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BACKGRO

Factors such as, ‘consumerism, government regulations,
financial constraints, medical information on the Internet,
litigation, technology and the explosion of medical knowledge’ are
changing the nature and demands of healthcare provision and
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METHOD

A prospective, qualitative design using individual, semi-
structured interviews was used to explore the study aims using a
Grounded Theory approach.

therefore the demands of medical education programs.t

Competency Based Medical Education (CBME) is an educational
theory increasingly being employed in postgraduate programs

Selective sampling was undertaken in order to include subjects
from different localities (see Figure 1). Semi-structured
interviews were recorded, transcribed and securely stored.
Transcripts were separately manually thematically coded and

worldwide. By focusing on outcomes rather than time-in-training,
and utilising modern educational techniques, this model aims to
train doctors capable of meeting modern societal needs.

analyzed by two authors. Reflexivity was practiced and journaled
throughout this process.

This project was approved by the Human Research Ethics
The Royal Australian and New Zealand College of Obstetrics and Committee of the University of Melbourne.
Gynaecology (RANZCOG) has not implemented a competency-
based curriculum or system of training delivery. Due to the
sociopolitical factors mentioned above and the worldwide
proliferation of and evidence for CBME- based training, it is likely
that an Australian/ New Zealand CBME O&G curriculum will
become more desirable in the future. If this is to occur then
trainee competency within the Australian O&G context needs first
to be understood.

Tertiary centre: 3
Interviewed: 4
Responded: §

Secondary centre: 2

Not interviewed: 4
Rural centre: 3

This project investigates how RANZCOG Integrated Program Co-
ordinators define trainee competency.

Not responded: 3

Figure 1: Therecruitment process

RESULTS

“I have to collect
feedback from all the
consultants.” (P2)

“the whole
[curriculum] just
needs a major

refit.” (P1)

“it would be
interesting [to use
CBME]... I think we
would be getting a
much more

consistent product
at the end.” (P1)

“the College would
do better [to]
provide more
specific workshops
for trainees.” (P2)

“It’s not bad. |
just think we

could do things
better.” (P1)
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“It has to be a safe environment...

where a trainee can say, ‘l actually
don’t know how to do this.”” (P4)

“we’ve just )
restarted... online

credentialing.” (P4)

“it very much depends
on the registrar... | can
advise but | can’t make
them [engage with

teaching material].” (P2)

“More assessment,
more compulsory

stuff... so that [the
trainee] can go onto
the next step.” (P3)

“showing that they are
competent... showing
that they don’t need...
support” (P2)

“you have to make
sure you're staying
competent, even
beyond training.” (P4)

“basic knowledge...
[is]... all assumed.
And when you
actually question
the trainee, it’s not
good.” (P3)

“there needs to be stronger
structures... between the AMC,
the federal health department,
universities, Colleges and
hospitals... to... train doctors
\better. (P1)

“I meet with the
trainees... and create
a list of the skills and
procedures they need
to be performing.”
(P2)

“everyone’s
really busy...
you often don’t
get that time
[for feedback].”
(P4)

CONCLUSIONS

Five major themes were identified: Vision and Innovation, Competence, Teaching and Learning, ITP coordinators, and Structures.
Trainee competence was defined as being independent, safe practice by an individual aware of their own limits. A host of integrated
background technical and procedural skill and knowledge is also required for competency. Enablers and barriers to teaching and
learning were identified and included human, systemic and structural aspects related to learners, supervisors, hospitals and the
RANZCOG curriculum. ITP co-ordinators agree that the RANZCOG curriculum and the delivery of O&G training in Australia has
positive aspects but could be improved; there is a call for an approach to training with more effective and consistent “checks and
balances” (P3) to ensure ITP trainees and graduates are of high quality.
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“competency is much
more about [the trainee]
being aware of their own
limits.” (P4)

“some trainees
do fly under the
radar.” (P3)
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