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Acknowledgement of Country 

The Australian Medical Council acknowledges the Aboriginal and/or Torres Strait Islander Peoples 

���������������������������ǡ����������¢�������������������������������������������������Ǥ 

We acknowledge and pay our respects to the Traditional Custodians of all the lands on which we 

live, and their ongoing connection to the land, water and sky.  

We recognise the Elders of all these Nations both past, present and emerging, and honour them as 

the traditional custodians of knowledge for these lands. 

Executive summary 

Accreditation process 

The accreditation of the University of Melbourne, Melbourne Medical School program was due to 

expire on 31 March 2021. ���������� ��� ����������������������� �������ǯ�� ȋ���Ȍ� Procedures for 

Assessment and Accreditation of Medical Schools by the Australian Medical Council 2019, 

accredited medical education providers may seek reaccreditation when their period of 

accreditation expires. Accreditation is based on the medical program demonstrating that it satisfies 

the accreditation standards for primary medical education. The provider prepares a submission for 

reaccreditation. An AMC team assesses the submission, and visits the provider and its clinical 

teaching sites.  

The Melbourne Medical School provided responses to the accreditation standards, as well as plans 

for future changes to its program in its submission for this reaccreditation assessment. Changes 

include those to the current program in response to evaluation and feedback, and a pedagogically 

driven redesign of the program for commencement in Year 2 in 2022. 

The AMC reaccreditation assessment was conducted by an AMC assessment team which reviewed 

���� ������ǯ�� ����������� ���� ���� ����������� ��� ���������� �������� ��������ǯ� �������� ȋ�����Ȍ�

report. The AMC had planned a team visit to the main campus in Parkville and associated clinical 

teaching sites in the week of 3 August 2020 but, due to the timing of the reaccreditation assessment 

and the very unusual circumstances of the COVID-19 pandemic, the assessment was conducted 
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Having made a decision, the AMC reports its accreditation decision to the Medical Board of 

Australia to enable the Board to make a decision on the approval of the program of study for 

registration purposes. 

Reaccreditation of established education providers and programs of study 

In accordance with the Procedures for Assessment and Accreditation of Medical Schools by the 
Australian Medical Council 2022, section 5.1, the accreditation options are: 

(i) Accreditation for a period of six years subject to satisfactory progress reports.  Accreditation 

may also be subject to certain conditions being addressed within a specified period and to 

satisfactory progress reports (see section 4). In the year the accreditation ends, the education 

provider will submit a comprehensive report for extension of accreditation. Subject to a 

satisfactory report, the AMC may grant a further period of accreditation, up to a maximum of 

four years, before a new accreditation review. 

(ii) Accreditation for shorter periods of time. If significant deficiencies are identified or there is 

insufficient information to determine that the program satisfies the accreditation standards, 

the AMC may grant accreditation with conditions and for a period of less than six years. At 

the conclusion of this period, or sooner if the education provider requests, the AMC will 

conduct a follow-up review. The provider may request either: 

o a full accreditation assessment, with a view to granting accreditation for a further period 
of six years; or 

o a more limited review, concentrating on the areas where deficiencies were identified, 
with a view to extending the current accreditation to the maximum period (six years 
since the original accreditation assessment).  Should the accreditation be extended to six 
years, in the year before the accreditation ends, the education provider will be required 
to submit a comprehensive report for extension of the accreditation. Subject to a 
satisfactory report, the AMC may grant a further period of accreditation, up to the 
maximum possible period, before a new accreditation assessment. 

(iii) Accreditation may be revoked where the education provider has not satisfied the AMC that 

the complete program is or can be implemented and delivered at a level consistent with the 

accreditation standards. The AMC would take such action after detailed consideration of the 

impact on the healthcare system and on individuals of withdrawal of accreditation and of 

other avenues for correcting deficiencies.  
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The follow-up assessment confirmed the appropriate delivery of the program across clinical 

teaching sites and reviewed progress against the outstanding conditions on accreditation. 

On the basis of the report on the follow-up assessment, the Medical School Accreditation 

Committee, at their 7 November 2022 meeting, which is the Committee that monitors progress on 

the conditions set by AMC Directors, determined that Conditions 10, 11 and 12 were satisfied. 

While good progress had been made on each, the following conditions remain on the accreditation: 

Condition 
number 

Condition Due by 

5 Develop non-transactional, authentic relationships with the 
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The University, the Faculty and the School 

The University of Melbourne is a comprehensive university organised into eight faculties:  

• Architecture, Building and Planning 

• Arts 

• Business and Economics 

• Engineering and Information Technology 

• Fine Arts and Music 

• Medicine, Dentistry and Health Sciences 

• Science 

• Veterinary and Agricultural Sciences. 

And two university schools: 

• Melbourne Graduate School of Education 

• Melbourne Law School. 

In 2018, the University of Melbourne had in total, 8,983 full-time equivalent (FTE) staff and an 

equivalent full-time student load of 52,719 students, of which 42% were international students 

from over 140 nations.  

The Faculty of Medicine, Dentistry and Health Sciences (FMDHS), which includes the Melbourne 

Medical School, is led by the Dean of the Faculty. The Faculty taught a total of 9,085 students in 

2018.  

The Faculty is composed of six Schools: 

• Melbourne Dental School 

• Melbourne Medical School 

• Melbourne School of Health Sciences 

• Melbourne School of Population and Global Health 

• Melbourne School of Psychological Sciences 

• School of Biomedical Sciences. 

The Dean delegates responsibility for the medical school to the Head of the School who has 

responsibility for all graduate programs in the School, including the Melbourne Doctor of Medicine 

(MD) program. 

The School is the oldest medical school in Australia, and the first to implement a graduate MD 

degree.  

The MD program is the largest course in the School with the main campus located in Parkville, 
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• Austin Clinical School  

• Northern Clinical School 

• Western Clinical School
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This report 

This report details the findings of the 2020 reaccreditation assessment of the Melbourne Medical 

School medical program and the 2022 follow-up assessment on conditions that had not been 

satisfied at the time of the assessment. The report has therefore only been updated in the sections 

where conditions were set on the accreditation granted in 2020. 

Each section of the accreditation report begins with the relevant AMC accreditation standards.  

The members of the 2020 and 2022 AMC teams are listed at Appendix One. 

The groups met and the teaching activities observed online by the AMC team in 2020, and the 

activities undertaken in the 2022 follow-up assessment are at Appendix Two.  

The summary of the conditions, recommendations and commendations resulting from the 2020 

assessment are at Appendix Three. 

Appreciation 

The 2020 reaccreditation occurred under very unusual circumstances, during the COVID-19 

pandemic. The AMC team acknowledges the extraordinary circumstances in which the School was 

operating, and under which this assessment occurred. The team acknowledges the many personal 

and professional challenges that all staff and students, and other stakeholders faced, and truly 

appreciates how adaptable everyone involved in the assessment were. Against this backdrop, the 

openness and responsiveness of all the people the team spoke to was impressive and was testament 

to the commitment to excellence in medical education at this School.  
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1 The context of the medical program 

1.1 Governance 

1.1.1 The medical education provider’s governance structures and functions are defined and 

understood by those delivering the medical program, as relevant to each position. The definition 

encompasses the provider’s relationships with internal units such as campuses and clinical 

schools and with the higher education institution.  

1.1.2 The governance structures set out, for each committee, the composition, terms of reference, 

powers and reporting relationships, and allow relevant groups to be represented in decision-

making.  

1.1.3 The medical education provider consults relevant groups on key issues relating to its purpose, 

the curriculum, graduate outcomes and governance.  

���������������������������ǯ�� ����-year, graduate-entry Doctor of Medicine (MD) Program is a 

well-resourced, high-quality medical program that produces graduates who are competent to 

practise. The Program is large and has traditionally delivered a conventional urban-based pathway 

for medical training. A number of positive changes are either underway or signalled for the future, 

intended to increase the diversity of the student cohort, remove barriers to participation for less 

advantaged students, increase opportunities for rural training and offer a more flexible approach 

to learning opportunities.  

These changes have been driven by a capable and committed leadership team that resides at both 

school and department level and clearly has the support of all staff. The level of cooperation and 

collegiality across the School was evident across all areas of the Program and included both 

academic and professional staff. 

The School is to be commended for its review and change of governance that has led to a new 

structure designed to separate strategic from operational decisions and minimise the influence of 

self-interest on strategic direction. The ambitious redesign of the MD curriculum will be a test of 

the effectiveness of this new structure. 

The terms of reference for each of the key MD committees are clear and there was evidence from 

staff, that the functions of each of these committees as well as the overall governance model were 

understood by the wider academic and professional staff involved in delivering the Program at the 

metropolitan sites, but perhaps less well understood in more remote locations. 

The Team was delighted to learn that the School is progressively widening its scope to provide 

more opportunities for students to learn in a rural immersion environment: a move clearly 

������������������������������������������������������������������ǯ������������������������������������

workforce.  

The representation on each of the MD committees is appropriate and it was pleasing to learn that 

the MD Governance Committee, which has the responsibility for strategic decisions regarding the 

Program and is overseeing the design and implementation of the MD Program revisions. 

Representation in this group includes two student representatives, a community representative 

and the Associate Dean (Indigenous). However, the latter two key positions remain vacant and it is 

important that priority be given to filling them both as soon as possible. The Associate Dean 

(Indigenous
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The School and Program would also benefit from strengthening engagement with its communities. 

Effective examples of this are seen in the community relationships of the Rural Clinical School and 

the developing relationships with the local Aboriginal community, and these could be applied as a 

model for the metropolitan program. 

The level of collegial engagement among the members of the large MD Operations Committee was 

impressive, particularly with respect to promulgating the plans for the MD curriculum redesign. 

There was a strong sense of commitment to the new MD curriculum redesign and a desire to 

increase flexibility of learning for students. 

The First Nations Health team, while outstanding, is small for both the size of the Program and the 

importance and scale of its task. Much of the responsibility for addressing First Nations Health is 

given to a small team and particular individuals in that team shoulder the responsibility for the 

success of the entire program. The First Nations Health team also have multiple responsibilities in 

developing and running the curriculum, providing pastoral support for students, as well as leading 

faculty development in cultural sensitivity and safety. Moreover, the team appears to function more 

as a service unit rather than a standalone unit with responsibility for teaching, research, and 

engagement. Formalising First Nations Health as a learning unit would allow for development of 

declared support mechanism for First Nations students. For example, First Nations Health tutors 

(some of whom are current PhD students) could be trained to be learning advisors and build 

relationships with the First Nations students in the Program. The Team was also concerned about 

the high risk of failure should the School lose even one of the current team members. It is important 

that attention is paid to this area as a priority. As such, ����	������ǯ���������������������������	�����

Nations Health program would be demonstrated by urgently attending to the recruitment of an 

Associate Dean (Indigenous).  

As part of the new governance structure, it is intended that multiple reference groups be 

established to provide wider input and consultation into the decisions of the MD Governance 

Committee. These consultations are yet to commence and it will be beneficial for the reference 

groups to be established as soon as possible.  

1.2 Leadership and autonomy 

1.2.1 The medical education provider has autonomy to design and develop the medical program.  

1.2.2 The responsibilities of the academic head of the medical school for the medical program are 

clearly stated. 

The Program is embedded in the larger Faculty, but has a sufficient degree of academic and financial 

autonomy to define its own path, and to engage in continuous improvement and innovation to 

improve the quality of the Program. This degree of autonomy was acknowledged and supported by 

the Vice-
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Strategic decision-making within the Program falls to the MD Governance Committee, and the 

responsibility for delivery of the Program rests exclusively on the large DME that sits alongside 

nine traditional medical discipline-based departments within the School. The DME provides a 

simple home and structure for line management and operation of the Program. Other than the Rural 

Clinical School, which is its own department, each clinical school is represented in the Department. 

The Rural Clinical School has a direct and effective relationship with the DME that involves it in all 

aspects of the work of the DME. While this model is unusual, its establishment signals the 

����������ǯ�� ������� ��� �������� �������� ���������� ��� �� ���������� ����������� ��� ������������ ���

traditional d
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1.6.2 The medical education provider has effective partnerships with relevant local communities, 

organisations and individuals in the Indigenous health sector to promote the education and 

training of medical graduates. These partnerships recognise the unique challenges faced by this 

sector.  

The Program cannot operate without the support of the many external partners. Several health 

service partners indicated that they enjoyed a collegial and mutually beneficial relationship with 

the School, but that this was mainly secured by informal agreements. Many of the formal partner 

agreements have either lapsed or are out of date, and thus need to be renegotiated as soon as is 

practicable. If this is not done, it could place the Program and the University at risk, should a partner 

suddenly decide to deviate from an agreement. The team acknowledges the scale of this issue but 

nonetheless, the establishshiwas mai
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The mechanisms for recruitment and training of patients and community members who are 

involved in teaching activities are appropriate. 

������������������������������������������ǯ��professional staff to the Program was impressive. 

They conveyed a sense of recognition and support from the School and Faculty for their essential 

roles in managing students and delivering the necessary resources across multiple sites. 

There are suitable indemnification arrangements that protect both staff and students across the 

Program and at all its locations. 

1.9 Staff appointment, promotion & development 

1.9.1 The medical education provider’s appointment and promotion policies for academic staff 

address a balance of capacity for teaching, research and service functions. 

1.9.2 The medical education provider has processes for development and appraisal of administrative, 

technical and academic staff, including clinical title holders and those staff who hold a joint 

appointment with another body.  

The DME as the primary unit responsible for the delivery of the Program has sufficient resources 

and autonomy to make appointments as required.  

Notwithstanding the impact of staff recruitment that has been brought about by the COVID-19 

pandemic, the Department utilises well-established and embedded university processes for 
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with culturally safe care in the clinical phase of the program. (Standards 1.4 1.8, 3.5, 7.3 

and 8.3) 

3 In consideration of the challenges stemming from the COVID-19 pandemic, provide 

evidence of the financial resources to ensure the functioning and sustainability of the 

Program. (Standard 1.5) 

4 Update all formal agreements with partner agencies. (Standard 1.6) 

B 2022 findings 

The following condition was found to be progressing during the follow-up assessment. 

To be met by 2021
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There are recognised community and other external stakeholders that are a part of the Program 
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2022 Follow-up assessment 

Nil to report. 
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3 The medical curriculum 

3.1 Duration of the medical program 

The medical program is of sufficient duration to ensure that the defined graduate outcomes can be 

achieved.  

The Program is a four-year graduate program with ample time available for students to achieve the 

stated program outcomes and to become competent, safe interns. Years 1 to 3 comprise two 
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There are no plans to change the l
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this aspect of change but there is a great deal of support for this change to be enacted fully when 

restrictions are lifted. 

Figure 2 Revised structure of Year 1 

 

3.3 Curriculum design 

There is evidence of purposeful curriculum design which demonstrates horizontal and vertical 

integration and articulation with subsequent stages of training. 

The innovation and thorough grounding in best educational practice are evident in the design of 

the current one-plus-three model and are particularly excellent in the aspirations for the MD 

curriculum redesign.  

The stakeholder engagement undertaken in 2016, the evaluation of the decade-old Program, and 

the scholarly approach to the curriculum design are noted. The thoughtful and educationally driven 

approach to redesign was especially evident in planning changes to Year 1 this year, and to 

subsequent years from 2022. The redesign of learning activities and assessment tasks to encourage 

deeper learning, and a shift from didactic to more active engagement of students in interaction is 

one example of the thoughtful changes to be implemented. 

There is strong evidence of horizontal and vertical integration supported by close collaboration 

between three theme leads (for Biomedical Knowledge, Clinical Skills and Professional Practice) 

leading vertical integration across the whole course, and the subject and year coordinators working 

in the horizontal plane. The collegiality, connection and medical education expertise demonstrated 

by the staff who were engaged in this activity are impressive. This augurs well for the ongoing MD 

curriculum redesign and the future of the Program. 

����Ǯ���������ǯ�����Ǯ���������ǯ��������������������������������the MD redesign are an interesting 

innovation. It is intended that students will have the opportunity to undertake an individual 

learning experience by either exploring an area of interest in depth through the Discovery pathway 

(while achieving core learning outcomes in this setting), or to explore interests beyond the 

standard MD program under the Diversion pathway. One of the main drivers of the course redesign 

is to develop a broader range of career pathways, some of which include the option to divert from 

a focus on clinical practise if the student feels that they are more suited to other contributions to 

healthcare. Students who feel that a clinically focused career is not for them will be able to exit the 

MD program via this pathway with skills and a qualification. Other students might use the pathway 
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to temporarily explore areas of interest, then return to the MD to resume the Program, having 

achieved relevant learning outcomes, for example, in research.  

The governance structure, collegial relationships and regular meetings between key academics and 

professional staff facilitate integration and appropriate articulation within the whole Program. 

The student conference, a highly innovative inclusion at the instigation of the Program ten years 

ago, has developed as a major annual student-led event involving all students. Responsibility for 

program planning, organising logistics and budgeting (with Faculty oversight) is taken entirely by 

students, and the conference remains a highlight of the Program offering leadership and 

networking opportunities across all years. The need to rapidly convert the 2020 conference to an 

entirely online event at relatively short notice demonstrated the capability of students to be 

flexible, innovative and professional.  

Planning is underway to progress the rural end-to-end medical program in collaboration with La 

Trobe University. Starting in 2022, this will provide half of the Year 1 entrants to the 
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and teaching. Further, there are few staff that report to b�������������Ǯ���������ǯ�����������������

of First Nations Health content, and would rather rely on the few Indigenous staff or their allies to 

deliver this important component of the Program.  

Clearly, there is a great deal more to be done to provide adequate learning opportunities during the 

clinical years of the Program where students reported a lack of opportunity to learn practical skills 

in the provision of culturally sensitive care to First Nations People. Students reported that the 

Shepparton Clinical School has introduced helpful teaching such as meeting with the Aboriginal 

Liaison Officer, and sharing of these ideas across schools may be beneficial. This should be 

replicated across all areas of the curriculum. 

The commitment and ingenuity of the current First Nations Health team is impressive and the work 

they have done is excellent. There is, however, risk posed by the current reliance on such a small 

team to achieve the breadth of work required to provide a sustainable First Nations Health 

curriculum in a culturally safe and competent environment.  

3.6 Opportunities for choice to promote breadth and diversity 

There are opportunities for students to pursue studies of choice that promote breadth and diversity of 

experience. 

The opportunities for choice in the current Program are largely related to the research project 

where students can choose the topic of their research activity in the MDRP1 and MDRP2 courses. 

There is also an opportunity to choose a four-week vocational selective rotation within the 

Transition to Practice element of the course in Year 4. Students also may take up an optional clinical 

elective for a minimum of one week at any time after MD1.  

The Team was interested to hear of the plans for introducing more flexibility into the Program 

through the Discovery and Diversion pathways to be embedded in the MD curriculum redesign. It 

will be interesting to see how these plans mature into introducing more opportunity for choice as 

well as the opportunity to have increased breadth and diversity of experience across the 

curriculum. 

2022 Follow-up assessment 

A 2021 progress reported in the AMC monitoring submission 
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�������� ��� Ǯ���������ǯ� �������� ���� �������� �������, and it was clear that the School had 

���������������������ǯ�������������������������������������������Ǥ 

At the time of the follow-up assessment, the first cohort undertaking the new curriculum was 

participating in the MD Discovery 1 component and many Year 1 students had positive feedback 

about this Discovery component. 

Year 2 (to be implemented from 2023) will remain a designated foundation clinical year. There will 

be eight four-week long rotations; the foundation rotation, two in medicine, two in surgery, 

ambulatory, critical care and MD Discovery 2. Students will continue to be fully immersed in 

placements at their designated clinical school for the whole year. 

The MD Discovery 2 will be a four-week block that will follow clinical rotations and is about 

applying learning in a new setting. The options include an On-Country experience in Indigenous 

communities along the Murray River, and a four-week placement in which students move back and 

forth across the primary care and hospital interface with patients learning about continuity of care.  

Continuing from MD Discovery 1 students work on collaborative cases online each week, preparing 

them for accessing patients in their placements. Each module explores a common patient 

presentation underpinned by bioscience, public health, First Nations perspectives, communication 

skills, physical exam skills and professional practice. These modules are being constructed to 

provide high-quality and integrated online learning to enhance the interactive learning through 

patient contact during placements.  

Year 3 (to be implemented from 2024) retains a strong clinical focus with rotations through general 

��������ǡ����������ǡ������ǯ��������ǡ��������������ǡ�����������Ƭ������������������Ǥ�������������������

continue to be accessible through interactive online modules with the aim of supporting students 

to maximise learning opportunities in clinical settings. The MD Discovery 3 will provide a similar 

opportunity to apply learning in clinical/health services contexts. 

Year 4 (to be implemented in 2025) will remain in two parts. In the first half students must continue 

to meet research requirements for the MD but the School plan for the MD Discovery 4 component 

is to provide greater choice in how these requirements are met so that students may wish to take a 

deep dive into their own research project or to have a more clinically-focused semester with 

scholarly activities that still meet the requirement for research training. 

Students indicated they would like more public health and Indigenous health subjects in the 

curriculum. This is a reasonable ask on the part of the students and will offer the School another 

strong reason to review the size and shape of the current Indigenous Health team. 

A further update on implementation of the new curriculum 6 327.290



24 

4 Learning and teaching 

4.1 Learning and teaching methods  

The medical education provider employs a range of learning and teaching methods to meet the 

outcomes of the medical program.  

The School provides a learning environment for students that is diverse and supported across the 

preclinical and clinical sites.  

��������ͳǡ���������������������������������������������ǯ�����������������������������Ǥ����������������

learning (CSL) is utilised to introduce core biomedical content, while at the same time developing 

communication and teamwork skills. CSL sessions draw on a student led approach to learning, 

supported by a facilitator. Clinical skills tutorials are utilised to develop communication skills, 

medical interviewing frameworks, physical examination skills, and introductory clinical and 

diagnostic reasoning, while Professional Practice tutorials introduce and explore issues related to 

professional identity, and issues related to being a doctor. These sessions are facilitated by a 

medically trained tutor. 

A wide range of teaching and learning methods are employed, including lectures, small group 

learning, role plays and the use of simulated patients in sessions to build communication and 

physical examination skills competence. There has been deliberate effort to cater to diverse 

learning styles and enhance engagement through the testing of more innovative methods which 

might be scaled up prior to the 2022 commencement. Clinical visits, longitudinal Year 1 clinical 

interprofessional placements, a learning portfolio and peer teaching are all pedagogically sound 

innovations which are either underway from this year, or have been delayed by the pandemic and 

are due to start when possible. The Team encourages these developments and looks forward to 

reviewing progress. 

From Year 2, learning moves to the clinical areas. Following the completion of a nine-week 

introductory block, Year 2 students rotate through placements in Medicine, Surgery and 

Ambulatory care. A Clinical Skills Coach facilitates the development of clinical skills during bedside 

teaching, and provides feedback ���������������ǯ���������������������������Ǥ�������������������������

experiences in hospitals and in the community effectively prepares students for their transition to 

practice. 
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under close supervision. During Years 2 and 3 students moved through all of the core clinical 

rotations gaining increasing competence and confidence in their clinical skills and clinical exposure 

under supervision. Between the clinical placement rotations there are a series of intercession 

weeks focusing on student reflection. The degree of involvement with patients increases 

progressively throughout the course and culminates in students undertaking a two 4-week Trainee 

Internship terms, and a Vocational Selective. The trainee internship period involves the student 

shadowing an intern and undertaking any activi
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4.7 Interprofessional learning 

The medical program ensures that students work with, and learn from and about other health 

professionals, including experience working and learning in interprofessional teams. 

The School recognises the importance of interprofessional learning and has established an 

Interprofessional Practice Committee, and a framework to strengthen this aspect of the curriculum. 

So far, activity in this area has mainly been in Year 1. An example of an innovation in 

interprofessional practice was the Ǯ���������������ǯ����, run for the first time this year. This day 

attracted 680 students from a variety of health professional education courses to come together to 

work with and learn from each other. This is planned for expansion next year. Training in 

interprofessional education for staff across the Faculty is planned with 15 School of Medicine staff 

already signed up. Some clinical sites were identified as having structured approaches to 

interprofessional education and learning during placements, while others depended on mostly 

opportunistic opportunities.  

The formal approach to interprofessional education should be prioritised in the ongoing 

development of the Program.  

It was noted that the clinical nurse educators provided 
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more than 1400 students undertook the four related activities in collaborative practice and cultural 

safety in the context of First Nations Health. 

Ongoing developments include: 

• developing an online module on Noticing in Collaborative Practice, an observational and 

critical reflection task to help student understanding of interprofessional healthcare teams. An 

evaluation is underway and refinements to the program, based on the results, are planned in 

2023. 

• piloting interprofessional program Feedback Know-How in the health workplace with over 

350 students volunteering for the interactive online program. This module is planned to be 

integrated into the formal curriculum. 

• a commitment to developing the quality of interprofessional education through establishment 

of the inaugural Centre for Collaborative Practice and Leaning in 2022 by the Faculty.   
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5 The curriculum – assessment of student learning 

5.1 Assessment approach 

5.1.1 The medical education provider’s assessment policy describes its assessment philosophy, 
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to reflect the needs of a contemporary medical program that reflects current approaches to 

learning, and values team-based, interprofessional perspectives on student assessment. 

Careful consideration has been made to balance formative and summative assessment. The 

introduction of progress testing coupled with early identification of at risk students, and the 

support provided to students in the development of clinical skills at each clinical school are likely 

contributors to the high rates of progression across the Program.  

The MD curriculum redesign aims to offer individualised pathways and this has important 

implications for assessment. The current vision is to adopt a strategy with learning mentors 

working with students to make individualised plans to monitor progression and achievement of 

the course outcomes. To achieve this goal, it will be essential to have robust and fit for purpose IT 

systems in place (including an electronic learning portfolio). This programmatic approach requires 

reliable real-time capture of assessment data to enable optimal support of student learning 

longitudinally across the whole four years of the Program.  

In addition, as the MD curriculum redesign process continues, it will be necessary for the School to 
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process (outlined in Standard 7.4.2) demonstrates another example of how assessment design is 

carefully constructed and integrated across the Program.  

The School demonstrates ongoing consideration of the methods of assessment and the optimal 

timing for the assessment task. For example, the Program is currently considering the introduction 

of the locally adapted British Prescribing Skills Assessment in the final year and has varied the 

timing of the applied knowledge test in Year 4 to offer opportunities for remediation prior to 

completing the course, thereby assisting students to focus on intern readiness tasks in the latter 

part of the Program. 

The Program has developed a cascading set of blueprints from program level to subject level to 

individual task level, which is overseen by the Director of Assessment and the governance groups 

(WARP and CARP). The approach to blueprinting high stakes assessment tasks fosters engagement 

between content experts and other stakeholders to ensure alignment with learning outcomes at 

each stage of the Program. Different approaches to blueprinting depending on the type of 

assessment task were provided in the submission.  

A robust application of standard setting methods and determination of setting the cut score have 

been adopted by the School, informed by evidence from their research and evaluation activities. 

For example, the development of the SJT method of assessment and an approach to setting the 

passing standard using adapted Angoff methods has been published in the highly respected, peer-

reviewed medical educational journal, Academic Medicine. As well as achieving the cut score, 

students are also required to pass a series of hurdles in each subject. These hurdles include written 

assessment, clinical assessment, professionalism and attendance hurdles. This has been recently 

introduced across all years to ensure that students are not able to compensate substandard 

performance in one domain such as clinical assessment with better performance in written 

assessment tasks.  

As the Program moves towards a programmatic approach to assessment, the nature of hurdles, for 

example, those related to attendance, will need to be re-evaluated. Feedback from students 

indicated that they did not necessarily support the processes used to manage the attendance 

hurdle. Students expressed the opinion that this felt paternalistic, noting that processes to gain 

approval for absences were overly complex. An example of needing to complete extensive forms to 

take leave to present a paper at a related conference was one instance reported by the student 

group. It may be worthwhile considering alternative methods to reconceptualise attendance as an 

attribute associated with demonstrating evidence of achievement of professional practice 

competencies. 

5.3 Assessment feedback 

5.3.1 The medical education provider has processes for timely identification of underperforming 

students and implementing remediation.  

5.3.2 The medical education provider facilitates regular feedback to students following assessments 

to guide their learning.  

5.3.3 The medical education provider gives feedback to supervisors and teachers on student cohort 

performance.  

The Program has a comprehensive strategy to identify underperforming students. The longitudinal 

9evaluation activities. 
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timely remediation prior to the more high-stakes clinical examinations at the end of the year. The 

inclusion of formative progress testing in Years 2 to 4, which includes post-test feedback reports, 

provides opportunities for students to identify their strengths and areas needing improvement 

while also indicating the expected exit standard to be achieved by the end of the Program. As noted 

previously, the adoption of the CAT in Year 1 also provides opportunities for students to gain an 

early indication of their progress in the first semester of the Program. The move to implement the 

MD4 Applied Knowledge Test early in the final semester of the Program also provides a final 

opportunity to identify students who are not at the required exit level and offers an opportunity for 

them to remediate prior to finishing their final year. 

The initiatives to provide rich automated feedback have been recognised by a Faculty innovation 

award in 2017. Students receive feedback reports from key assessment tasks (progress tests, 

OSCEs, SJTs). These reports provide comparisons to the whole cohort, data to illustrate longitudinal 

performance and individualised information enabling students to identify content areas (by 

system, discipline, and question focus) where they are performing well, and those that may 

represent misconceptions in their understanding.  

Despite this, t�����������������������������������������������������������������������������Ǯ�����

�������������ǯ�����������������������������������������������������������������������������ǡ����������� 

that feedback was sub-optimal in detail or delayed, limiting its usefulness to the individual. These 

perceptions are currently being addressed by the School in their research on student feedback. The 

School is exploring variations in student responses to feedback, and their development of resources 

to explain approaches to assessment and development of feedback literacy. Refinements made to 

these initiatives in MD1 are likely to also address student comments regarding the clarity of 

expectations with their ePortfolio assessment tasks. The current automated feedback innovations 

����������������������������������ǯ���������������������������������������������������������������

for future enhancements across all years of the Program. 

There are excellent processes in place providing detailed reports on cohort performance in each 

subject. This information is used to plan modifications to assessment and teaching.  

5.4 Assessment quality 

5.4.1 The medical education provider regularly reviews its program of assessment including 

assessment policies and practices such as blueprinting and standard setting, psychometric data, 
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In addition to internal quality improvement processes, the assessment team also engages in 

external benchmarking through the use of standardised items from AMSAC, MDANZ and AMC as 

appropriate for different years of the Program (for example, the AMC item database for the Y
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2 An ePortfolio system for students to plan and record their development that integrates with 

the assessment modules. 
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6 
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Outcome evaluation is a clear area of strength. The School undertakes internal quantitative data 

analysis and has measured both the 
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7 
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7.2.4 Information about the selection process, including the mechanism for appeals is publicly 

available. 

The Program has clear, transparent objectives and evaluated admissions procedures. There is 

appropriate oversight of the MD Selection Committee by the central MD Governance Committee. It 

is noted that the Associate Dean (Indigenous) is a member of the MD Selection Committee, although 

this role is currently unfilled. The absence of a community representative on this Committee is also 

of concern, as this perspective would be of benefit to the Program. The consequences of not filling 

these positions Ȃ as a matter of urgency Ȃ seems to be under-appreciated by the School. 
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7.4 Professionalism and fitness to practise 

7.4.1 The medical education provider has policies and procedures for managing medical students 

whose impairment raises concerns about their fitness to practise medicine. 

7.4.2 The medical education provider has policies and procedures for identifying and supporting 

medical students whose professional behaviour raises concerns about their fitness to practise 

medicine or ability to interact with patients. 

The Program has a Core Participation statement that outlines the cognitive and physical 

requirements to complete the program. The University provides a Student Equity and Disability 

Service (SEDS) in which students are encouraged to self-refer regarding disability either present 

on entry to, 
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8 Implementing the curriculum – learning environment 

8.1 Physical facilities 

8.1.1 
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The School acknowledges that experience in the provision of culturally sensitive clinical care to 
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B 2022 findings 

The following conditions were found to be satisfied during the follow-up assessment. 

To be met by 2021 

11 A visit to the sites of learning to confirm the state of physical facilities associated with the 

program is to occur when circumstances allow. (Standard 8.1) 

12
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based research project in the first half of the year. The redesigned MD program further enables final 

year rural clinical students to express interest in a city-based placement during this time.  

Peer networking and support between students in city and rural locations is supplemented by a 

four-day city-based student conference involving all students, and a clinical elective subject for 

students to experience medicine in both locations. 

Students the AMC team spoke to were content with these arrangements. 
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Appendix One Membership of the AMC Assessment Teams 

2020 Assessment Team 

Professor Kirsty Foster OAM (Chair) BSc (MedSci), MBChB, FRCGP, DRCOG, MEd, PhD  

Director, Office of Medical Education, Faculty of Medicine, The University of Queensland 

Professor John Fraser (Deputy Chair) BSc (Hons), PhD, FRSNZ 

Dean, Faculty of Medical and Health Services, The University of Auckland 

Dr Michael Bonning BAppSci (Hons), MBBS, GAICD, DCH, MHP, FRACGP,  

Medical Director, Inner West Respiratory Clin
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Appendix Two Activities of the 2020 and 2022 Assessment Teams 

Assessment activities in 2020 

Meeting Attendees 

Monday, 3 August 2020 

Melbourne Medical School 

Overview of Assessment Week Head of School 

Department Head, Medical Education 

MD Course Director 

School Manager 

Melbourne Medical School Executive 
Committee 

Head of School (Chair) 

Deputy Head of School/Director of Research 

Department Head, General Practice 

Department Head, Medical Education 

Department Head, Medicine and Radiology 

Department Head, Rural Health 

James Stewart Chair of Medicine 

Chair of Psychiatry, Austin Health 

School Manager 

Executive Officer, Strategic Projects 

Deputy School Manager 

The University of Notre Dame Australia, 
School of Medicine, Sydney 

Acting Dean 

Associate Dean, Melbourne Clinical School 

The University of Melbourne Medical 
��������ǯ���������ȋ�����Ȍ 

President 

Vice-President (External) 

Treasurer 

Community Wellbeing Officer 

MD Governance Committee Head of School (Chair) 

Chair of Anaesthesia, Austin Health 

Department Head, Anatomy and Neuroscience 

Department Head, Medical Education 

Department Head, Rural Health 

Director, Assessment 

Director, Evaluation and Quality 

Director, Graduate Programs 

MD Course Director 
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Meeting Attendees 

Subject Coordinator, PCP3 and MDSC 

Subject Coordinator, TTP 

Wednesday, 5 August 2020 

Royal Melbourne Hospital 

Clinical School Leadership Director, Medical Student Education 

Deputy Director, Medical Student Education 

Assistant Director, Medical Student Education 

Clinical School Manager 

Clinical Supervision Ethical Practice (EP) Tutor, Clinical Lead, MD2 

EP Tutor, Clinical Lead, MD4 

Clinical Sub-Dean, EP Tutor, Clinical Lead, 
Ambulatory Care 

Clinical Lead, Emergency Department (ED) 

Clinical Skills Coach 

Subspecialty Coordinator 

Students currently on placement Students 

Health service executives Chief Executive Officer 

Chief Medical Officer 

����������ǯ����������
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Meeting Attendees 

Northern Health 

Clinical School Leadership Director, Medical Student Education 

Deputy Director, Medical Education 

Clinical School Coordinator 

Clinical Supervision Tutors, Year 2 Clinical Skills Coach 

Tutors, Year 2 EP 

Tutor, Years 2, 3 & 4 Clinical Skills Coach, 
Simulation Teaching Year 3 & 4 

Tutor, Year 3 Women's Health 

Clinical Nurse Educator 

Specialist, Maternal Foetal Medicine 

Lead, Paediatrics 

Assistant Director, Medical Education 

Deputy Director and Tutor, Year 2 Clinical 
Skills Coach 

Health service executives Chief Executive Officer 

Chief Medical Officer 

Director of Medicine 

Head of Paediatrics 

Director of Research 

Director of Surgery 

Director of Women's Health and Children's 
Health 

Deputy Director of Medical Education 

Students currently on placement Students 

Rural Clinical Schools 

Clinical School Leadership Director, Medical Student Education, Rural 
Clinical School & Head, Department of Rural 
Health 

Chair of Medicine, Rural Health 

Rural Clinical School Manager 
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Meeting Attendees 

Clinical Supervision 



53 

Meeting Attendees 

Professional Practice Lead, MD1 and Lecturer 
in Work Integrated Learning 

Subject Coordinator, MD Research Project 

Deakin University, School of Medicine Dean, Head of School 

Deputy Head of School 

Program outcomes, purpose Vice-Chancellor 

Provost 

Dean, Faculty of Medicine, Dentistry and 
Health Sciences & Assistant Vice-Chancellor 
(Health) 
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Meeting Attendees 

Indigenous students Students 

Friday, 7 August 2020 

Melbourne Medical School 

�������������������ǯ����������������� Head, Department of Pharmacy and 
Biomedical Sciences 

Head of 
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Meeting Attendees 
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Date Teaching session 

School of Biomedical Sciences 

Deputy Head, Dept of Rural Health 

Director of Evaluation 

President UMMSS 

Indigenous Health Curriculum  Director, First Nations Health, Wurru Wurru 
Health Unit 

Project and Administrative Officer 

Wurru Wurru Health Unit 

MD Delivery MD Course Director & Director of Teaching 
and Learning  

Manager Department of Medical Education 

President UMMSS 

Deputy Director of Medical Student 
Education, RMH Clinical School 

Procedural Skills Teaching Specialist 

Discovery Coordinator 
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Date Teaching session 

Clinical Skills Coach, RMH Clinical School 

Clinical School Coordinator, RMH Clinical 
School 

Clinical School Officer 

Clinical School Officer 

Clinical School Officer 

���������������ǡ������������ǯ���������� 

Students 

Hospital management: 

���ǡ������������ǯ����������� 

CEO, Royal Melbourne Hospital 

Acting Executive Director, Governance and 
Medical Services, CMO 

Executive Director Nursing Services and 
Residential Aged Care 

Thursday 1 September 2022 
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Appendix Three Summary of conditions, recommendations, and commendations 

Conditions 

1  Implement strategies to resolve the shortfall in Aboriginal and Torres 
Strait Islander leadership that arise from the vacant Associate Dean 
(Indigenous) position and the temporary absence of the Pro Vice-
Chancellor (Indigenous), including membership needs of the MD 
Selection Committee. (Standards 1.1, 1.4, 2.1 and 7.2) 

Satisfied 2021 

2 Implement strategies to increase resourcing of the First Nations Health 
unit to meet current and future program needs in recognition of its role 
in engagement with communities, curriculum development and 
delivery, student support and the interface with culturally safe care in 
the clinical phase of the program. (Standards 1.4 1.8, 3.5, 7.3 and 8.3) 

Satisfied 2021 

3 In consideration of the challenges stemming from the COVID-19 
pandemic, provide evidence of the financial resources to ensure the 
functioning and sustainability of the Program. (Standard 1.5) 

Satisfied 2021 

4 Update all formal agreements with partner agencies. (Standard 1.6) Satisfied 2021 

5 Develop non-transactional, authentic relationships with the 
����������ǯ������������������������������������������������������������
other underserved communities in order to ensure that the teaching, 
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Recommendations 

A Establish reference groups to provide wider input and consultation into the decisions of 
the MD Governance Committee. (Standard 1.1) 

B Formalise the First Nations Health unit as a learning unit in order to allow for the 
development of support mechanism for First Nations students. This could facilitate First 
Nations Health tutors being trained as learning advisors who would then build 
relationships with the First Nations students. (Standard 1.1) 

C Consider investing in strategies and resources to support relationships that are critical 
to the success of the Program. (Standard 2.1) 

D Continue to invest in structures and activities that promote comparable outcomes and 
approaches across sites, and explicitly inform students of these approaches. (Standard 
2.2) 

E Clearly articulate how the Program prepares graduates for lifelong learning in the context 
of both independent learning and structured learning. (Standard 4.2) 

F Evaluate the impact of non-
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O Clarify the scope of the Health and Wellbeing initiative for students within the continuum 
of support services available. (Standard 7.3) 

P Consider making elements of the Excellence in Clinical Teaching (EXCITE) program more 
accessible for staff engaged with student teaching, learning and assessment. (Standard 
8.4) 

Commendations 

The level of collegial engagement amongst the members of the large MD Operations Committee 
is commendable. (Standard 1.1) 

The School is to be commended for its review and change of governance that has led to a new 
structure designed to separate strategic from operational decisions and minimise the influence 
of self-interest on strategic direction. (Standard 1.1) 

The commitment of the leadership team at both school and department level is commendable. 
(Standard 1.2) 

The governance structure of the Program that, through the Department of Medical Education 
(DME), elevates medical education to a scholarly discipline of equivalence to traditional 
disciplines is commendable. (Standard 1.3)
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