I,,ii21or;, 
l0i::)l~t:'. at t}1e i -ri.entific,s..tic:.n c<f :Jijorities 
EG1d th-2rr1ccs for Ivlaori I·.ea'.th from 
m1merouc:; health ],L:~ over the lc1slc lvvo 
decades. [)espi:b~ the diverse riea.Iities 
!~h.at Jviaori ~i·1.re in toda.y, a high le'\,,.el oi 
CC\::1s2nsus ~vas o.chieve;J in identifying 
r:en.hea ~t:t pd.oxiU.2s., th.?11 are r.:li.scus::::ed 
vvithi.r tl1ree b_r()ad g:t()t:.tp·s, 

The L.1.s~- cha.pter is a short sc~n1J11f:ffY 

2nd. rrco\rides .,,,,.,.,,0 •,-,-· focise•:!_ on 
fub.L~"e direrb.orlf; fryt· vve:·Ibeing that 
\-vJ!J ."tCt-1- c,nlv· benefit 1\/[?:.ori~ bri.t tb.e 
n;:::rjc,~~1 a.-s .c·~·vvl-lo~e. Pe1.+~ap,;:; tvrc, quot-2s 
from tLi:s dwp~c-'f ,,vil1 •-c10:k2 2. fitcing 
c(::;1clusio:::1 1 .,.Iviaori i"iealth is mr)re 
cornplicarec•_ t~an ;lL12ss, rnjury o, 

~~;~~~';;~ l~;,i 1-~::) f:~:i b: :~:~~i~;'. fc~.:~:i~~r: 
re:'.::~ec·tjo:z:.-m of th12 \rahJ.es a;J_d policif:5 
therei.:.1'- and fin.a.U',r .,, .- i[o!lti::.-L11ed 

i2.i. hc:,rdC:l Ec.-J.' Iv~ao~"i cE1.n be ard.:icip<?,:ted. 
\.-1,::cc)ri is too ex11b.erant tc1 

o ::l12.,r1.\lise:. In1 f-11.Jrt;:~ntl ~{: 
ho1,-ve .. ·1er_, th,,:::1-e: iE, novv a gre2~t2r 1.-i.22d 
to ais:T1. Ior stcn1.c~ards cf health tvhich 
tr2ffwc2nct cli:tne:1.sicjns .and 

~.:~~,\~;~~t:,~:~~Y~e :~"Ji:~~:;;'k~~a~•,~~~: 
hi:-Lengaro. an.1.:1 ,,.-vhGI"ccnr·. 




