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Introduction

The AMC accreditation process

The AMC is a national standards body for medical education and training. Its principal
functions include assessing Australian and New Zealand medical education providers
and their programs of study, and granting accreditation to those that meé¢he approved
accreditation standards.

The purpose of AMC accreditation is to recognise medical programs that produce
graduates competent to practice safely and effectively under supervision as interns in
Australia and New Zealand, with an appropriate foundation fofifelong learning and
further training in any branch of medicine.

The standards and procedures for accreditation are published in th&tandards for
Assessment and Accreditation of Primary Medical Programs by the Australian Medical
Council 2012 and in theProcedures for Assessment and Accreditation of Medical Schools
by the Australian Medical Council 201The accreditation standards list the graduate
outcomes that collectively provide the requirements that students must demonstrate at
graduation, and define the curriculum in broad outline, & well asthe educational
framework, institutional processes, settings and resources necessary for successful
medical education.

St ie ft<..fz ...S*'Z ... "Ftc—f—c'e feec——Ff ‘"t’etfe.e S
assessment ad accreditation of primary medical education programs and their
providers, and reports to the AMC Directors. The Committee includes members
etecef—tt > —St —e—"fZ<fe FTtc..fZ ——Tfe—ei eet <f—<c'ea
Postgraduate Medical Education Couils, the Committee of Presidents of Medical
Colleges, the Medical Council of New Zealand, the Medical Board of Australia, and the
Medical Deans of Australia and New Zealand. The Committee also includes a member of
the Council, and a member with backgroundn, and knowledge of, health consumer
issues.

The et t<...fZ t1—...f—< accretitation” ssbmission forms the basis of the
assessment. The medical student society is also invited to make a submission. Following
a review of the submissions, the team ewlucts a visit to themedical education provider
and its clinical teaching sites. This visit may take a week. Following the visit, the team
prepares a detailed report for the Medical School Accreditation Committee, providing
opportunity for the medical education provider to comment on the draft. The

‘eec——t1 ...teecti”e — Sraft +dppriiand submits the report, amended as
necessarywith its recommendation on accreditationto the AMC Directors.The medical
education provider is provided with the report and accreditation recommendations and
may confirm the report be submitted to Directors, or may ask the Committee to
consider changes.The Directors make the accreditation decision. The granting of
accreditation may be subject to conditions, such as a remement for follow-up
assessments.






The members of the 2015 AMC team argiven atAppendix One.
The groups met by the AMC in 2015 are given Appendix Two.

Appreciation

The AMC thanks the University anéraculty of Health Sciences and Medicirstaff for the
detailed planning and the comprehensive material provided for the teanThe AMC also
acknowledges and thanks the staff, clinicians, students and others who met members of
the team for their hospitality, cooperation and assistance during the assessment
process.
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1.5 Educational b udget and resource allocation

1.5.1 The medical education provider has an identified line of responsibility and authority
for the medical program.

1.5.2 The medical educatioprovider has autonomy to direct resources in order to achieve
its purpose and the objectives of the medical program.

1.5.3The medical education provider has the financial resources and financial
management capacity to sustain its medical program.

The Faawlty of Health Sciences and Medicine allocatedbe medical pogramie ,— Tt % f—4a
EUf—<tefZ TFelteec «Z<—> "7 —St ettt fZ "' %" feie ,—T%oEt— <o

Dean of the Faculty, the Dean of Medicine and the Facul#gusiness Director. The Dean

of Medicine, advised by the MBBS Executive Committee, is able to approve the

necessaryexpenditure to ensure that the nedical program meets its objectives.

As a nd-for-profit private institution the university receives no government funding or
subsidy for its badelor and coursework masters programsThe University operates as
a company and its financial management is governed by the Australian Corporations
Act.

The central costsof the University (including library, IT Services, building costs, etc.)
are funded by contributions made by each dculty. The Faculty of Health Sciences and
Medicine returns a contribution to University-wide expenses after it has acquitted its
required program expenditure. The expected contribution for the financial year is
determined during the budget processand between 2012and 2014 the amount of the
contribution to the central costs of the university held at a stable level.

The Faculty has clear responsibility for the program andadequate financialstability to
sustain the program. It has sufficient resources and the autonomy to direct them as
required and staff were positive, noting their requests for spport were generally met.
The Faculty has demonstrated it has the gaacity to implement the program

1.6 Interaction with health sector and society

1.6.1The medical education provider has effective partnerships with healated
sectors of society and government, and relevant organisations and communities, to
promote the education and training of medical graduates. Thgs@tnerships are
underpinned by formal agreements.

1.6.2The 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 medit graduates. These partnerships
recognise the unique challenges faced by this sector.

The Faculty has robust and dinctional partnerships with the Gold Coast University
Hospital, smaller hospitals including public and private sites, and GP practices. In
addition to these clinical sites there are a number of rural, overseas and Indigenous
health services that provide rich training opportunities. The relationship with Griffith
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site has specified superisors and clinical coordinators with frequent communications
between them and the program. Each supervisor is a member of th€linicians
Assessment Committe®r is in closecontact with the lead clinician.

The program reports that the General Practice placements generally hawnly one
student at each placementsupervised by an accredited GP supervisoBecause of the
diversity of these placements, eademic GPs organise one day a week in standardised
GP curiculum teaching and learning activities, which includes assessing all of the
students to compensate for the potential differences in ITA standards between so many
GPs. The Academic GP Lead maintains regular contact with the GP supervisors. GP
teacher training events are held twice a year for all GP supervisors to attend.

The program has implemented several Year 5 outcome e@asures across all sites,
including:

Clinical Teachers ITA evaluation$or all clinical rotations including general practice

Student e\aluation of each rotation

Student diaries, or logbooks, used in many rotations

Clinical placement coordinators feedback

Performance in written and OSCE examinations

Student Feedback (verbal, email, or phone)

The team is satisfied that the program preides comparable educational experiences
across its learning sites.
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3  The medical curriculum

3.1 Duration of the medical program

The medical program is of sufficient duration tonsure that the defined graduate
outcomes can be achieved.

The program runs over four years and eight months and is organised into yearlong
subjects.Additional time is allocated for revision (Years 1-4), examinations (Years 15)
or vacation breaks.

The courses within the medical programare:

Year 1: Health &Vell-being Across the @nerations (2semestersx 12 weelks)
Year 2: Challenges to éhlth (3 semestersx 12 weeks)

Year 3: The Understanding and Recognition dfriess (3 semestersx 12 weekg
Year 4: The Practice of Diagnosis, Delivery of Care &efapeutics | (5 x 8weeks)

Year 5: The Practice of Diagnosis, Delivery of Care &€efapeutics Il (5 x 7 weels
followed by 1 x 6 week)
Students, clinicians and hospital management with whom the team met were confident
that the program has resulted in graduates with sound diical skills, ready for
supervised practice.

The proposed MD program will be of the same duration as the MBBS prograirhe
program will offer an optional exit point at the end of Year 3 with the award of Bachelor
of Medical Studies for those students unalbe to complete or wishing to exit. The MD
Implementation Committee is confident that the revised program and rotations will
provide equivalent, if not enhanced, clinical learning opportunities butspecific
outcomes have yet to be defined.

3.2 The content of the curriculum

The curriculum content ensures that graduates can demonstrate all of the specified AMC
graduate outcomes.

3.2.1 Science and Scholarship: The medical graduate as scientist and scholar

The curriculum includes the scientific foundations wfedicine to equip graduates for
evidencebased practice and the scholarly development of medical knowledge.

3.2.2Clinical Practice: The medical graduate as practitioner

The curriculum contains the foundation communication, clinical, diagnostic,
managemei and procedural skills to enable graduates to assume responsibility for
safe patient care at entry to the profession.

3.2.3Health & Society: The medical graduate as a health advocate
The curriculum prepares graduates to protect and advance the health arellbeing

of individuals, communities and populations.
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Students notedsome variation in the type of clinical learning available across some
rotations. Students endorsed placementssuch as Emergency Medicine (adult and
paediatric) as being most effective for their learning because of the opportunities for
hands on and participatory learning, supported by enthusiasticlgpervisors.

4.5 Role modelling

The medical program promotes role modelling as a learning method, particularly in
clinical practice and research.

Informal role modelling occurs in the program, with students consistently naming
particular clinician academcs as role models, rather than clinicians or researchers.
More formal opportunities for clinical and research leaders to teach in the program may
strengthen this approach to motivating learners.

While only one third of the proposed MD projects will be foused on research, the
majority of students, teachers and senior staff cited the opportunity to do research as a
rationale for the MD and when discussing MD projects. The active involvement of the
planned academic chairs atGold Coast University Hospitabnd of key research active
staff in the program may help students to see clinical research as a career path and to be
more engaged in research during their degree

4.6 Patient centred care and collaborative engagement

Learning and teaching methods in theligical environment promote the concepts of
patient centred care and collaborative engagement.

Patient centred care and collaborative engagement encompass an approach to
interacting with patients and others; providing case based learning materials with
nasfe of> ec%oofZ —Sf— 0..fefte0 [ icentrethdss and-callfbordtion
need to be reinforced with active learning in the clinical years.

Patient centred care and collaborative engagment concepts are promoted in Years-B

through the Health Advocate and Professionatheme, Indigenous Health and a Shed

Decision Making session in &r 3. However, these concepts are less evident ine4ars 4

5. A Year 5 learning outcomewhich is reflected in an in-training -assessment domains

the main evidence for formal curriculum in patient centred care in the clinical
environment. Formal teaching and assessment explicitly covering and testing for
f—c<te— Fe—"%t fU7f..SFte ™M —Zt e—"1te% —Ste e——TFte—ei f <Z
to clinical practice prior to graduation.

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.

There arefrequent examplesin the program of learning from health professionals other
than doctors. Largely informal learning from other health professionals, such as in
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multidisciplinary forums, psychologists in communication skills teaching, midwives in
obstetrics and nurse educators inEmergency Department placements were cited by
students and staff. It appeardhat students undertake formal nterprofessional learning
predominantly by learning from, rather than about, or working with, other health
professionals.

While students receivean introduction to interprofessional learning during Years 1-3
with formal program content such asProblem Based Learningobjectives, forums and
resource sessions with other health professioals, this is less apparent in &ars 45. The
formal curriculum in interprofessional learning is represented by a high level generic
Year 5 learning outcomewhich is reflected in anIn-training Assessment (TA) domain
Teamwork - Contributes effectively to peegroup learning and to the clinical tam but it
is not clear how strongly this is promoted and achieved.

There may be opportunities to strengthen informal and formal learning by medical
students with health professional students in physiotherapy, nutrition and dietetics and
exercise science laeady within the Faculty, and during rural and overseas rotations.
The team recommends that the Faculty further explore formal opportunities for

interprofessional learningin Years 45.
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6.3.2 The medical education provider makesvaluation results available to stakeholders
with an interest in graduate outcomes, and considers their views in continuous
renewal of the medical program.

The results of evaluations are communicated to the relevant Year Coordination
Committees,Clinicians Assessment Committeend MBBS Executive.

Electronic Teaching Evaluations éTEVAL results are released to all students and the
Quality in Learning and Teaching Student Feedbacksystem will further add to
mechanisms for ensuring students are aware of thresults of their eTEVAL evalations.
Year 4 and 5 studentgeceive summaries of their evaluation comments midyear and/or
at the beginning of the subsequent year.

The program should c&emonstrate a consistent reporting schedule to steeholders, staff
and students.
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The medical programdoes not have access pathways or targets for Aboriginal and
Torres Strait Islander peoples, rural origin students and students from under
represented groups The team would welcome signs that specific efforts are made to
include students from rural, disadvantaged and particularly Indigenouscommunities.

St —Ffe f..ee'™MZFT%te —SF o< f ec—>ie Fe—f ZcoeSefe_ ‘"
Support Centre The program has made significaneind largely successfulefforts and
success to establish Indigenous awareness aridvolvement in the curriculum. The
Faculty considers that the next stage of work in advancing the Indigenous Health is
recruiting Aboriginal and Torres Strait Islander studens to the medical progam. The
medical program anticipates having a clear pathway developed for achieving the
recruitment and retention of Aboriginal students in 2016and the team would welcome
an update on this important initiative.

The Facultyis working to establish scholar$ips for Indigenous studentsin the medical
program, and the teamencourages ongoing efforts t@nsure this comes to fruition.The
team notes that providing thesescholarships would require sufficient space within the
teaching program and some personal fiancial support beyond the base level of medical
program fees.

7.2 Admission policy and s election

7.2.1 The medical education provider has clear selection policy and processes that can be
implemented and sustained in practice, that are consistently appliadd that
prevent discrimination and bias, other than explicit affirmative action.

7.2.2The medical education provider has policies on the admission of students with
disabilities and students with infectious diseases, including bldmmine viruses.

7.2.3The medical education provider has specific admission, recruitment and retention
policies for Aboriginal and Torres Strait Islander peoples and/or Maori.

7.2.4Information about the selection process, including the mechanism for appeals is
publicly available.

The program has clear, transparent, objective admissions procedures at University and
Faculty levels.All applications to the medical program are lodged with theQueensland
Tertiary Admissions @ntre. In early 2014 the Faculty based office of Studertffairs and
Service Quality assumed management fahe admission and selection processes of the
Faculty. Information about application, selection anégdmission is available on the Bnd
website.

Commencing in 2014, graduates from the Bond University Bachelor of Biomedical
Science PreHealth Professional major are eligible to apply for entry to Year 2 of the
medical program, with the first intake into Year 2achievedfor 2015. The curricula of
both programs have been aligned to facilitate this transitionSelection is structured
along the same pathway as the graduate entry pathway to Year 1 and includes academic
results (minimum Grade [Point Average GPA = 3.25/4), prerequisite secondary
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If a student is unable to remediate the behaviour or has sustained poor academic
performance they may be referred on to the Health and Professional Conduc
Committee for further assessment. There is no direct relationship between the MBBS
Student at Risk Committee and the Health and Professional Conduct Committee.

The Health and Professional Conduct Committeée chaired by the Dean. The Chair will
meet with the student, with the Student Affairs Coordinator taking minutes to outline
what the student is alleged to have done. The process of theHealth and Professional
Conduct Committeeare explained to the student who may bring a support person to the
meeting. The Academic Lead for students is often that support person. The Academic
Lead for Students is not a member of the Health and Professional Conduct Committee or
the Board of Examiners.

The Committeeis then convened and populated at the discretion of the Dean. This
recognises— St ‘—fe—<fZ "7 Lt Zc...— ' <eo—hdntacad@mBdondftion- — 1t Fe—ie
or behaviour may inappropriately influence the deliberations of the academic staff.

The team commends the® efforts to separate student support and academic
progression decision making. However, the team recognises that due to the close nature
and small size of the program, it may be difficult to separate student support from
academic progression decisionsThe team encourages the program to investigate where
these areas should be clearly separated.

The Clinicians Assessment Committeeprovides a vehicle by which students

encountering difficulty in meeting the expectations of theclinical placementscan be

appropriately handed over, and their learning needs addressed proactively. This
committee also allows for communication across the various clinical sites where
students are on rotaton.

7.4 Professionalism and f itness to practise

7.4.1The medical education mvider has policies and procedures for managing medical
students whose impairment raises concerns about their fitness to practise medicine.

7.4.2The medical education provider has policies and procedures for identifying and
supporting medical studentsvhose professional behaviour raises concerns about
their fitness to practise medicine or ability to interact with patients.

The team commends the Facultyon well-developed and apparentlywell-functioning
policy, and procedures to manage studentsvith concerns regarding their fitness to
practise. The Health and Professional Conduct Committee dealsth students identified
with behavioural or professional issues.

ef 7 —SF —S7"tf <o—1%"f—1T —SFefe T —St V%" [rtemdoiff/A4S T
and students and staff are strongly aware of the expectation that unprofessional
behaviour personally or in a colleague, student or clinical teacher, will be recognised

and addressed.The program provided several documented examples where fithess to
practise concerns were managed successfully through the Health and Professional
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Conduct Committee and resulted in positive outcomes for the students involvedhese
were of varying seriousness but alappeared to beappropriately addressed (and known
of or acknowledged by other staff members at the interviews)The team was impressed
by a strong culture of early intervention and remediatiorwithin the medical program.

7.5 Student r epresentation

7.5.1The medical education provider has formal processes and structuhed facilitate
and support student representation in the governance of their program.

The team commends the program ostrong student representation in the governance
of the program.

An elected representative of the Bond University Medical Students Sotjiehas a
position on the MBBS Executive committee

The Student Staff Liaison Committee includes Academic year leads and student
representatives who are elected to either a year student lead role or academic
representative position on the Bond University Medical Student Society Year
representatives are elected in each cohort who meet with and discuss cohort concerns
to the Faculty and senior staff through the Student-Staff Liaison Committee $SLE
meetings.The SSLC meets twice each semester. Students téke lead in the committee
by working with their cohort groups to identify areas for discussion with the Faculty.
These are then presented to Faculty members in the form of an agenda for discussion in
the next scheduled meeting. TheStudent Staff LiaisonCommittee is chaired by the
Associate Dean, Student Affairs and Service Qualdpd secretariat support is provided
by the Office of Student Affairs and Service Quality.

7.6 Student i ndemnification and insurance

7.6.1The medical education provider ensurethat medical students are adequately
indemnified and insured for all education activities.

The medical program is indemnified and insured for all education activities through
Unimutual Limited. The cover provided includes Malpractice Protection, Professial
Liability Protection, and General and Productnsurances.Bond University is fortunate
to have strong clinical placements at a wide variety of private hospitals. Student
indemnity in clinical placements is covered by Bond University policies, the priva

§‘°’<—f2' "Z<.. <t fef -St <°T<~<T—f2 efec'” ...Z<'<...<f°-'|'

insurance.

Clinicians should be encouraged to ensure that their medical indemnity includes
medical student involvement in their active clinical practice.
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Appendix Two  Groups met by the 2015 assessment team

Senior Leadership
Dean of Medicine

Executive Dean

Vice chancellor

Faculty of Health Sciences and Medicine staff
Academic Lead, PBL

AcademicLead, Student Support

Associate Dean, External Engagement and Marketing
Associate Dean, Learning and Teaching
Associate Dean, Research

Associate Dean, Student Affairs & Service Quality
Biomedical Sciences Lead

Clinical Lead Emergency

Clinical Lead Surgery

Clinical Lead Tweed Hospital

Clinical Lead ‘efeie tfZ-S

Clinical Lead General Practice

Clinical SubDean, Gold Coast University Hospital
Clinical SubDean, John Flynn Hospital

Clinical SubDean, Pindara Hospital

Clinical SubDean, Tweed Hepital

Discipline Lead, Indigenous Health

Faculty Business Director

Head of Program, Biomedical Sciences

Head of Program, Nutrition and Dietetics

Health Advocate & Professional Theme Lead
Practitioner Theme Lead

Scholar & Scientist Theme Lead

Year 1 Lead

Year 2 Lead/Anatomy
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Clinical sites

Gold Coast University Hospital

Clinical teachers

Faculty staff

Hospital management

Joint Medical Students Placement CommitteeGold Coast Hospital and Health services

Students

John Flynn Private Hospital

Clinical Subdean
Clinical teachers
Hospital management

Students

Pindara Private Hospital

Clinical teachers
Faculty staff
Hospital management

Students

Robina Hospital

Clinical teachers
Faculty staff
Hospital management

Students

Tweed Hospital

Clinical subdean

Clinical Teachers

Hospital management

Joint Placements Committee Tweed Hospital

Students

Wesley Hospital

Clinical teachers

60



Faculty staff
Hospital management

Students
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