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Abbreviations: 

 

ALM - Advanced Learning in Medicine (Years 4-6) 

BMedSci(Hons) – Bachelor of Medical Science with Honours, an optional research year 

CMSA – Christchurch Medical Students’ Association 

CSC – Curriculum Sub-Committee 

DSM – Dunedin School of Medicine 

ELM - Early Learning in Medicine (Years 2 and 3) 

FASC – Faculty Assessment Sub-Committee 

FCC – Faculty Curriculum Committee 

HIC - Healthcare in the Community 

HSFY – Health Science First Year 

MCQ – Multi choice questions 

OSCE - Objective structured clinical examination 

OSPE - Objective structured practical examination 

OUMSA - Otago University Medical Students’ Association 

PASAF - Professional Attitude and Summary of Achievement Form 

PGY1 and 2 – Post-Graduate or House Surgeon years 

SAQ - Short answer questions 

SSLiC – Student-Staff Liaison Committee 

TI – Trainee Intern, the name given to a sixth year medical student 

TOKO - Te Oranga Ki Ōtākou (Māori Medical Students’ Association Dunedin) 

UOC – University of Otago, Christchurch 

UOW – University of Otago, Wellington 

WMSA – Wellington Medical Students’ Association 
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Contributors: 

The Otago University Medical Students’ Association (OUMSA) is a charitable independent 
organization that is run by students for students. OUMSA has been approached by the 
Australian Medical Council to comment on the 2014 annual report prepared by the Otago 
Faculty of Medicine on the MBChB programme. This student submission has been written 
in collaboration between OUMSA, the Wellington Medical Students’ Association (WMSA) 
and Christchurch Medical Students’ Association (CMSA). The submission was compiled by 
the OUMSA Education Officer, who can be contacted at education@oumsa.org for 
questions or clarifications. 

 

The ELM part of this submission has been prepared after consultation with ELM students 
via the student year group representatives (1 per year), education representatives (4 per 
year), and a paper-based survey of one stream of each ELM2 and 3. This sample 
represents a random selection of a quarter of our class, roughly 60 students per year level. 

The DSM portion were compiled by the OUMSA Education Officer and Chair of Student-
Staff Liaison Committee (SSLiC), and were based comments from a focus group with 
students on the SSLiC, which includes class representatives from all year levels at the 
DSM. 

University of Otago, Christchurch (UOC) comments were compiled by the CSMA President, 
Vice President and education representatives from each year level. 

University of Otago, Wellington (UOW) comments were compiled by the WMSA President, 
Vice President (Education), and a focus group of the education representatives, 3 from 
each of ALM4, ALM5 and TI year. 

 

The comments and opinions in this report aim to be as representative of the Otago student 
body as possible. Efforts have been made to reference to specific AMC Standards, the 
faculty AMC Report 2014, and comparisons to the student submission from 2008 where 
possible. Also, while comments are under a certain heading of an AMC standard, there is a 
great deal of overlap and comments may apply to several standards. This student 
submission’s objective was not to comment on every standard or faculty comment, but 
rather is targeted to the issues students feel most engaged about and strongly advocating 
for. 

For the vast majority of students, our time at Otago medical school is a largely positive and 
enriching learning experience. 
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Standard 1: The Context of the Medical Program 

 

1.1.3   The medical education provider consults relevant groups on key issues relating to its 
purpose, the curriculum, graduate outcomes and governance. 

We believe that the faculty have been welcoming and generally receptive of student 
feedback. The student associations OUMSA, WMSA and CMSA are made up hard-
working, elected student volunteers that aim to improve the medical education and 
experience for students. Education and class representatives at various Staff-Student 
Liaison Committees are effective means through which student feedback is communicated 
via these education representatives. The various student inputs and representation are 
further discussed in Standard 7.5.1. 

 

1.6   Interaction with Health Sector and Society 

ELM: 

The Healthcare in the Community (HIC) programme run over years 2 and 3 of the MBChB 
programme is a series of 2 hourly weekly tutorials and a handful of lectures. The HIC 
programme does include visits to local community organisations and also has some 
organisations to come in and discuss with students. This well received by the students and 
is usually a highlight of the HIC programme. However, students do report that more contact 
and visits with indigenous health providers would be beneficial for understanding. 

Friends of the Medical School are volunteers for ELM students to conduct patient interviews 
and physical examinations in HIC and Clinical Skills tutorials. Students were hugely 
appreciative of these members of the community willing to come in and further their clinical 
skills. The importance of these interactions are discussed in Standard 4.3. 

 

UOW: 

UOW has made several agreements with other health relator sectors within society and 
government to enhance the education of Wellington medical student. These include the 
Wellington Free Ambulance, who agreed to let students come on a shift with them to obtain 
valuable emergency medical experience. They also have formed agreements with various 
Alcoholic and Narcotics Anonymous organisations throughout Wellington who allow 4th year 
students to attend these meetings. There is definitely a potential however for more 
partnerships to be forged throughout Wellington to promote a more well-rounded education 
for our students. 

There is some interaction of the Wellington Medical School with indigenous communities 
and organization but this is limited. We have a connection with a local Marae that the 
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students visit for the night on arriving to the Wellington Medical School. Several of the Māori 
teaching fellows are members of Wellington indigenous communities and form a tie 
between the school and these groups. This allows students to learn through these 
connections about the experiences and challenges faced by these groups. A more 
interactive experience would be beneficial however, as aside from the initial Marae visit we 
do not get much actual contact the members of these communities. 

 

1.8   Staff Resources 

ELM: 

Students perceive a variability in the quality of tutors, which greatly impacts on the quality of 
small group interactions. Regular evaluation of tutors conducted by faculty usually identify a 
limited number of problems with tutors, and the majority of students have positive 
experiences with their tutors and build rapport and relationships by the end of the year. 
Students prefer a tutor with clinical background who is able to add personal and 
professional experience beyond teaching guides. 

We understand the difficulty in recruiting tutors, and there are processes for students to 
give new tutors and there is an anonymous complaints system for students to bring more 
sensitive issues about particular tutors. 

A large workload is taken on by the administrative staff in ELM, such as uploading lecture 
slides, distributing emails to the year, and making and managing the timetables for more 
than 500 students. This can sometimes lead to delays in documents being uploaded or 
mishaps with scheduling. We believe some of these stresses can be alleviated by 
increasing the usability of the information technologies such as Moodle to allow staff to 
upload and edit documents themselves and send emails to larger groups. This is currently 
being worked on with IT. 

 

DSM: 

Pharmacology teaching in Dunedin is minimal, and TIs express that they are uncomfortable 
about the jump into prescribing in house surgeon years. There is very little practical or 
targeted pharmacology teaching, and students wanted more practice at dosage, 
interactions and such. This could be done through simulated e-cases which would make 
students consider potential side effects and interactions they would otherwise not be 
exposed to. In particular, students thought there should be more on IV fluid and pain relief. 
Students generally use the UOC lecture slides to study Pharmacology for 5th year exams, 
which shows a discrepancy of Pharmacology teaching between the schools that should be 
addressed. This is particularly imminent with the possibility of the New Zealand Medical 
Council introducing TI prescribing in the future. Students felt that this could help with 
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transitioning to house surgeon prescribing, however it is important that it is a limited list of 
drugs, and extremely necessary to increase the quality of teaching on them before 
implementing TI prescribing. 

 

UOW: 

The Wellington Medical School does, in general, have the staff to adequately deliver a 
medical education. Pharmacology is the one area in which the medical program is 
continually found lacking by the students. The teaching is too sparse, there are too few staff 
available to teach the students and many feel it is a marked weakness in our education. We 
do understand the faculty has recently employed a Professor to develop an intercampus 
pharmacology teaching program to mitigate this issue. 

Generally the administrative and technical staff of the medical program are felt to be 
generally well performing. The only issues arising are the late notification of timetabling and 
out of Wellington placements. 

The medical school does a good job of recruiting, training and supporting the patients or 
community members to engage in student teaching. Especially in the Obstetrics & 
Gynaecology Department, whose recruitment of community members for the advancement 
of our clinical skills has been excellent. 

 

UOC: 

UOC offers a well-balanced academic programme that is typically well staffed, other than 
intermittent staff absences due to other clinical commitments. In contrast to the other 
schools, the pharmacology programme is a strength of UOC and was voted by students as 
the best 5th year vertical module in 2013. The module is run by a team of clinical 
pharmacologists that provide both lectures and group tutorials to 5th year students and 
trainee interns. Teaching covers key elements of clinical pharmacology, including 
prescribing, pharmacokinetics and pharmacodynamics and students are required to present 
real patient cases in order to apply and integrate this knowledge. 

 

Restrictions on Student Loan and Allowance (P.10 of Faculty Report): 

We have concerns related to the availability of the funding to postgraduate students under 
the New Zealand Government policy of the 7EFTS cap, affecting the class of 2017 in their 
final TI year. Graduate entrant students will not be able to claim any funding for their final 
year, and in some cases final two years, of study. This totals to over $20,000 for one year 
of study or over $40,000 for two years of study. There are currently no alternative funding 
options for medical students, where it would be extremely difficult to have a part-time job 
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with time constraints in TI year, and the stipend not being paid out until the end of the year, 
later than when university fees are expected. Medical students do not seem to be the 
original target of this cap as they are extremely high achieving students who are trying to 
finish their degrees but it takes longer than the 7 EFTS cap allows. 

These students comprise about 25% of the class in both Auckland and Otago Medical 
schools with plans to rise to 30%. When this policy comes into effect, postgraduate 
students from lower socioeconomic status are disproportionately affected. This may also 
deter future postgraduate students, who bring an important diversity to the cohort. Student 
come into medicine from other degrees or have taken years off for research, such as 
BMedSci(Hons) year, add a wider scope of knowledge. The 7EFTS cap will also be a 
barrier to medical students pursuing research, where one of the key aim of the medical 
program is to encourage research proficiency in graduates. 

Student-based input from OUMSA and NZMSA has not led to any changes in stance from 
the current Government. We believe universities need to publicly state their support of an 
exemption of medical students to the 7EFTS cap to give greater weight to the issue, and 
ask the University of Otago to take this stance to support the large proportion of Otago 
medical students which will be affected greatly. 
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Standard 2: The Outcomes of the Medical Program 

 

2.1.1 The medical education provider has defined its purpose, which includes learning, 
teaching, research, societal and community responsibilities. 

The programme defines the Otago Medical Graduate Profile at the outset of ELM2, as well 
as signing the Code of Professional Conduct for Medical Students at Otago. The provision 
of this information introduces the new students to the faculty they will operate within for the 
following five years. The standards expected are also provided in the Student Handbook, 
which has now become available as a download on the faculty e-learning platform, Moodle. 
This is accessible to students throughout the academic year and highlight the standards 
expected upon graduation. 

Despite provision of these resources, the Otago Graduate Outcomes are not well known to 
students. This may be due to a lack of reference to these outcomes besides orientation 
information at the start of each year, and a lack of understanding of how these are 
demonstrated. An electronic curriculum map may make it clearer to understand outcomes 
and ways to achieve these. This will also be more readily accessible across all campuses, 
and make comparisons of how it is demonstrated at each of the schools. 

 

2.1.2 The medical education provider’s purpose addresses Māori and their health. 

The University of Otago Medical School ELM program dedicates a vertical module to 
Hauora Māori. The foundations of Māori health knowledge are taught in ELM2 and include 
teaching focused on the spirituality and culture of Māori as well as teaching of epidemiology 
and the social and political determinants of health.  Further to this, other parts of the course 
often highlight the disparities in health outcomes for people of Māori descent, as well as 
reasons and remedies for this. 

 

This early learning is then expanded throughout the following four years of the programme 
where learning begins to focus more on interactions with Māori patients linking these to the 
earlier themes.  

 

2.2.2 The medical program outcomes are consistent with the AMC’s goal for medical 
education, to develop junior doctors who are competent to practise safely and effectively 
under supervision as interns in Australia or New Zealand, and who have an appropriate 
foundation for lifelong learning and for further training in any branch of medicine. 

Following the completion of the medical degree, doctor’s aiming to complete their 
prevocational training must undertake the PGY program. Provision of information about 
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postgraduate years one and two is directed at students in the later stages of the ALM 
course. However, this would be appreciated by students earlier in the course, in order to aid 
them in making informed decisions about their futures. For example, most competitive 
registrar placements require a history of publication and research, which is an experience 
undergraduate medical students can only achieve through summer student internships 
throughout the earlier stages of their medical degrees. 

 

2.2.3 The medical program achieves comparable outcomes through comparable 
educational experiences and equivalent methods of assessment across all instructional 
sites within a given discipline. 

Comparable outcomes are achieved through end of 5th year exams which are consistent 
between all three campuses. This suggests the end point of our medical education is the 
same across all schools. However all internal assessments and end of run tests vary 
greatly. 

Christchurch students receive specialised Hauora Māori OSCEs, which are not performed 
at any other school. Students in Dunedin get the opportunity to follow a pregnant woman 
through the later stages of her pregnancy and for the first few months after giving birth. 
Wellington has a large burden of case histories in 4th year, at around 30 full case histories 
in comparison to the other schools. 

Some students feel that there are benefits of the different schools offering slightly different 
curricula and strengths of departments. Faculty are making efforts to align the three clinical 
schools, and the increasing use of eLearning, electronic curriculum map and technological 
means of sharing teaching and learning resources is an exciting prospect for the future. 
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Standard 3: The Medical Curriculum 

 

3.1 Duration of the medical program 

OUMSA believes the duration of the medical program at Otago appropriate and sufficiently 
reaches all standard of the AMC graduate profile. 3 years pre-clinical and clinical build on 
one another in knowledge, skills and confidence as a graduate. 

Previous surveys in 2013 showed that majority of students opposed a condensed graduate 
program for students applying with another degree. However for some students this could 
be beneficial in reducing the length of time studying which is already longer than Health 
Science First Year (HSFY) entries. However other postgraduate students thought that 
despite having done another degree, the medical course was very effective at integrating 
many areas that was not achieved in a regular degree, and would not want a separate 
course to HSFY entry. Postgraduate students also contribute a great deal to the diversity 
and learning environment of the cohort. At this stage, OUMSA cannot make a statement 
about whether the duration should be shortened. 

 

3.2 The content of the curriculum 

ELM: 

ELM students were asked to rate how well they thought the Otago School of Medicine 
taught the following: 

- Domain 1: Scientific foundations of medicine, evidence-based practice and developments in 

medical knowledge? 

- Domain 2: Communication, clinical skills, diagnosis and management skills to ensure safe 

patient care? 

- Domain 3: The ability to advance and advocate for the health of communities and 

populations? 

- Domain 4: The ability to assume the role as a professional and leader? 

- The interprofessional relationships of healthcare and interaction with other disciplines? 



 

  

 

 

 

P
ag

e1
2

 

 

3.2.2 Clinical Practice 

There is a strong clinical focus at Otago Medical School which is reflected in the high 
proportion of students feeling that communication and clinical skills are taught well. There is 
also a perception of more patient interaction than our counterpart medical students at 
Auckland University. 

 

3.2.4 Professionalism and Leadership 

In the curriculum, the “role as a leader” is poorly defined and students are unclear of how it 
is demonstrated. Professionalism is also a difficult characteristic to quantify, especially in 
ELM where there are few situations to put into practice principles of professionalism. The 
Professional Development module in ELM helps to introduce aspects such as professional 
boundaries, medical law, privacy, and the doctor-patient relationship. Bioethics also aims to 
introduce students to ethical dilemmas in medicine, however student feel that there is little 
exploration of what ethical principles we hold and why, and more rote learning and 
regurgitation of the terminology taught to us. 

 

Interprofessional Relationships 

Interprofessional relationships are introduced in ELM, considering what referrals would be 
made in certain cases, and the many health services and professionals that are part of the 
patient experience. However students do not experience working in a multidisciplinary team 
until ALM. Former students commented on the value of the Health Checks in HIC in ELM3 
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where students worked alongside dieticians to give health advice to volunteers from the 
public. Unfortunately this has been discontinued in 2014, which ALM students think is a 
missed opportunity. 

This is discussed further in Standard 4.7. 

 

3.2.3   Health & Society 

ELM students were also asked how comfortable they would feel they would be able to 
advocate for the following patients, communities and populations: 

- Māori 

- Pacific Island 

- Low socioeconomic status 

- Lesbian, Gay Bisexual and Transgender (LGBT) 

- Children and adolescents 

- Elderly 

- Palliative 
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Māori and Pacific Health are addressed by specific vertical modules, and often referred to 
in most epidemiological lectures and tutorials. These continue through the course into ALM. 
Majority of students feel that the course has adequately prepared them for these 
populations. 

Low socioeconomic status is also strongly emphasised as a major determinant of health, 
and lecturers from the University of Otago as well as flown in from elsewhere help to 
emphasise the importance of addressing these health discrepancies. However, while the 
impact on health is evident students are less clear about how this should affect their clinical 
practice in future years. 

The group students felt least comfortable and least prepared to serve was the LGBT 
community. LGBT health teaching is not currently addressed as part of the curriculum with 
no dedicated teaching or module, and only about 2 hours of class time is spent on the 
subject. It is also not a requirement of any Otago University or AMC standards. We believe 
that medical school graduates should have the ability to advocate for and provide informed 
healthcare to this significant of the NZ population, and that this is an essential standard all 
medical graduates should reach. The health discrepancies in mental health, sexual health, 
as well as smoking, CVD, obesity and cancer, along with the stigma the community faces in 
society requires action from medical practitioners. Widespread change can be most 
effectively targeted early through medical education. A very unique aspect of the health 
needs of the LGBT community is that the prevalence of misinformation and poor responses 
from healthcare professionals can lead doctors to add to the health burdens the community 
faces. 

At a student discussion held April 2014, students felt that they wanted more teaching on 
basic terminologies regarding sexuality, practice of how to interact with LGBT patients 
respectfully, specific teaching on the unique sexual health needs of LGBT people, and 
understanding laws and practices around procedures such as gender reassignment. 

 

Children and adolescents are addressed in the curriculum by various modules, such as the 
Child Development unit of HIC where ELM3 students spend time at a kindergarten 
placement around Dunedin. These are seen to be beneficial to improving child 
communication and interactions. An OUMSA student-led group also organise a “Teddy 
Bear Hospital” where students act as doctors, and 3-4 year olds bring their teddy bears into 
the “hospital”. This helps to familiarise children and make them more comfortable around 
doctors, and students find it a fun and beneficial experience. 

Students spend 20 hours in ELM2 at a rest home placement, which student feel prepares 
them for elderly populations. Palliative care however is not as well addressed, since limited 
number of students were placed at hospices or hospital-level care and little is known about 
the End of Life Virtual Module. 
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DSM: 

In ALM, students feel that Māori and Pacific teaching has prepared them sufficiently for 
interacting with these communities. The 2 day Marae trip was considered the most helpful 
of the Māori Health teaching as it helped with communication with such families. Similarly in 
Pacific Health, the highlight was a week in ALM5 Public Health run where students spend 1 
weekend staying with a Pacific family and learning about Pacific Health. 

LGBT teaching is minimal, with some whole class learning as a panel speaking with 
teenagers, and Generally students found the teaching quite random from the course, and 
then only exposed by chance in their clinical experience. ALM students felt that LGBT 
issues, when brought up, would spark huge debate, such as the difference between 
gender, sexuality, sexual orientation etc. Students wanted more teaching about neutral 
terms, possibly in HIC teaching in ELM for more time to debate in small groups. They would 
also like more specific information about health risks and sexual health. 

Care of children and adolescents were felt to be well covered by students, although in DSM 
Paediatrics and Obstetrics & Gynaecology are not separate runs and students may not 
have enough time to get exposure to what is expected by the time they graduate. 
Interactions also came through GP runs and in many other settings. 

Students felt that elderly and palliative care was also well taught. Exposure included 
targeted palliative teaching and hospice visits. 

 

UOW: 

3.2.2 Clinical Practice 

As noted in the past there has been a deficit in the teaching of clinical skills and history 
taking. This has been rectified by the introduction of the Advanced Clinical Skills module, 
which runs for the first three weeks in fourth year. This revises and expands upon clinical 
skills and history taking taught in ELM. At the conclusion of this there is a written 
examination and formative OSCEs. 

Formative OSCEs are run at the end of the Surgical and Clinical Skills and Medicine and 
Clinical Skills modules in fourth year. There is also teaching of history taking and clinical 
skills during these two modules. Clearly over the past six years a concerted effort has been 
made to raise the standard of clinical skills and history taking teaching. 

During rotations it appears however to be the responsibility of the student to come to grips 
with the day to day functions of a house officer and learn their role. Whilst the experience is 
worthwhile and ‘on the job’ training is a key component of any experience, it must be noted 
that any team attachment and module is different for a given student and many have 
different experiences as to their immersion into a team environment. This can limit the 
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understanding especially of 4th and 5th year medical students as to the requirements of the 
medical practitioner in their role. 

 

3.2.3   Health & Society 

Cultural sensitivity to Māori is taught throughout the medical course. How to engage with a 
Māori patient and how to appropriately develop a relationship with them is taught. 
Additionally, a visit to a marae is used to show components of Māori culture. There is 
minimal community interaction besides that provided in Hauora Māori (which in itself is 
quite specific). Students are made aware of health issues facing at risk communities at 
times but are not exposed directly to these communities.  

Teaching in any cultures other than Māori is completely lacking. WSMA has communicated 
to the Hauora Māori module student feedback that they wanted to have more multicultural 
teaching, such as Pacific and Asian health. Teaching on aspects of global health is also 
lacking. 

LGBT Health is not taught beyond ELM in the curriculum at UOW. 

Elderly and Palliative care is very well taught at UOW. During the Medicine Module ALM4 
gets a resource book and 5 tutorials on older persons’ medicine, which also has its own 
assessment. Palliative medicine in both 4th year and 5th year GP modules. There is a 
specific test on palliative care towards the end of 5th year. 

During ALM5, Paediatrics there is a 2 week community contact placement which puts 
students in various communities throughout the North Island to understand issues facing 
their paediatric populations. This approach is effective in exposing students to different 
environments for a short period and could be implemented for an area such as General 
Practice, which continues to focus heavily on communication skills in the classroom and 
has poorly defined learning outcomes in its module. 

 

3.2.4 Professionalism and Leadership 

During the public health module in fourth year students are expected to work together as a 
group, with an appointed team leader, to complete a five week research project. This helps 
to develop skills of leadership and teamwork. Additionally, there are multiple times 
throughout the course where presentations are required to be prepared and delivered to an 
audience assisting with communication.  

Specific teaching surrounding what can be achieved with good clinical leadership and 
advocacy is lacking – for example appropriate advocacy routes, what makes a good leader 
or how to go about forming health advocacy groups is not taught. Having specific teaching 
on clinical leadership and the attributes of a good leader could be useful. 
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UOC: 

3.2.3   Health & Society 

A strength of UOC is the teaching provided by the Māori Indigenous Health Institute (MIHI) 
team. Students spend two and half days during the introductory fortnight on a Banks 
Peninsula marae, with intensive teaching regarding key historical and current issues that 
impact on Māori health. Students also have contact with the Māori community through a 
community health day hosted at a local Māori language school (Te Kura Kaupapa). 
Throughout ALM, students are taught and encouraged to utilise a targeted clinical 
assessment framework developed by the MIHI team – ‘the Meihana model’ – in interactions 
with Māori patients. Student understanding of this framework is assessed across several 
MCQ tests and in the Hauora Māori OSCE in 5th year. MIHI was awarded the Australasian 
Leaders in Indigenous Medical Education award for innovation in Indigneous health 
curriculum implementation in 2013. 

Despite intensive Hauora Māori teaching at UOC, teaching targeted at other cultures is 
lacking. However, the faculty is working towards the appointment of an Associate Dean 
‘Pacific,’ which may partly address this disparity. 

UOC does receives some teaching on LGBT health. During the Women’s Health and 
Developmental module and the Public Health module we receive several of teaching about 
different aspects of LGBT health. This includes dealing with LGBT adolescents, 
transgender patients, discrepancies in mental health needs for LGBT patients and teaching 
from the AIDS foundation (with a focus on LGBT patients). 

 

3.2.4 Professionalism and Leadership 

ALM students have noted that leadership, in so far as it can be taught, requires a greater 
focus but were wary that the opportunities for furthering these skills would likely only be 
available to a select few students. Current opportunities for leadership development were 
restricted to student driven initiatives such as participating in student polities or attending 
conferences, and as a result, there was scope for development of a more formal curriculum. 
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3.3 Curriculum design: There is evidence of purposeful curriculum design which 
demonstrates horizontal and vertical integration and articulation with subsequent stages of 
training. 

ELM: 

When students were asked if they preferred a vertical and horizontal block module structure 
of the course compared with the paper-based learning like the rest of the University, 
majority say they prefer the current system of horizontal and vertical. Reasons behind this 
were for the better integration and linking of concepts together, which is required in 
medicine to consider many aspects of an illness. 

Those who prefer papers prefer paper based for more structured and orderly teaching and 
organisation of notes. At the start of ELM2 students have found it difficult to adjust, 
particularly those from a post-graduate background. Talks about study and organisation 
techniques and the adjustment into ELM2 are organised by both faculty for post-graduate 
students, and OUMSA for which a “What I Wish I Knew In Second Year” seminar is held for 
all students.  

Students voice the importance of coordination between modules to avoid repetition and 
conflicting information. Some criticism of the curriculum design is that it can feel confusing 
and irrelevant if the lectures do not tie in with the current topic of learning. Student opinion 
shows that proper coordination between modules is needed. 

 

UOW: 

Clinical skills are well integrated throughout Advanced Clinical Skills, Medicine and Clinical 
Skills, and Surgery and Clinical Skills. Additionally, we have case histories to complete 
throughout the fourth year which allow clinical skills to be revisited and learnt as the year 
progresses and as we go through a variety of different disciplines.  

A number of vertical modules are poorly integrated and appear to lack clear focus. Learning 
objectives are also poorly defined in certain areas giving students a lack of understanding 
of what the basic requirements are by which they need to work towards. An example of this 
is pharmacology, where by a list of medications is displayed at the beginning of 4th year and 
students are told these are the medications they need to ‘learn’. Pharmacology teaching is 
then substandard and focus is not directed towards issues such as adverse drug reactions 
and overdosing. Microbiology and the teaching of antibiotic treatment appears much more 
clinically focused and effectively taught. 

Haematology is extremely well taught in Wellington with students giving high levels of 
praise for the clinical focus that is brought to the teaching sessions. 
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3.4 Curriculum description: The medical education provider has developed and effectively 
communicated specific learning outcomes or objectives describing what is expected of 
students at each stage of the medical program. 

ELM: 

Students refer to Learning Objectives as a way to study and make sure they have “checked 
off” their understanding of each objective. Virtually all lectures and small group teaching 
sessions have the learning objective outlined. Learning objectives are most useful when 
they are made clear, specific to the content, and referred to throughout rather than stated at 
the beginning and never seen again. 

 

UOW: 

Learning objectives exist for most modules. Medicine and Clinical Skills have clearly 
defined objectives and it is well communicated what is required of students. Surgical and 
Clinical Skills has loosely based objectives, but due to the variety of different attachments 
during this module, some fail to have clearly defined objectives. 

 

UOC: 

Most modules have learning objectives, although these can be so broad to cover any 
eventuality that they become unhelpful. Specific, targeted learning objectives are much 
more beneficial to students’ learning. 

 

 

3.5   Indigenous Health: The  medical  program  provides  curriculum  coverage  of  
Indigenous  Health  (studies  of the history, culture and health of the Indigenous peoples of 
Australia or New Zealand) 

The Hauora Māori Vertical Module is taught throughout the whole of the medical course, 
and is almost always assessed. It teaches both historical and cultural backgrounds, some 
examples of Māori models of health, as well as more specific health inequalities, initiatives 
and clinically focused teaching, such as the Tikaka Best Practice in hospitals. This is in a 
range of settings, majority through whole class lectures but also in ELM2 one day was 
spent at Araiteuru Marae. Students enjoyed this change of setting, and the Marae day was 
voted by ELM2 students as the “Best Whole Year Event” in 2013. Similarly in ALM, Marae 
visits are often the highlight of Hauora Māori teaching. 

Te Oranga Ki Ōtākou (Otago Māori Medical Students’ Association) comments that 
significant amount of information and detail which can be taught in respect to these topics is 
limited by the amount of time allocated to the Hauora Māori vertical module which has an 
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effect on the final amount of knowledge gained at the conclusion of this course. More time 
allocated to the module and better integration of its teaching into other areas of the course 
would demonstrate to students the important relationship that Hauora Māori learning has to 
the rest of their medical studies and careers within New Zealand. 

 

 

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 “Humanities in Medicine” elective in ELM3 is a highlight, and a student review of the 
Humanities elective conducted April 2014 showed that student appreciated the different 
perspective, and found it a refreshing break from the standard medical curriculum. There is 
some difficulty in placing students in their first choice, and some students would like more 
humanities subjects on offer, such as music or languages. ALM students also commented 
that while it was enjoyable, it did not impact their practice is hospitals very much. 

The overseas elective in TI year is also highly anticipated by students. Each student is 
assigned a quarter of the year for their TI elective, which accounts for a 12 week period of 
the TI year. Students enjoy the opportunity for overseas travel and study, and some 
commented on their interest in developing countries. Those students who are assigned the 
first elective in January-March period are often unable to financially support their overseas 
travel due to the suffusion of Medical Trainee Intern Grant ($26,756NZD) throughout the 
entire TI year, leaving indebted students with additional debt.   

There is much less scope for pursuing other studies outside of medicine due to the time 
constraints the medical curriculum already poses. Feedback from students was most 
students did not want an increased workload, and while it is refreshing learning about other 
things it should not be at the expense of time for medical teaching or preparation for that 
teaching. 

If feasible, students had the following suggestions for opportunities for students to take on 
board if interested: 

 Optional humanities papers outside of the Medical School 

 Optional papers on economics, politics, and business related to starting a GP clinic for 

example 

 Exchanges with other medical schools 

 Summer internships or mentorship 

 Earlier overseas elective 
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Interprofessional Learning (P.17 of Faculty Report): 

Please see Standard 4.7. 

 

Regional sites and peripheral placements (P.18 of Faculty report): 

DSM: 

Peripheral placements, such as in Invercargill hospital are perceived as a valuable 
opportunity for more patient contact and hands-on work in the hospital. Students placed 
externally in the DSM are always well-supported, with accommodation and a bus ticket or 
fuel reimbursement provided. 

 

UOW: 

Students find peripheral placements a valuable opportunity to experience how things are 
done in different hospitals. It also allows students to work with different communities. 

This imposes a greater cost and disruption on students themselves, and there is quite a lot 
of variability of reimbursement between departments at UOW. Students need to be 
appropriately reimbursed for the travel to regional sites on all runs. 

 

UOC: 

All TI students spend four weeks on a rural GP placement of their choice, and Obstetrics & 
Gynaecology and Paediatric runs are offered at Timaru Hospital. TIs may also spend a 
quarter or the whole year at Nelson hospital. There should be greater commitment to these 
placements in terms of financial support to students, as per the DSM. 

 

RMIP: 

Students have the option of spending their 5th year in a rural community. No students on 
this program could be contacted however, and no comments from the Matagouri Rural 
Students’ Association were submitted. 

 

Primary Health Care and General Practice (P.22 of Faculty report): 

DSM: 

When asked if students felt that primary practice was adequately represented in the ALM 
curriculum, students felt that it was enough. Rural GP is one of the most positive run 
experiences. Student did not feel that there was an issue with emerging medical students 
not being interested in GP. 
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UOW:  

In a 5 week GP module in ALM4, students only get 7 days in a GP practice which students 
do not feel is enough, and want longer periods in a clinical learning setting. Students agree 
that clinical placements are much better than lecture learning for a positive experience with 
primary healthcare. 

In ALM5 students have a 2 week lecture based module. Most of the lectures are not 
relevant to clinical practice. The real success of this module is that they hire 'teaching 
associates' so that every student gets a chance to do a male and female genital 
examination under guidance in a non-time pressured situation. 

In TI year there is 6 weeks spent purely in a GP practice seeing patients yourself. 

 

UOC: 

UOC students have adequate exposure to primary care. ALM4 students have 3 half days 
per week in clinical placements at GP practices during the 8 weeks General Practice run 
and spend 3 ½ full weeks within a GP practice as part of the rural GP run in TI year. 
Delaying full-time GP exposure until the TI year is beneficial as it allows students to utilise 
the full breadth of knowledge and skills that they are taught during 4th and 5th year and gain 
the most benefit from the clinical exposure. 
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Standard 4: Learning and Teaching 

 

4.1 The medical education provider employs a range of learning and teaching methods to 
meet the outcomes of the medical program. 

ELM: 

Lectures, tutorials, laboratories are balanced effectively in order to reinforce the central 
concepts detailed in the learning objectives, and the varied approaches allows input from 
different disciplines. 

In addition to integrated Cases, Clinical Skills, and HIC tutorials that run on a weekly basis, 
the academic year is interspersed with tutorials run by a number of vertical modules (e.g. 
pathology, physiology, genetics, bioethics) and block modules (e.g. metabolism and 
endocrine systems). Student feedback regarding tutorial size and structure was positive, 
with students noting that the benefits of a small group environment allowed for discussion 
and an enhanced ability to comprehend information due to the organic nature that the 
tutorial arrived at its conclusions. The effectiveness of the tutorial environment however was 
dependent on a range of factors, including the specific group dynamics, the degree of 
personal participation, the degree of preparation achieved by both tutor and students, 
whether the relevant lectures had been covered prior to that tutorial, and most importantly 
tutor competence. Many students noted the large degree of variation between tutors. 
Teaching style, generosity in assessment marking, actual biomedical knowledge, past life 
experience, and also fluency in spoken English. 

The lab environment has been praised by students as effective despite the individual 
variation in learning styles between different students. Anatomy labs make use of the 
Department of Anatomy’s valuable and unique body donation service, which allows ELM 
students to dissect cadaveric material to aid learning. The vast majority of medical students 
found it a privilege to use the donated bodies as a learning tool, and greatly appreciated the 
significance this would have for the donors and their families. They provide a realistic model 
for the understanding of the three dimensional orientation of structures, and allow students 
to see the normal variation that exists and often also a number of pathologies. The use of 
cadaveric material also facilitated the development of practical skills such as use of a 
scalpel, and the exposure to the dead aided in personal development that is often relegated 
to the hidden curriculum, such as desensitisation to death, yet conversely the sensitisation 
to the sacrifice made by the bequeathed and the bequeathed’s family. Students who 
opposed cadaveric dissection said that they needed a better idea of the underlying anatomy 
before beginning dissection, and demonstrators to guide the process, otherwise the 
process felt disrespectful.  Many students also emphasised the importance of dissection 
being coupled with good demonstration and guidance. To further facilitate the learning 
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environment, students felt that groups should be smaller than the current size (10) in order 
to allow better visibility and fairer distribution of the dissection. 

 

DSM: 

The clinical years of the program are mainly taught in a hospital setting, with various 
lectures, tutorials and whole class learning weeks providing more formal teaching. Students 
were positive about ward-based teaching. 

Case presentations were an effective learning method, and students found that the 
understood medical knowledge better when case presentations were enforced. This is 
variably employed as a tool by runs, and student feel that there could be more case 
presentations in runs. 

Another valuable teaching method was through simulation clinics in GP run of ALM4. 

In the majority of runs, students feel positively about the learning environment and clinical 
practice. Within runs, this can vary greatly depending on which consultant or team a student 
is with. 

Students said that what made the biggest difference in a run was the consultant. Good runs 
were ones with consultants enthusiastic to teach, including medical students, asking 
questions at an appropriate level and relevant, and more involvement in patient care. Poor 
runs were where students were made to feel uncomfortable, unnecessary, ignored or they 
were a burden for having to be taught. 

 

UOW: 

There are weekly lecture blocks, which cover Pathology, Clinical Reasoning and 
Professional Skills, Attitudes and Ethics, and Hauora Māori. 

Most learning is ward- or bedside-based which students feel is a valuable method of 
teaching so long as student groups are kept small. This is further discussed in Standard 
7.1.1 in regards to student intake. 

 

4.2 The medical program encourages students to evaluate and take responsibility for their 
own learning and prepares them for lifelong learning. 

In both ELM and ALM their personal development is reflected upon in a number of reflective 
essays (ELM), thought-provoking episode reports and mentoring sessions (ALM). OUMSA 
is currently in the process of initiating its own peer mentoring program between volunteers 
from each year level. 
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ELM: 

Independent study is an important component of a weekly workload and this is often 
undertaken spontaneously by students due to the nature of who medical students tend to 
be. However, in addition to this, a number of tutorials and lab sessions require a degree of 
self-directed independent learning in preparation for their content. 

Otago Medical School provides both a Professional Development vertical module and an 
Evidence-based Practice module that aim to create students and doctors who, while still 
working as part of a team, are also self-reliant, resourceful, and capable of keeping up to 
date with the medical field as it progresses throughout their careers.  

Students noted a pilot attempt at a podcasts Cancer module in ELM3 was very well-
received, due to its effective teaching and flexibility with student schedules. Podcasts for 
regular lectures are student-organised and uploaded, and also offer this greater flexibility 
for students to learn on their own time. Many students make use of these as revision tools. 

 

UOW: 

Teaching at UOW involves a large amount of independent learning (IDL), including self-
directed case histories, tutorials, lectures, and online-based study such as Moodle quizzes. 
These  are detailed at the start of each module. 

Evaluation of our learning can be hampered if assessment feedback is inadequate. For 
example in Advanced Clinical Skills an overall grade in the OSCE and written assessment 
is provided. What would be more useful is a breakdown of where your grade came from, 
and students’ strengths and weaknesses. 

 

4.3  The  medical  program  enables  students  to  develop  core  skills  before  they  use  
these skills in a clinical setting. 

During ELM, most clinical skills are practised on other students in small group settings, or 
with actors from the Dunedin Patient Simulation Unit. A few times during the year, a 
volunteer from the Friends of the Medical School is brought in for the whole group to 
practice consultation and physical examination on. Actors are also brought in for both 
formative and summative OSCE assessment. 

Students appreciate as many opportunities as possible to practice their clinical skills, and a 
safe system of other medical students, to actors, to members of the public is a preferable 
progression. Majority of students were happy with the amount of opportunities to practise 
their clinical skills. With regard to members of the public which come in, student would 
prefer smaller groups to approach a patient rather than a group of 10 students as it is 
difficult to interview as a group, and only a few get to perform physical exams. 
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ALM students commented that Clinical Skills in ELM prepared them well for history taking 
and consultations. Physical examinations were not necessarily as relevant in hospitals. In 
addition, ALM students would have appreciated more teaching on specific skills needed in 
the hospitals. Examples of these practical skills included how to write notes on a ward 
round, charting drugs and fluids, how to write discharge summaries, and how to present a 
patient to the team. These are currently self-taught, but mistakes in charting drugs for 
example could cause serious harm to patients. The Clinical Skills curriculum in ELM is 
being improved each year to include more volunteers from the public as “patients”, and is in 
talks with ALM to align the teaching and lessen the bridge between ELM and ALM. The 
OUMSA Peer Mentoring initiative also aims to lessen this gap. 

 

4.4  Students have sufficient supervised involvement with patients to develop their clinical 
skills to the required level and with an increasing level of participation in clinical care as 
they proceed through the medical program. 

DSM: 

Sufficient involvement with patients can be dependent on how many students are placed, 
and how many patients are in the ward. In some runs there are more students than 
patients, which takes away from the learning experience and also puts pressure as 
students may be required to interview 5 patients on that run. 

The peripheral placements, such as at Invercargill, are perceived to be more hands-on and 
students get more practical experience with patients, which may be due to the smaller 
number of students in these areas. 

While there will always be difficult consultants, students felts that this was not a major 
problem at the DSM and may be part of being a professional and working in a team. 

There is an increasing level of participation, and by TI year students feel very much part of 
the team. Dunedin hospital is very collaborative where students are considered part of a 
patient-centred team, which has a positive impact on inter-professional relationships and 
building confidence. 

 

UOW: 

There can be a good level of patient interaction on some runs in Surgical and Clinical Skills 
– but this varies dependent on the supervising clinician. What is most useful is when we get 
to interview and examine a patient prior to them seeing the doctor, then handover and 
provide a differntial diagnosis to the doctor. This then getting critiqued by the doctor is 
useful. Seeing a doctor take a history and perform an exam is useful, but less learning 
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occurs this way as compared to the aforementioned method. Patient contact is much better 
in 5th year compared to 4th. 

 

UOC: 

The degree of patient interaction increases in 4th year due to the nature of the hospital 
environment and clinically oriented curriculum, however ALM students have noted that 
there is also an increased level of interaction between 4th and 5th year which is mainly 
driven by the increase in student confidence and familiarity with the hospital system, 
allowing greater involvement and contribution. The increase in patient interaction between 
5th and 6th years however was both a continuation of the previous effect and the result of 
increased recognition from hospital staff about the student’s ability to contribute. 

The Christchurch Simulation Centre offers students the opportunity to practise basic clinical 
skills - including cannulation,venepuncture, catherisation and NG tube insertion - and 
trauma & resuscitation scenarios using a robotic simulation model. This allows students to 
practise core skills in a supportive environment before applying them in the hospital setting, 
increasing student confidence. 

 

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

ELM: 

Clinical Demonstrations in each block module are very popular with students. During these, 
clinicians bring in 1-3 patients and ask questions about the patient experience, diagnosis, 
treatment and complications relevant to the teaching at the time. This is a very engaging 
way of integrating the learning students do around a certain disease. Students are more 
involved in these demonstrations compared with other lectures, asking many questions of 
patients and clinicians. 

The Professional Development Vertical Module brings in panels of clinicians to comment on 
a particular topic, such as Boundaries or Suffering. This brings a good range of personal 
anecdotes and unique challenges which bring the learning content into perspective and 
much more relevant in practice. 

An overarching theme is that students appreciate clinical experience as an opportunity to 
learn and find role models, which is why students prefer tutors which can bring this unique 
perspective to small group learning. 

There are less opportunities to hear about research in the ELM course. Some lecturers may 
include a few slides towards the end of the lecture, but emphasise that it is only for interest 
and not examinable, in which case many students are less engaged in the material. 
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4.6  Learning  and  teaching  methods in  the  clinical  environment  promote  the  concepts  
of patient centred care and collaborative engagement. 

4.7  The medical program ensures that students work with, and learn from and about other 
health  professionals,  including  experience  working  and  learning in  interprofessional 
teams 

Interprofessional Relationships (P.17 of Faculty report) 

 

ELM: 

Much of ELM teaching is exclusive to medical students, whereas other faculties such as 
Dentistry, Pharmacy, Physiotherapy often take undergraduate papers together. This is 
understandable as the Med School has its unique Vertical and Block Module structure. 
However, more opportunities to interact with other health professionals and students of 
those disciplines would be appreciated. 

Some lecturers have backgrounds from Clinical Psychiatry, Nutrition, Biochemistry, Law 
etc. They bring valuable expertise, as well as a different perspective of the inter-
professional relationships and where the various parts of healthcare fit together is incredibly 
important and desired by students. 

 

DSM: 

Students feel that there is a good range of professionals they interact with in their clinical 
years, such as nurses, physiotherapists, midwives and clinical pharmacists. Students from 
ALM4 onwards attend multidisciplinary team meetings where they can appreciate the role 
each professional plays in a patient’s care. 

Students also feel that this is increasingly so as they progress to TI year, where they feel 
most part of the team and interact. 

 

UOW: 

The teaching environment in hospitals is very collaborative, and inter-professional learning 
is achieved through observing doctors, nurses, physiotherapists etc all working together. 
Students also find it useful to observe behaviours and interactions which work well and 
ones that do not. Staff and other students are often very helpful and willing to engage and 
teach. 

 

UOC: 
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Students are involved in MDT meetings on wards. Formal teaching in Obstetrics & 
Gynaecology is done by midwives, and there is involvement with nurse specialists in 
various clinics and occasional teaching. 

 

 

eLearning (P.23 of Faculty report): 

 

ELM: 

The faculty are moving towards a greater role of e-Learning in the curriculum. When ELM 
students were asked about their experiences with e-Learning, most felt that it was seldomly 
used or had little experience with it. There was a difference in feedback between resources 
and e-Cases able to be accessed in students’ own time, and LabTutor being trialled in small 
group tutorials. 

There are currently trials being done with the faculty using student volunteers to test 
LabTutor cases being developed. In 2013, ELM2 students also completed an Integrated 
Cases tutorial on “Palpitations” through LabTutor. Most students recall a negative 
experience with this. Students felt that when trying to complete online tasks as a group, it 
felt prescriptive, discouraged group learning, less collaborative and more trying to formulate 
a typed answer and watching a screen and watching one person typing. Students also had 
differing answers but groups had to come up with one “right” answer. The technology was 
criticised as not user friendly, and it was a long period of time to watch a screen. There was 
also no tutor or expert present to check answers with or that they were on the right track. 
Some students also preferred to make their own notes in a booklet. Model answers were 
distributed via email and Moodle afterwards, but students would rather more immediate 
answers and feedback. 

If this is to be implemented increasingly for all students in the future, serious changes must 
be made for the technology to be user-friendly and less cumbersome, to be interactive and 
encourage more group participation rather than less, and to allow differences in answers 
between students. Feedback and answers should be more immediate, or to have a 
facilitator present should students ever get stuck. 

As individual voluntary resource, e-Learning was positive amongst students. Many used it 
as study, and enjoyed the ability to access it from anywhere and anytime during the year, 
so many could revisit it closer to exams. More development of such e-cases for exam 
revision would be greatly appreciated by students, and we believe having dedicated staff 
within the faculty to write these would add to the formative feedback students use to guide 
their learning. 
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We believe that while e-Learning has a valuable place in the future of medication education 
at Otago, it cannot replace the place face-to-face teaching has. 

 

DSM: 

ALM students at DSM have had small amounts of exposure to e-Learning, including e-
Cases and videos for some runs, such as Surgery and GP. Students were positive about 
these and supported more learning through this mechanism, which may also help with 
aligning ALM teaching across the medical school campuses. 

 

UOW: 

eLearning sessions must contribute something different to our learning. It must be easy to 
use (i.e., no technological glitches) and easily accessible (e.g., smartphone compatible). AN 
effective way of implementing eLearning could be for students to complete these 
individually, followed up in small groups. The purpose of small groups to be to check each 
other’s understanding of the content and explain concepts in more detail. 

One suggestion is that all information we are meant to learn through vertical sessions could 
become available online (in form of lecture slides, podcasts by lecturers, quizzes etc).  
Students work through it in their own time (according to guidelines about what should be 
done by when), eventually meeting with a small group and tutor to apply knowledge to 
problems. 

If small group learning is to take place, this needs to be scheduled in a way that ensures 
that students who will be working together will have timetable gaps in which they can all 
meet up, with clear guidelines and outcomes for the tutorials. 

 

UOC: 

UOC supports online module development and could benefit the Christchurch students. 
There may be potential for integration of laboratory based teaching into clinical teaching 
using eLearning facilities such as LabTutor. 
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Standard 5: The Curriculum – Assessment of Student Learning 

 

5.1.1  The  medical  education  provider’s  assessment  policy  describes  its  assessment 
philosophy, principles, practices and rules. The assessment aligns with learning outcomes 
and is based on the principles of objectivity, fairness and transparency. 

5.1.2  The  medical  education  provider  clearly  documents  its  assessment  and 
progression requirements. These documents are accessible to all staff and students. 

ELM: 

Currently the ELM2/3 course is summatively assessed during October/November end of 
year exams. This is through 5 examinations which are described generally in the ELM 
handbook, with more information closed to the date. There are 3 short answer question 
exams (SAQs) with case-based questions contributed from various departments, and 
faculty aim to write the questions weighted to their relative importance in the course. The 
amount a question is worth is also indicated to student by the “minutes” students are 
recommended to spend on a question.  

Objective Structured Clinical Exam (OSCE) assesses clinical skills, including 
communication skills. These are assessed at 4 stations, 2 consultations and 2 physical 
examinations. Students who have not quite reached a level of standard can be asked later 
in the week to resit 4 different stations, although it is unclear to students what that threshold 
is. 

Objective Structured Practical Examination (OSPE) assesses Anatomy, Histology and 
Pathology in a “rat-race” style, with one minute at each station to name a structure and 
answer a question based on that structure. This year the marks for OSPE will be combined 
with the SAQ marks. 
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When ELM students were surveyed about whether or not they preferred the current system 
of 100% summative assessment at the end of the year, results show that there is a slight 
majority who would prefer more summative throughout the year. This is consistent with the 
results of the 2013 ELM Review. 

The reasons given for why students wanted some summative assessment during the year 
included: 

- For motivation, as currently they felt that students did not take formative assessments 

seriously, or put less effort in 

- Encourages consistent study, such as an end of module test to revise content 

- Less pressure, lightens workload 

- Results would be less variable depending on health and sickness on the day of the exams, 

and by assessing more content 

- Some modules are more difficult to assess in a single question in the final exam, such as 

HIC, Bioethics, Professional Development 

 

The reasons given for why students preferred 100% summative included: 

- More time to integrate concepts 

- Summative assessment throughout the year would encourage obsession over exams and 

dominate over holistic learning, such as in Health Science First Year 
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Student who answered “Some summative throughout the year” were asked what parts of 
the course should be assessed during the year: 

- OSPE and OSCE could be assessed earlier than the SAQs, as students are only given 1 

week study break compared to 2 weeks in the rest of the University, and examination is 

usually densely packed within 2 weeks 

- Mid-year formative OSCE and OSPE would be worth a small percentage, or apply 

“plussage” in cases where students perform better in mid-year than end of year, it counts 

towards their summative grade 

- End of block module tests, which could be online 

- End of semester tests 

- Currently formative essays, such as HIC reflective essays, Genetics essay 

- Modules more difficult to assess through SAQ, such as Professional Development, HIC, and 

Bioethics 

 

UOW, UOC, and DSM: 

Discrepancies between schools and their assessments are outlined in Standard 2.2.3. 

 

UOW: 

OSCEs are generally seen as an effective form of assessment. They are both useful and fit 
for the purpose, allowing us to test our clinical skills in a patient-based scenario. Advanced 
clinical skills and the Surgical and clinical skills are examples of modules which 
incorporated OSCE style assessments in their evaluation of our level of achievement.  

It is important to ensure that assessments achieve their purpose in that they are a tool to 
evaluate how well students have grasped concepts. Sometimes this is forgotten and 
assessments are instead seen as necessary hurdles to bypass. An example of this is the 
ALM4 Hauora Māori multi-choice test, of which a minimum mark of 90% was required, with 
no limit to the number of attempts. This test contained many repeated questions and was 
taken word for word from a written resource we were given – as a result, students saw very 
little educational value in this test. Similarly, the Pathology vertical module uses a multi-
choice online test as a proxy for taking attendance in their tutorials. You simply need to 
attempt the test (regardless of the result) to indicate that you were present. Again, many 
students fail to see the purpose of such a test.  

 

UOC: 
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Assessment is at the end of each module for all of 4th/5th/TI year. End of module testing 
works well as limits the potential for ‘left field’ questions and generally the focus is on the 
core skills. Majority of modules include some form of clinical based assessment - ie OSCE’s 
or VIVA type scenarios. These are useful as they integrate knowledge and clinical skills 
which ultimately is what is required of us as junior doctors. 

 

5.1.3  The  medical  education  provider  ensures  a  balance  of  formative  and  summative 
assessments. 

5.3.2 The medical education provider facilitates regular feedback to students following 
assessments to guide their learning. 

ELM: 

Despite students commenting on the lack of motivation to do well in formative assessment, 
the survey shows how helpful students find feedback throughout the year. Formative 
assessment is achieved through mid-year OSCE and OSPEs, Integrated Case SAQs tests, 
and assignments. Progress reports are primarily used for identifying students with 
unsatisfactory attendance, behaviours or attitude, and are not perceived as much benefit to 
most students. Formative assessment is discussed further in Standard 5.3.2. 

 

Case SAQ tests are marked by Integrated Case tutors and moderated. A marking schedule 
is posted on Moodle for students to view as well. Students find this helpful as long as tutors 
do not mark rigidly to the marking schedule and help students to expand on points. In 
contrast, only a proportion of answers to the Bioethics/Professional Development SAQ test 
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are marked, with most students required to mark off the marking schedule provided which is 
less helpful to students. 

Mid-year OSCEs are marked by the examiner and Clinical Skills tutor on the Cambridge-
Calgary Guide, along with comments and rating from the patient actor, and students are 
required to watch their interview recorded on a DVD provided and write a reflection on this 
as well. Students find this very helpful for guiding their future consultation skills. 

As stated above, Progress reports aim to give feedback on behavioural and attitudinal 
aspects of a student, however most students find it time costly and unhelpful. 

Feedback for end of year exams is provided as early as possible, usually Early December. 
These give a 1-5 mark overall for the examination (e.g. SAQ, OSCE), as well as broken into 
each module and discipline. This may give students an indication of what to focus on in the 
future, particularly vertical modules which will build on learning in the next year. However, 
the timing of this feedback means that most students are unlikely to modify their study 
dramatically as a result of this feedback. Individual module grades can also vary widely 
depending on how much of the exam the grade is based on, with some vertical modules 
having only one small question contributing to the grade. 

 

PASAFs (P.28 of Faculty report): 

DSM: 

The main means of feedback at the end of a run is through PASAF. The value of this 
feedback will depend greatly on the consultant, rather than the student’s performance. 
Some consultants will give all Ps to any student, which is unhelpful and a box-ticking 
exercise. In some cases a consultant is marking the PASAF where they have had little 
interaction with the student, and a house surgeon or registrar would be a more appropriate 
marker. There are certain runs this applies to more, such as ED or ENT. We recommend 
these runs be assessed via attendance rather than PASAF because it cannot be marked 
accurately on the work done in the run. 

PASAFs can be helpful for guiding students in the future, and they appreciated when they 
were given things to work on. 

 

UOW: 

Whilst assessment is seen as an essential element of the curriculum, it must be noted that 
the value of such assessments relies heavily on the feedback we receive. It has been noted 
by many students that the more detailed the feedback, the better, and prompt return of such 
feedback is preferred. The point of assessment is to evaluate how well we have understood 
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the material being taught, highlighting both areas where students may have excelled as well 
as alerting us to topics which may need further revision.  

Unfortunately, it is not uncommon for assessment feedback to be significantly delayed, or 
for the feedback to be lacking in detail. An example of delayed feedback is the full case 
histories required by the Advanced Clinical Skills module in ALM4. A total of 30 are required 
throughout the year, and with no feedback to date to guide us, we are left not knowing 
whether we are achieving the desired level of work. An example of where feedback is 
lacking in detail was the reports students received following the Advanced Clinical Skills 
OSCEs which provided only a summative mark and a comparison of how you ranked 
against the rest of the class. Such feedback gives very little for students to reflect on and 
makes it difficult to identify areas where progress may be required.  

 

UOC: 

Within the UOC, feedback is often minimal and highly variable between runs, being 
dependent on both the module convenor and individual supervising consultant. However, it 
has been emphasised to students that they must take responsibility for their own learning 
and make individual efforts to approach their consultants in order to identify areas of 
improvement. 

ALM students have noted some concerns with the current PASAF assessment policies of 
the CSM campus. Students feel that clinicians do not take these as seriously as they ought 
to, and some exhibit a policy of never awarding PD on principle. The grading scheme for 
“Professional Attributes” is not made clear to students or staff. There are countless 
examples of students being awards pass for their PASAF by consultants with no clear 
areas of work needed identified to students. As such many students are awarded a passing 
grade with no clear areas of improvement being identified in the written feedback, and 
subjectivity of the consultant impacting on students’ ability to receive PD in the future. ALM 
students suggest moving to a simple pass or fail approach to the more subjective criteria, 
such as professional values. 

Constructive feedback is generally well done for OSCE-type assignments where areas of 
improvement are more easily identified. Written assignments, such as case histories, are 
often just given marks with minimal comments. More guidance on how they could be 
improved would help students. 

 

5.3.1  The  medical  education  provider  has  processes  for  timely  identification  of 
underperforming students and implementing remediation. 

ELM: 
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Underperforming students may not be detected in a timely manner due to a number of 
factors. Summative assessment is assessed entirely during the end of year examination 
this means some students may not be identified until completion of these examinations, 
when it is too late. 

Formative assessment throughout the year may detect some students who are 
underperforming. Progress reports that occur during the year may help identify these 
students however the way progress is judged may vary greatly between tutors and it is easy 
for an underperforming student to be overlooked in the progress reports. Also the progress 
tests are often based on formative tests, which makes it very difficult to assess performance 
during the year as some students do not put all their effort into formative tests. 

Students failing to meet terms by not attending tutorials and labs and/or scoring low or not 
completing formative assessments during the year are given extra support and assistance 
by the Faculty through the Student Affairs Office. While students tend to be identified, 
students are unclear about what remediation entails, and if it makes a difference. We were 
not able to get comments from students who have been contacted by Student Affairs, 
therefore are unable to make a comment about remediation. However the cohort does not 
lose many students through the years, so this could be a testament to effective remediation 
of underperforming students. 

 

If students do not pass all of the three components (SAQ, OSCE and OSPE) they are 
required resit during January. The OSCE has four stations and if performance is not quite 
satisfactory, students are allowed to do another four stations later that week, which gives 
more opportunity to pass. SAQ and OSPE do not have that extra opportunity. If students 
are required to sit special examinations due to not passing the end of year examinations, 
faculty hold the view that all students were given the same opportunities during the year to 
learn and so their responsibility to prepare for specials. The Clinical Skills department did 
offer support for students re-sitting OSCE but some students did not find the tasks useful. 
Most students found the student run support more useful; TI students were asked to help 
out with one-on-one study for OSCE and OSPE and a few tutors were asked to do a few 
tutorials. The Māori Centre and PIRSSU provided support for Māori and Pacific students. 

Overall, the faculty could provide more support. Māori and Pacific students had the means 
and the funds to employ tutors to help out whereas non-Māori/Pacific students had to rely 
on the student run support, which did not have the same funds to provide the same quality 
of support. However the number of students needing to sit specials is a small part of the 
cohort. 
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Standard 6: The Curriculum – Monitoring 

 

6.1 Monitoring (P.37 of Faculty report) 

ELM: 

Student feedback is regularly sought by the ELM faculty. There are various ways to 
systematically collect feedback from its students.  These  include  paper and online-cased  
surveys  throughout  the  year  on  matters  such  as  the effectiveness of labs, tutorials and 
lecturers as well as bigger surveys on modules or the course as a whole. 

If students have any concerns, faculty has provided a document on Moodle for the 
processes of conveying this. They are able to contact the module convenor, and an 
anonymous informal complaints process also exists. However the majority of feedback is 
communicated  through  education  representatives  from  each  year  to  both  module  
convenors and  course  convenors  through  regular  meetings.  Education  representatives  
from  ELM additionally  have  fortnightly  meetings  with  ELM faculty at the Education 
Council Meetings run by OUMSA. This way, students can have the result of the feedback 
communicated back to them, and it is a casual and more convenient way to talk to an 
education representative rather than contact faculty themselves. 

 

DSM: 

Student feedback and how much it is sought varies between runs. One way in which it is 
done well is in Rural GP, where verbal feedback is collected after the run by an 
independent person. This could be employed by all runs as an effective means of feedback. 
Each PASAF form also gives students an opportunity to comment, however most students 
ignore these. 

There are feedback forms for most whole class events which students find an effective 
means of collecting feedback. 

Student representatives from each run also report to a Staff-Student Meeting approximately 
every four weeks where any issues can be brought by these reps to the DSM faculty. 

While it is relatively easy to provide feedback for the DSM, it is more difficult to give 
feedback for supervisors and consultants. Currently any serious issues with consultants 
require the student to meet with MEG and Student Affairs, who then pass it on the HoD of 
that department. Feedback is difficult to anonymise due to only a few forms handed in, and 
most students feel that they would be easily identifiable. The implications of being identified 
were a large consideration for students, as they felt it would impact on their whole time 
staying in Dunedin Hospital. 
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However most students felt that this was not a major issue for the vast majority of 
consultants, and they did not feel there were any serious enough complaints about 
individuals to bring to faculty. 

 

UOW: 

The feedback process in Wellington consists of a system where the students feed back to 
the student reps. This can occur individually or through student-led feedback surveys at end 
of run where response rates are around 60%. This feedback is then passed on to the SSLC 
or to the teaching staff of the department directly. If it has been raised at the SSLC the 
faculty pass it on to the relevant departments. Depending on the course convenor and 
department, this feedback may or may not be taken into account. Some departments are 
more receptive than others, such as Pathology, while others seem to be more resistant to 
change, in particular Public Health. 

Feedback and appraisal of registrars and consultants who supervise ALM is conducted 
mainly through evaluation of each individual run to the elected education representatives, 
who promulgate that information forward to the course convenors and administrators in the 
first instance, and the SSC following that. Informal feedback is also achieved through the 
annual teaching awards. 

 

UOC: 

Feedback and appraisal of registrars and consultants who supervise ALM is conducted 
mainly through evaluation of each individual run to the elected education representatives, 
who promulgate that information forward to the course convenors and administrators in the 
first instance, and the SSC following that. Informal feedback is also achieved through the 
annual teaching awards. 

Module evaluations in ALM are conducted in a three year cycle, teacher and student 
feedback is obtained and alterations are made as the course is developed. CSM note that 
while it would be beneficial for students to see the results of the evaluation and the 
subsequent changes to the course, the matter of disseminating the lengthy information, 
even in a digested form, would be challenging. 
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Standard 7: Implementing the Curriculum 

 

 7.1.1   The medical  education  provider  has  defined  the  size  of  the  student  intake  in 
relation to its capacity to adequately resource the medical program at all stages. 

Paramount to students is ensuring adequate patient contact and teaching is small groups 
conducive to learning. Sufficient patient contact is necessary to be able to reach graduate 
outcomes and become capable medical graduates. 

The poor workforce planning in New Zealand has also led to a recent “pipeline issue” and 
job shortages for graduating medical students unable to get a place with a DHB. A lack of 
movement of house surgeons onto specialties has led to issues earlier in PGY1 and 2 
where students are unable to find placement and complete their PGY training. While New 
Zealand citizen graduates are guaranteed placement by the Government, international 
students who have graduated from New Zealand medical schools have already been 
affected. 

 We strongly believe that the medical school must consider job placements at the other end 
before increasing medical school graduates which would further worsen the situation which 
medical school graduates are now facing. 

eLearning and simulation training may be able to alleviate the pressure on teaching hours, 
with more being completed by students independently. Peripheral placements to 
surrounding hospitals may be able to mitigate patient contact issues, and one of the best 
things students note about peripheral placements is the ability to be attached to teams 
individually or as pairs, and being more hands-on and useful. 

Medical students are definitely against increasing medical student numbers if this should 
exacerbate the current issues with the saturation of students in areas outlined below. These 
problems should be addressed before considering any increase in numbers. 

 

DSM: 

As stated in Standard 4.4, certain runs already struggle with students outnumbering 
patients and this leads to worse learning experiences, and feelings of being unwelcome and 
burdensome in some areas. This could be greatly exacerbated by increasing numbers of 
students, which may make the teaching hospital environment more competitive in order to 
get the same exposure to patients. 

The DSM is at full capacity of 80 students. More peripheral placements to areas such as 
Invercargill and Timaru may be required. 

 

UOW: 
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Peripheral placements in Hutt Hospital, Kenepuru Hospital and GP clinics have been 
received positively for the same reasons stated above, about better learning environments 
and more patient interaction when medical student numbers are small. As seen in 
comments on Primary Practice, there seems to be too many students for the number of 
placements available and the issue continues to worsen from ALM4 onwards.  

It appears some parts of UOW is approaching student saturation. An example of this is 
some bedside teaching occurs in groups for 4-5. This is uncomfortable for patients and 
students who feel they are crowding the patient, and difficult to learn with 4 other students 
trying to perform the same physical exam. Limited numbers of patients in Wellington 
Hospital makes case assignments difficult, where some cases require spending 1-2 hours 
with a patient taking a full history, systems review and examination. While the student body 
understands the importance of assignments such as these as practical learning tools and 
excellent practice with hospital patients, the sheer number of these required (15 cases over 
10 week placements, for 66 students in fourth year alone – for example) can be difficult to 
attain due to the large class sizes and limited numbers of suitable patients (accounting for 
the time needed, frequent interruptions, visitors and patient fatigue etc.) 

 

UOC: 

CSM is operating at capacity within Christchurch Public Hospital, and compromises are 
already being made in several runs in order to accommodate the number of students, for 
example 4th years are encouraged not to attend their general surgery ward rounds due to 
the excessive numbers. If further increases are expected, further use of peripheral centres 
will be required at both 4th and 5th year levels.  

If the definition of medical program extends to the prevocational training (PGY1/2) after 
graduation, then there has been a gross underfunding in the number of positions available 
from a health workforce planning level. This was an issue that was identified too late and 
haphazardly rectified for domestic graduates in the 2013 year. It has yet to be resolved, but 
it should be noted that this is a policy issue and has arisen independently of the faculty. 

 

7.1.2 The medical education provider has defined the nature of the student cohort, including 
targets for Aboriginal and Torres Strait Islander peoples and/or Māori students, rural origin 
students and students from under-represented groups, and international students. 

7.2.3 The medical education provider has specific admission, recruitment and retention 
policies for Aboriginal and Torres Strait Islander peoples and/or Māori. 
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Policies for the recruitment of Māori students into the medical course do exist and seem to 
be working as intended with a significant increase in the uptake of students who identify as 
Māori since the introduction of the Māori Health Workforce Development Unit (MHWDU). 
The establishment of the Tū Kahika Foundation Programme has been a major part of the 
increased numbers through providing a way for Māori students to gain the necessary 
background in science subjects before entering the demanding Health Science First Year 
(HSFY) course. The students who complete the Tū Kahika programme report that they feel 
better orientated and prepared for HSFY which better enables them to complete the year.  

The establishment of the Te Whakapuāwai programme has provided a dedicated support 
person to offer support and guidance to Māori students during the HSFY course. The 
programme involves regular meet up sessions where students can interact together which 
promotes collaboration while studying as well as providing a platform for students to be 
properly informed about the admission process and health professional programme course 
structures. The support and guidance also helps to remove the stressors Māori students 
suffer due to being away from their whānau (wider family) support structures by providing a 
new whānau structure made up of the staff and other Māori students from within the 
Division of Health Sciences. 

The retention of Māori students in the course is promoted through ongoing support from 
MHWDU and the Otago University Māori Centre (Te Huka Matauraka). Together, these two 
units offer academic and pastoral care including regular academic tutorials and guidance in 
respect to the procedures and policies of the Medical Faculty. The Māori centre also 
provides access to counsellors and scholarship information for all studies during their 
studies.  

Social support is primarily organised by Te Oranga Ki Ōtākou (Māori Medical Students’ 
Association Dunedin) who also advocate on behalf of students to the universities Māori 
Student Association (Te Roopū Māori) and the National Māori Medical Students 
Association (Te Oranga). TOKO is also responsible for facilitating some of its own 
academic support especially concerning preparation for the OSCE and OSPE. 

 

 

7.3   Student Support 

OUMSA and DSM: 

Dunedin School of Medicine offers the full range of student support services listed in the 
AMC Standard 7.3.1, including the newly introduced emergency fund for students who 
require financial assistance and have exhausted other avenues.  

Students entering the DSM via the postgraduate category (who may not have completed 
the Health Sciences First Year) are offered several "catch up" tutorials during their first 
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year, and Māori students (who are currently under-represented) are provided regular 
additional tutorials in to support their learning. In addition, the DSM is particularly good at 
identifying students who are struggling academically. This is done via feedback from small-
group tutors, regular formative assessment, and the binannual "progress test", which 
encourage the students to be mindful of their own progress, and allows the faculty to keep 
track and offer assistance as soon as difficulties are spotted. Support is also available for 
students with mental health needs, or indeed for students who have any questions about 
the course and their future in medical school; however these services appear to be 
underutilised due to lack of awareness or confusion over the role of student support 
services. Many students do not know the location of the student affairs office. We believe 
this is because it is the only faculty office located in the hospital, the results of which are 1) 
ELM students do not see the office regularly, as almost all of their teaching is outside of the 
hospital, and 2) ELM students may feel that the student affairs office is intended for ALM, 
whose teaching is much more hospital based. 

 

UOW: 

Student support services seem to be very thorough and the students seem well informed 
about these. Our first point of contact is the Student Affairs Administrator - Ann Thornton, 
followed by the Associate Dean of Student Affairs – Dr. Joanna MacDonald. Through these 
contacts, students are assessed on their needs on a case by case basis with various 
avenues of support and resources possible depending on the circumstances. 

 

There is good GP access for students, with GP clinics across Newtown and Wellington City 
set up with the University to offer subsidised appointments for medical students, at a cost of 
$15. Students also report there is good free counseling available, financial support where 
applicable and extra tuition for struggling students. There has been a recent trial for 4th 
year students in resilience training, involving lectures and extra sessions for those 
interested. The students who attended the extra sessions found them highly enjoyable and 
very useful for developing coping strategies for medicine and also life outside of medicine.  

 

UOC: 

CSM students have expressed their satisfaction at the sufficient level of student welfare 
support. The liason process between students are staff is effective, and students feel 
secure in the processes that exist for pastoral care, academic support, and even medical 
consultation for the students themselves, which is free. 
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7.5.1   The  medical  education  provider  has  formal  processes  and  structures  that 
facilitate and support student representation in the governance of their program. 

Student representation achieved through: 

FCC representation is currently through invitation of OUMSA President, Education Officer, 
and ALM representative, WMSA President and Vice President, Education, and CMSA 
President and Vice-President. Most students are unable to find time to attend these 
meetings for its entirety, and an arrangement between WMSA President, CMSA Vice-
President and OUMSA Education Officer has brought about pre-FCC Skype meetings in 
order to better represent all medical students at FCC 

Health Science Academic Board is attended by the OUMSA President 

FASC is attending by OUMSA President and Education Officer, and deals specifically with 
assessment matters. 

Deans’ breakfast monthly attended by OUMSA President 

ELM Education Council is chaired by the OUMSA Education Officer, between ELM 
Education Representatives and ELM faculty like a SSLiC meeting 

 

Dunedin SSLiC – chaired by student representative, attended by OUMSA President, 
OUMSA Education Officer, and between DSM faculty and class representatives 

Dunedin-CDC – SSLiC student representative 

Dunedin Curriculum Review Panels –SSLiC student representative 

Wellington SSLiC – faculty staff involved with UOW education meet regularly with WMSA 
Education Committee 

Wellington CSC have on the board the WMSA President and Vice President, Education 

UOC Clinical Group Meetings, coordinated by the CMSA Vice President with clinical group 
reps, although discontinued 

Christchurch Staff-Student Meetings deals with issues arising from the student body and 
particularly from clinical group meetings that cannot be resolved by direct student contact 
with the convenor 

Christchurch CSC meetings, which occur roughly monthly. Wider issues around curriculum 
are raised here, as generally guided by staff present. The CSC, in turn, report to the FCC 

 

The faculty is committed to student representation of committees. Students however find it 
difficult to commit to attending longer meetings, particularly at faculty, cross-campus level, 
in part due to challenges of timetables and geography. Students are well-engaged at local 
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campus level at Staff-Student Committees which are functioning well on all campuses. 
There are continuing discussion on how to facilitate their contribution to faculty-level 
committees. 

Student representation is vital and essential in the governance of the medical programme. 
We feel that our voice is well heard in an educational sense and our feedback is used 
constructively to improve the course curriculum in most instances. 

However for other areas, such as student welfare, direction of the medical school, student 
representation is not sought. The President of OUMSA sits on the Health Science 
Academic Board which is chaired by the Pro-Vice Chancellor of the Health Sciences and 
has all the Dean of Faculties present. Future directions of the medical school are often 
discussed here, like the introduction of programmes and changes of courses, as well as 
student exclusions. However it feels that it is too late by this time to give representation to 
these issues and that another meeting in the Faculty of Medicine before the Health Science 
Board Meeting would be a better place to hear our feedback. 
 

We feel that student representation and input is highly valuable. However it should be at an 
appropriate time and have real weight and considered, otherwise feedback is made 
redundant. 
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Standard 8: Implementing the Curriculum – Learning Environment 

 

8.1.1   The medical education provider ensures students and staff have access to safe and  
well-maintained  physical  facilities  in  all  its  teaching  and  learning  sites  in order to 
achieve the outcomes of the medical program. 

ELM and DSM: 

The facilities in Dunedin have a superb history and background. Students are particularly 
happy about the Hunter Centre and Dunedin Hospital cafeteria. Hunter Centre 
accommodates many professional courses however, and in students’ views can become 
overloaded with people. 

Dunedin Hospital is limited by the space it has available, and so most facilities are safe 
although not as modern as many hospitals recently upgraded in New Zealand. Some newly 
upgraded wards students are positive about, such as ICU and Paediatrics. 

 

UOW: 

The UOW campus is modern and has great facilities. There is 24 hours access to computer 
labs, lockers, student common room (with pool table, fridge and microwave), tutorial rooms 
(able to be booked by students), an adequately sized library with knowledgeable staff, and 
a cafeteria. There is heaps of space for studying and good access to IT. The hospital itself 
is modern, but has no specific dedicated space for students. 

 

UOC: 

Now three years post-earthquake, Christchurch has good facilities. There is a library with 
desk and computer spaces, a 24 hours computer room and study centre, and an 
underground student common room which lacks natural light but is well equipped. 

 

8.2.1   The  medical  education  provider  has  sufficient  information  communication 
technology  infrastructure  and  support  systems  to  achieve  the  learning objectives of the 
medical program. 

ELM: 

Information technologies made available students have been praised, such as iPads in the 
Dissecting Room, computer room CALs, and many videos and modelling programs and 
applications in the Anatomy Museum. 

One complaint is the lack of internet access within the Colquhoun lecture theatre, and with 
increasing number of students using laptops to take notes during lectures this poses an 
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inconvenience to access slides for the lecture. Colquhoun Lecture Theatre was due for a 
massive upgrade in technology which was scheduled for the June break. This has now 
been bumped back to the end of year by the wider Otago University IT services. 

Other current technologies are not being fixed when necessary, such as microphones and 
chargers in lecture theatres which student have approached the wider Otago University 
about but nothing has been changed. 

Over the summer MedMoodle was upgraded which has seen some improvements but also 
has resulted in quite a few technical difficulties. The calendar not being up to date and the 
outages close to formal tests were the most inconvenient of these. Most of these issues 
have since been fixed but we are still running into problems with the upload and download 
speed being extremely slow for some students. 

Student volunteers are implementing an area on Moodle that only the students can access. 
This will provide us with the opportunity to ask other students questions, or make comments 
without the threat of the faculty seeing it. Students will also be able to easily share 
resources between students and form study groups. The faculty are extremely supportive of 
this and we are hoping to get this going for the new medical students next year.  

Podcasts are also organised and run by dedicated student volunteers from each year. This 
year we figured out a more reliable way to do video podcasts which students have found 
extremely useful as it shows the slides along with the voice of the lecturer. The students 
that record the podcasts are now responsible for uploading them to moodle as it is much 
faster for them to do it, than having to send them to the faculty to upload. Last year this was 
taking days to weeks whereas now it can be on moodle on the same day. This is a large 
workload on students and faculty have been happy to contribute a gift to the podcaster 
students for each year, which we think is justified for the extra responsibility they take on. 

Ultimately there are some fantastic technological resources provided by the university but 
there are a few things that need a bit more work. The IT staff are aware of these and are 
working on them.  

 

DSM: 

There are issues with Invercargill placements unable to access Wi-Fi in the hospital. This 
has been an ongoing debate with the DHB to get this implemented. 

 

UOW: 

The UOW 24 hour computer suite and library computers ensure we have internet access 
and enough computers for students. Wi-Fi is installed throughout the University campus 
(university Wi-Fi does not exist in the hospital however). 
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8.2.2   The  medical  education  provider  ensures  students  have  access  to  the 
information  communication  technology  applications  required  to  facilitate  their learning 
in the clinical environment. 

DSM: 

All students within ALM have access to iSoft, a patient management system used by 
Dunedin Hospital. At this stage students are unable to access some radiology and 
electronic prescription program. There are plans to try and improve this access, however it 
is somewhat dependent on DHB cooperation. 

 

UOW: 

There is an expectation that a TI is learning many of the essential requirements to function 
as a junior doctor, whoever there are any number of administrative functions TIs are barred 
from accessing. These include ordering scans, accessing shared patient care records and 
accessing radiology imaging. This lack of access blocks TI students from learning key tasks 
that are fundamental requirements of their work upon graduating. The gap in knowledge 
should be addressed either by the school in the form of practical teaching (such as access 
to a practice ‘Sandbox’ which allows access to mock patient management software system 
without affecting real patient records), or negotiating to allow Trainee Interns access to 
these aspects of patient management. 

 

UOC: 

All students have access to Health Connect South, the online patient record system. 4th and 
5th year students are not universally given access to the radiology imaging system, however 
they are able to independently approach the IT team and will be provided with access if 
requested. 

 

8.2.3   Library  resources  available  to  staff  and  students  include  access  to  computer 
based reference systems, support staff and a reference collection adequate to meet 
curriculum and research needs 

The University of Otago Library Medicine database and wider University catalogue make 
many valuable resources available from any campus or off-campus site. These include 
databases of books, journals, research papers, drug and clinical intervention information. 
Last year the Library recently bought the rights to ClinicalKey, which is a vital resource for 
students and at no cost, which if it were not provided through the University students would 
most likely never access this wealth of information. 
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8.3.3 The medical education provider ensures the clinical learning environment provides 
students with experience in the provision of culturally competent health care to Aboriginal 
and Torres Strait Islander peoples and/or Māori. 

 

The teaching of the Hauora Māori block in the ELM course relies solely on the use of 
lecture and small tutorial teaching where the content is made up of paper based learning. 
This learning is expanded in the ALM course where the learning has more of a focus on the 
interactions between doctors and patients in the clinical setting. The current structure 
means that there is no clinical experience with Māori patients in the first two years of the 
formal course even though there are experiences with other non-Māori patients throughout 
this time.  

We feel that an increase in clinical contact with Māori patients is needed in the early stage 
of the course which will provide for integrated learning of Hauora Māori principles and 
increasing individual student’s cultural competencies. Further, better inclusion of Hauora 
Māori themes in the current ELM teaching could see it integrated alongside the other 
modules for example through the inclusion of these topics into the current integrated cases 
structure or the development of a single integrated case heavily focused on Māori health 
themes and centred around a Māori patient. 

 

 


