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Introduction 
 

The MedEd2007 Seamless Medical Education Conference brought together a broad 

collection of people involved across the whole spectrum of medical education. The 

!ǳǎǘǊŀƭƛŀƴ aŜŘƛŎŀƭ {ǘǳŘŜƴǘǎΩ !ǎǎƻŎƛŀǘƛƻƴ (AMSA) was well represented by students from 

almost every medical school in Australia, who were able to actively participate in debate, 

and the development of Conference recommendations. AMSA was grateful that so many 

undergraduates were invited to participate. 

To consolidate the experience, students ŜƴƎŀƎŜŘ ƛƴ ΨŘŜ-ōǊƛŜŦΩ ǎŜǎǎƛƻƴǎ ŀŦǘŜǊ ŀŎŀŘŜƳƛŎ 

proceedings concluded each day. Discussions in this forum informed the content of this 

report. 

This AMSA report discusses each of the conference themes in turn. It provides a rolling 

commentary of the issues from the student perspective, and makes tangible 

recommendations. 

Conference Model 
 

Use of the Cambridge conference model allowed for parallel discussion and debate on a 

wide range of purpose-designed topics; all delegates were able to contribute to small group 

discussion. The model was well received by students, however there were mixed responses 

to elements of the process. 

 Not surprisingly, positive feedback was received from students whose comments were 

actively sought by their group, and whose perspective as the ΨconsumerΩ was appreciated. 

Some students expressed concern that they were not drawn into the discussions as 

extensively as they might have been. Several delegates thought facilitators steered debate 

towards particular predetermined outcomes, and dismissed issues raised by students. 

Similarly, students often found themselves lost in the jargon of innumerable acronyms, 

funding arrangements and cited articles or models. Several delegates thought small group 

discussion was not always purposeful, and drifted in circles. Unfortunately, because of the 

shyness of inexperience or lack of intimate knowledge with conference themes, some 

students found it very difficult to play an equal part in proceedings.  

This may be a reflection of the high-level, strategic nature of discussions. Students would 

ƘŀǾŜ ƭƛƪŜŘ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ŘƛǎŎǳǎǎΣ ŀǘ ǎƻƳŜ Ǉƻƛƴǘ ƛƴ ǘƘŜ ŎƻƴŦŜǊŜƴŎŜΣ ΨƎǊŀǎǎ ǊƻƻǘǎΩ 

implementation of the continuum of medical education. Perhaps there should have been a 

forum to share success stories, exchange ideas and consider in concrete terms the issues at 

hand, and how solutions may be progressed at a local level. 

Similarly, there was some frustration at the lack of tangible actions and solutions. While 

students were suitably impressed by the calibre of discussion, the scope of representation 
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and the standard of key-note presentations, many felt this was a missed opportunity to 

explore innovative solutions towards a seamless medical education system. 

 

In summary the conference was an enriching experience for students; but perhaps it could 

have been more dynamic? 

 

Recommendations 

 

¶ Advertise more widely the existence of pre-reading materials to student delegates. 

¶ Provide delegates with a more extensive pre-reading list to inform of the 

background and wider context of workshop discussions. 

¶ Provide a clear explanation of how the conference model should operate, and what 

the workshops should aim to achieve.  

¶ Ensure a good spread of representatives across all sub-themes and discussion 

workshops.   

¶ Invite all stakeholders necessary to achieve a powerful mandate that would 

encourage real outcomes. 

¶ Improve the representation of junior doctors. 

¶ Improve the representation of jurisdictions.        

¶ Establish draft recommendations prior to the conference that could in turn be 

debated and modified by delegates in the workshop setting. 
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1. Making and sustaining good doctors  
 

¶ Developing professional skills in medical practitioners 

¶ Social and generational change 

¶ Achieving flexibility and satisfaction during a career in medicine 

 

The process of making a good doctor begins at university admission. The university years 

provide a foundation on which professional medical careers are built; medical schools are 

responsible for setting the right tone for a future of learning. In the clinical years, students 

are encouraged to act as professionals, take pride in the altruistic nature their vocation, and 

assimilate with the broader medical fraternity.  

At the undergraduate level, our curricula does, to some extent, attempt to imbue 

professional principles, but the actual content and appraisal thereof varies widely. 

Professional practice should be a core component of any medical course.  

One of the challenges is that we ŘƻƴΩǘ, at present, have consensus on the professional 

qualities required of an Australian doctor. Developing a national agreement on professional 

standards (that is relevant to all levels of the continuum) is essential. AMSA understands 

that the Australian Medical Council (AMC) has undertaken to commence work in this area - 

at least to draw up a national code of conduct for medical practitioners. We would support 

the promulgation of the final product to all medical students. AMSA would also support the 

wider dissemination of materials that reflect the professional attributes of the medical 

profession, including the contemporary Hippocratic Oath and Declaration of Geneva.  

Methods of reflection on personal performance, including log books and portfolios, are met 

with mixed feelings however. Many students do not see the value in these activities, 

particularly in the younger years. If at all, they are probably of greater value in the advanced 

stages of medical courses. They should not be overdone however for fear of turning 

students off the idea of independent reflection and self-evaluation. Other aspects of 

ǇǊƻŦŜǎǎƛƻƴŀƭ ŘŜǾŜƭƻǇƳŜƴǘ ŀƭǎƻ ǎǳŦŦŜǊ ŦǊƻƳ ōŜƛƴƎ ǎŜŜƴ ŀǎ ΨǎƻŦǘΩ. This is largely a consequence 

of the style of delivery.   

Direct exposure to role-models represents a better way of reinforcing professional 

principles; mentoring relationships should feature strongly in the modern medical 

curriculum. Students also require the ability to recognise inappropriate role models. Imbuing 

students with the skills and confidence to critically appraise clinical teachers and mentors is 

absolutely vital. Students should be empowered to evaluate what makes for a good or bad 

role model early in the curriculum, and learn from the abilities (and shortcomings) of their 

seniors in an independent manner.  
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A part of teaching professional values is empowering students to behave in a professional 

manner from the beginning of their degrees. Students deserve a degree of trust to conduct 

their studies free from stringent regulation, such as compulsory attendance monitoring.    

 

The teaching of professional development is something that lends itself well to the concept 

of a continuum. It should be taught and reinforced at all stages of learning, and education in 

this area should also seek to pervade all elements of the curriculum. This would help cement 

its importance in student eyes. It must also be appropriately weighted in formal assessment, 

so to emphasize the high value placed on the acquisition and practice of ethical behavior. 

One particular area in which every well-rounded doctor should be adeptly skilled is that of 

teaching; it is a major competency that fails to feature in many curricula. Anecdotally, there 

is great interest among students and junior medical staff to be Ψtaught how to teachΩ, and 

this needs to be reflected in undergraduate courses and in hospital education programs. This 

area is of particular relevance in the context of a burgeoning student populous. Considering 

the ΨǿŀǾŜΩ ƻŦ ǎǘǳŘŜƴǘǎ that threatens the delicate clinical teaching environment, and the 

subsequent strain that will be placed on registrars and consultant staff, all junior doctors 

must necessarily be trained in the art of teaching to contribute most effectively to clinical 

education. Doctors must be taught how to teach from the beginning of their undergraduate 

education, and it should be emphasized that clinical teaching is an integral component of 

medical practice. The Bridging Project is making some inroads here. Despite the inherent 

complexities of managing a project of this nature, initiatives such as this must be supported. 

 

The prevocational years are a vital yet undervalued period in the training pathway. 

Graduates develop habits at this time that strongly influence their personal and professional 

development. Students and graduates need to be fully informed about later career options 

to enhance the likelihood their vocational decisions will lead to success and satisfaction. 

Colleges need to provide comprehensive information to prospective trainees; medical 

schools and medical councils must undertake to distribute this information.  

The prevocational years often prove to be a critical time when young doctors realise that 

they too need a doctor, and that their physical and mental health may well suffer as they 

enter employment. Again, this issue can be highlighted at the undergraduate level. 

Universities should endeavour to locate available health services for their students, and 

hospitals should make healthcare for staff confidential and accessible. This may involve off-

campus arrangements. 

 

Postgraduate training also needs to be flexible. Fostering a hypercompetitive and elite 

culture within the colleges provides little benefit to anyone. It undermines the principles of a 

professional continuum, and an inclusive medical fraternity. Instead we should be 

encouraging the expansion of part time training, and the recognition of prior learning. This 

issue is discussed more extensively in later chapters. 
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In the future we will also see a significant proportion of the medical workforce whose ability 

to define their own career is limited. Most notably, a quarter of all Australian graduates will 

be assigned to an area of workforce need under the terms of the Bonded Medical Places 

(BMP) scheme. There is a great danger that, as a result of the inflexibility of these 

conditions, rural and outer-metropolitan areas will see little long-term benefit. As we have 

previously detailed in other documents and forums, the BMP scheme requires major 

changes. For instance, any training conducted in an area of need as a prevocational or 

vocational doctor should count towards the return of service obligation. For the graduate, 

this means they can establish their personal and professional networks in designated areas 

right from the outset. We argue that sǇŜƴŘƛƴƎ ǘƘƛǎ ΨƴŜǎǘƛƴƎΩ ǘƛƳŜ ƛƴ an area of need will 

increase the long-term retention rate.  

Domestic undergraduate full fee (DUFF) graduates face a significant debt burden. The effect 

of this debt on both academic performance and on career choices warrants tracking and 

further reflection.  AMSA has produced comprehensive briefing papers on this issue. 

BMP and DUFF are examples of tiering in the medical entry process. The process of 

categorisation threatens to potentiate competitiveness and stigma. Students are reluctant 

to reveal the nature of their position in medical school, and there is a tacit (albeit spurious) 

sense that bonded and full-fee students are second-rate.  

Commonwealth-support for all medical students is no longer the norm. With the tiering of 

medical admissions, universities will need to work harder to promote altruism as a core 

value in medical practice. Graduates must understand that core elements of professional 

identity include the sharing a body of knowledge, and taking responsibility for others. 

Draconian entry schemes threaten the altruistic nature of the medical profession. 

 

A belief in service, responsibility and ethical behavior must be fostered at all stages of the 

training continuum. 

 

Recommendations  
 

AMSA recommends conference delegates agree to: 

¶ Incorporate exposure to quality role models and mentors during the undergraduate 

and prevocational training years 

¶ Support the AMC to create a national standard for medical professionalism, with 

broad representation on the working group 

¶ Embody students with the skills to critically appraise those working above them 
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¶ Incorporate pervasive and comprehensive ongoing teaching in professionalism from 

the undergraduate level onwards 

¶ Ensure that all students have direct access to high quality pastoral care 

¶ Produce a comprehensive careers and training guide, aimed to both students and 

JMOs. This would require Medical Deans, CPMEC and CPMC input 

¶ Make available free and confidential health-care for medical trainees. 

¶ Make more flexible the contracts that bind students to certain working conditions 

(i.e MRBS, BMP, state bonding programs), and reassess their appropriateness 

against the evolving evidence 

¶ Consider better mechanisms of support for BMP and DUFF medical students 

¶ Recognise the role of the doctor as a teacher, by including educating skills in medical 

courses, hospital based JMO training, and post-graduate programs 
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2. Do we need teaching hospitals?  
 

¶ Optimising education in the acute care sector 

¶ Private sector teaching:  where to now? 

¶ Urban and rural community based teaching 

 

A great proportion of patients are now treated in the private sector, and a burgeoning 

student population means medical trainees must follow. Many curricula already utilise 

private, acute and community based settings and there are many success stories.  Expanding 

into these new territories should be encouraged, but we need to plan carefully. 

There are inherent benefits in private sector training. A shift in this direction will not only 

solve some of the ǇǊƻōƭŜƳǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ ΨƴŜǿ ǿŀǾŜΩ of students, JMOs and post-

graduate trainees, it also presents a brilliant opportunity to modernise medical education, in 

line with changing health burdens and models of care delivery across Australia. 

If the transition is to be successful and sustainable, placements must be adequately 

resourced. Funding will be required for clinical-skills training infrastructure. The provision of 

educational resources will provide a foundation from which a culture of learning can be 

built. Recent Commonwealth grants, awarded in the aftermath of the Medical Specialist 

Training Steering Committee report, have initiated this process at the vocational level. 

The establishment of infrastructure, the contextualisation of curricula and the process of 

Ψeducating new educatorsΩ will require transparent communication between all 

stakeholders. A national set of agreements, similar to the Rural Clinical School initiative, can 

achieve this.  By bringing together the various councils of medical educators and the 

Departments of Health and Ageing (DoHA) and Education, Science and Training (DEST), 

Australia will be best placed to enshrine training as a core priority in all sites of service-

delivery, without compromising the quality or productiveness of our medical system.      

Money is not the only obstacle however; there are other hurdles to cross. One is the 

perceived loss in productivity that comes with student presence. Various models have 

sought to ameliorate this problem with some success. At their core, these models reinforce 

the role of the trainee as a member of the clinical team. For instance there are certain tasks 

that a medical student can do to add to clinical performance, rather than detract from it. 

Universities must promulgate this message to clinicians and administrators in the private 

sector.   

 

¢ƘŜ ΨǿŀǾŜΩ ƻŦ ǎǘǳŘŜƴǘǎ ŀƭǎƻ ƴŜŎŜǎǎƛǘŀǘŜǎ ŀ ƎǊŜŀǘŜǊ ƴǳƳōŜǊ ƻŦ ŎƻƳƳǳƴƛǘȅ ǇƭŀŎŜƳŜƴǘǎ ŦƻǊ 

students and JMOs. Greater expansion into primary care will not be without its challenges 



Australian Medical StudentsΩ Association                                                                               Page 10 

 

however. General Practitioners in Australia already carry a significant teaching burden. They 

take students on compulsory GP rotations, as well as acting as mentors for students on 

various scholarship programs. Increasingly, they contribute to the education of pre-clinical 

students in both the university and clinical environment. In addition, the Prevocational 

General Practice Placements Program (PGPPP) gives resident doctors the opportunity to 

complete a supervised rotation in community practice, and there are of course GP Registrars 

who require intensive tuition.  

This continuum of trainees might challenge the system but it will also allow certain surgeries 

to establish themselves as teaching and research centres. This model of academic General 

Practice has a myriad of benefits. It would significantly enhance the vertical transmission of 

knowledge. 

Students have a positive experience in General Practice when they are given supervised 

autonomy. For instance, they may see patients independently prior to the arrival of the 

consultant.  However, greater student burden on the community sector necessitates 

investment in infrastructure. Additional consulting rooms and computer facilities are 

required if primary care is to offer a comprehensive educational experience.  

For both rural and urban community-based teaching, there is also the issue of accessibility. 

While most teaching hospitals can be accessed by public transport, and a larger student 

cohort makes car-pooling an option, there is no guarantee the same will apply to alternative 

settings. In the country, concerns relate to long-distance travel. Fatigued medical trainees 

and late-night driving is a hazardous combination. Access to public transport is an issue of 

particular relevance to the country setting. 

Accommodation may also prove an issue; living arrangements need to reflect the 

contemporary needs of the student or doctor. In the rural setting, isolation is a significant 

issue. The tyranny of distance, and the subsequent separation from peers, seniors and 

clinical school resources, can impact on the quality of the educational experience. 

Technology may be able to overcome this, with videoconference facilities and online forums 

becoming an accepted norm. But the technology must be of an extremely high standard if it 

is to compete with the Ψreal thingΩ; in fact, most students would argue a televised tutorial 

cannot rival a face-to-face meeting.  

The bottom line is that students will require greater support when they undertake 

community placements. For students, this may be in the form of transport assistance, or 

rental subsidies. For junior doctors, community-based placements need to be appreciated by 

the Colleges; they must not hinder progression down the medical education pathway. 

The RCS initiative provides evidence of the importance of support. Those universities which 

have invested in more comprehensive student support structures (for instance subsidised 

accommodation and relocation allowances) have tended to be over-subscribed.  However, 

where support is lacking, schools have had to resort to conscription to fill RCS places; this 

has undermined the attractiveness of rural education. At one site, a recent survey found that 

students were concerned for the academic credentials of Rural Schools, and feared a 
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regional education might impair their ability to secure a metropolitan internship. This 

suggests there is a stigma that must still be overcome.  

 

Despite the encouraging possibilities described above, AMSA believes that exposing students 

and junior doctors to a diversity of settings is key to producing well-rounded and 

ΨǇƭǳǊƛǇƻǘŜƴǘΩ doctors. Each setting, whether it be a tertiary hospital, a private consulting 

suite, an interdisciplinary hub or a rural general practice, offers a unique learning experience 

that may not be replicated elsewhere. Diversity in undergraduate education not only makes 

for well-rounded graduates, it also showcases the different vocational facets within the 

medical profession.   This is itself probably a useful exercise in marketing and workforce 

management. 

 

Recommendations  
 

AMSA recommends that: 

¶ The Medical Deans and the Postgraduate Medical Councils approach DoHA and DEST 

to develop new funding agreements that will allow the installation of medical 

education hubs external to traditional teaching hospitals 

¶ Where vocation trainees flow into the private sector, prevocational doctors and 

undergraduates must follow 

¶ Medical educators in the hospital setting be provided with specific training to 

increase the effectiveness of their tuition and its delivery 

¶ Medical schools relay to clinical teachers mechanisms by which medical students can 

contribute to clinical performance 

¶ Medical schools take into account issues of accessibility, logistics, and cost for 

students when developing community based placements; these issues should also 

be considered in the selection of students for these placements 

¶ The Colleges commit to espousing no prejudice towards trainee applicants who have 

spent time out of teaching hospitals and in alternate training environments and rural 

areas 

¶ That all students and junior medical staff should be rotated through a balanced 

variety of clinical settings ς including rural, private and tertiary hospitals and 

community practices 
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3. Organisation and co -ordination of the continuum  
 

¶ Who really is and should be responsible for what? 

¶ Should workforce maldistribution issues be taken into consideration by those 

involved in planning the various parts of the continuum? 

¶ What options are available for better coordination of the continuum? 

 

There is broad agreement that better coordination of the continuum is the key to an 

efficient medical education system.  

The continuum starts with students entering medicals school, and a rudimentary but very 

obvious void is one of access to information - information relating to career paths, post-

graduate programs and workforce incentive schemes.  

Undergraduate programs could better articulate with the Australian Curriculum Framework 

for Junior Doctors (ACFJD). It would be helpful for medical students if Medical Deans and the 

ACFJD Steering Committee were to define a minimal set of competencies that all graduates 

should possess on entry to the internship year. Given their contribution to education, junior 

doctors should be well represented on medical school curriculum management committees 

as well. 

As discussed in previous chapters, the prevocational years are an important part of the 

continuum. Accordingly, the AMC should be empowered to accredit PMCs as well; this 

would complete the accreditation continuum.  

This national accreditation process should include the monitoring of ACFJD implementation. 

There is broad consensus that this is a powerful tool and, as long as it is not morphed into a 

check-list type system, will encourage comprehensive ongoing education in hospitals for 

resident doctors.  It must be rolled-out as extensively as possible. The curriculum framework 

could probably better articulate with vocational training programs as well. 

At the postgraduate training level it is a wasteful that there is little coordination between 

college training programs. Recognition of prior learning is a concept that Colleges must 

embrace.  

This continuum of trainees should also be a feature of general practice. The evolution of 

student placements, the PGPPP  and comprehensive GP training programs (through GPET) 

will also allow primary care centres to establish themselves as teaching and research nodes. 

This model of academic General Practice would support the vertical exchange of knowledge. 
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Workforce maldistribution has long been the catalyst behind many initiatives in medical 

education (i.e. Rural Clinical Schools, the HECS reimbursement scheme and bonding 

contracts) to differing levels of success. The programs have received mixed responses: 

Notably there is a very high level of dissatisfaction with the Bonded Medical Places scheme 

but the Rural Clinical Schools initiative has been a resounding success. These programs will 

work best if they are designed with the continuum in mind; there should be wide 

consultation in the design process. For instance, it is myopic to think undergraduate 

incentives that encourage rural practice will be as fruitful as possible if there are a limited 

number of interns and vocational training positions in the country. Of course, graduates can 

return once they have completed training, but this process flies in the face of the concept of 

a continuum. Misdistribution is a persisting problem; solutions must be designed with the 

entire educational continuum in mind.  

The Australian Health Care Agreements (AHCAs) may provide an opportunity to enshrine the 

continuum of education and training as a core business of public hospitals. The AHCAs could 

tie funding to quality undergraduate placements, adequate intern positions and sufficient 

vocational training positions. This may motivate the jurisdictions to prioritize education and 

training in the context of service delivery. 

The newly assigned Health Workforce Principal Committee and its associated Taskforce also 

have an opportunity to take on education and training key performance indicators (KPIs). 

These KPIs could not only set thresholds for access to clinical training; they could encourage 

the exchange of information between all levels of the continuum in the clinical setting.  

AMSA believes the Conference itself may be a vehicle to better coordinate the continuum. It 

has established a precedent for drawing a wide-range of experts together, towards a single 

goal. Perhaps this Conference, or a version thereof, should become a more permanent 

fixture on the medical education calendar? 

 

Recommendations  
 

AMSA makes the following recommendations to medical educators: 

¶ Increase the quota for junior medical officers at the next MedEd Conference. AMSA, 

Medical Deans, and the CPMEC should also support the inclusion and representation 

of JMOs in other forums pertaining to medical education, training and workforce 

matters 

¶ Include educational provisions in future Australian Health Care Agreements to 

ensure that the increasing number of medical students and JMOs receive quality 

tuition 

¶ Enshrine education and training KPIs into the agenda of the AHMAC Health 

Workforce Principal Committee and Taskforce 
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¶ As part of the emphasis on the continuum, provide students at the undergraduate 

level with comprehensive and clear information on possible career pathways. Ensure 

this information is objective, transparent and accessible all the way through pre-

vocational and vocational training 

¶ Improve the representation of junior doctors on medical school final year curriculum 

management committees 

¶ Retain thŜ ΨƎŜƴŜǊŀƭƛǎǘΩ ƴŀǘǳǊŜ ƻŦ ǳƴŘŜǊƎǊŀŘǳŀǘŜ ŜŘǳŎŀǘƛƻƴ, and also ensure pre-

vocational training adequately reflects this ideal. Students and junior doctors must 

not lose the opportunity to become well-rounded doctors at the expense of 

streamlining in the face of workforce maldistribution. This must be encompassed by 

the Australian Curriculum Framework for Junior Doctors 

¶ As part of quality exposure to a variety of clinical placements and experiences, 

ensure undergraduate students receive early positive rural experience. Research 

indicates this is one of the key factors in long-term rural retention 

¶ Support and promote the PGPPP program, allowing junior doctors to receive training 

in general practice as part of their prevocational years. This program should be 

expanded to metropolitan environments as well 

¶ In light of the maldistribution crisis, General Practice needs to be marketed to 

students and junior doctors as an attractive career and lifestyle choice. The RACGP, 

ACRRM, GPRA and student organisations such as AMSA can aid in this 

¶ Universities should endeavour to provide comprehensive and positive general 

practice placements for students 
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4. Vertical curricula  
 

¶ Generic or common place competencies - what to teach and when? 

¶ Specific competencies for each stage of training and practice 

¶ The balance between generic and specific competencies ς preparing 

undifferentiated doctors versus specialist streaming in medical school and 

prevocational training 

 

Medical school curricula face internal and external pressures. The knowledge base is 

expanding, expectations are rising and critics are amassing. Patients are spending less time 

in hospital, and there are greater economic pressures on clinical teachers. With the medical 

education debate spilling over into the pubic domain, community regard of Australian 

doctors may be under threat. In the context of debate about competencies, standards and 

accreditation, we need to consider some important questions. In this chapter, we will 

consider specific issues in view of the fact that vertical curricula have already been examined 

extensively in this paper. 

 

First, why does the focus always fall upon the undergraduate curricula? The immediate 

postgraduate years represent a critical period in which clinical and professional skills are 

attained and developed. Undergraduate education can only impart so much knowledge; its 

purpose is to produce a generalist graduate, and one that is committed to life-long learning.  

 

Second, how much should formal assessment penetrate curricula? A long checklist of 

competencies or skills that can be Ψticked offΩ would not be welcomed by students or 

graduates at any stage of the curriculum. This group would not appreciate ongoing, formal 

assessment at graduation and throughout the prevocational years. Calls for national exit 

examinations are based on a desire for uniformity and measureable competency. Yes, there 

is diversity in medical school curricula in Australia, but the AMC closely monitors standards. 

AMSA is convinced the AMC is able to maintain these standards and foster innovation in the 

undergraduate context. There is a significant risk that formal examinations in the JMO years 

will corrupt work and learning experiences. Graduates are pragmatic and would prioritise 

training for exams over professional development and the acquisition of practical, clinical 

knowledge.   

AMSA agrees that transparency in assessment is needed; we do need to identify when gaps 

in knowledge and ability arise. But it is crucial that we find the right balance between 

general, practical experience and the achievement of specific competencies. Mentorship is 

one way of managing clinical development without being overly prescriptive. This type of 
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relationship allows the vertical transmission of knowledge in a very productive, safe way. 

Non-formal assessment has very few student critics, namely because there is so much to be 

gained and so little to lose. 

 

Third, is early streaming the best model for the local context? Australia has traditionally held 

high the ideal of producing undifferentiated, broad-based graduates (ŀ ΨǇƭǳǊƛǇƻǘŜƴǘΩ doctor). 

This principle is under threat from more pragmatic international competition and workforce 

pressures however. We believe that we have more to lose than gain from early streaming, 

and that there exist other, more palatable means to abridge specialist training.  

Early streaming reinforces the notion that super-specialisation is a welcome practice. In fact, 

many commentators (including the Chief Medical Officer ς who expressed his views at 

MedEd) fervently believe super-specialisation is not an appropriate arrangement for the 

Australian setting. It is certainly antithetical to the concept of generalist undergraduate 

education ς which is the status quo. 

In cultural terms, the generalist must also step out of the shadow of the super-specialist; the 

former must be promoted, from the student level, as a wholly viable and valuable career 

option.  

We have mentioned previously that postgraduate colleges cannot work in isolation. 

Common elements in training between the Colleges must be measured and highlighted. It is 

imperative that the Colleges are consulted in relation to curricula development in other 

aspects of the continuum, so that they take part in the coordination process, and comply 

accordingly. Colleges should note the ACFJD, and map what competencies their prospective 

trainees should plan to acquire within this framework. This process should not be to the 

exclusion of other competencies however.  

 

Different experts provide different answers to these questions, but Aa{!Ωǎ ōŜƭƛŜŦ ƛǎ Ŧƛrm: 

The concept of a continuum is essential, but should not be at the expense of generalist 

graduates. Students, from the outset, must believe in the idea of continuing medical 

education and we should do whatever possible the bridge the gaps between silos. 

Appropriately titled, the Bridging Project is one example of a cross-continuum initiative; this 

type of work must be supported. 

The DEST Medical Education Review will also report on similar questions to these. It will be 

interesting to see what recommendations and data merge as a result of this project, and 

what influence it may have on guiding the defined capabilities of medical graduates and the 

way which we go about developing them. Particularly, it will be interesting to compare 

59{¢Ωǎ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ with those produced as a result of this conference.      
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Recommendations  
 

AMSA suggests that medical educators undertake to: 

¶ Ψ{ŜƭƭΩ ǘƘŜ ƛŘŜŀ ƻŦ ŀ ŎƻƴǘƛƴǳǳƳ ǘƻ ƳŜŘƛŎŀƭ ǎǘǳŘŜƴǘǎ ŦǊƻƳ ǘƘŜ ǾŜǊȅ ōŜƎƛƴƴƛƴƎ ƻŦ ǘƘŜƛǊ 

medical education. Trainees need to believe in the idea of a vertical curriculum 

¶ Emphasise Recognition of Prior Learning (RPL) as an important principle. This 

involves the CPMC pledging to coordinate the Colleges to recognise previous 

training conducted underneath a College. This will aid transition between specialties 

and in turn reduce workforce strain 

¶ Prioritise non-formal assessment and a high degree of feedback over stringent 

checklist and formal examination when assessing specific competencies at each level 

¶ Openly align elements of elements of the medical school curricula with the 

Australian Curriculum Framework for Junior Doctors. It would be useful for students 

to see how their skills will develop into the future 

¶ Better articulate undergraduate curricula with the Australian Curriculum Framework 

for Junior Doctors. The ACFJD could specify a set of entry competencies required by 

all commencing interns 

¶ Retain a commitment to produce undifferentiated graduates, with a broad 

understanding and experience of the Australian health care system 

¶ Support cross-continuum initiatives like the Bridging Project, despite the potential 

difficulties in implementation 

¶ Review the Medical Education study results and identify relevant recommendations 

 


